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FOREWORD
For all health educators, regardless of their practice setting, cultural competency is essential for effective
practice. With the increasing demographic changes in the US population, the importance of promoting health
equity and reducing health disparities, and a greater emphasis on global health, it is important for the
profession to have an informative, competency-based, practice-oriented resource for promoting the
development and enhancement of skills related to cultural competency. This second edition of Cultural
Competence in Health Education and Health Promotion meets this need. The book has been organized and
written not only to provide the basics in helping prospective health educators develop knowledge and skills
related to cultural competency but also to develop the deeper understanding and mastery of more nuanced
skills to truly become culturally competent health educators.

Coeditors Miguel A. Pérez and Raffy R. Luquis have organized the content in a format that addresses
important health education considerations related to culture, race, and ethnicity, including a clear explanation
of the distinction among these three terms. Chapters 1 and 2 present a clear rationale for the importance of
cultural competency among health educators, including data related to health status among different cultures,
races, and ethnic groups. These chapters also present a description of health disparities among these groups in
the United States.

Throughout the book, cultural understanding is promoted through content such as a framework for
understanding culture, cultural factors that can affect the practice of health education, and several models for
assessing the role of culture in the prevention of disease and the promotion of health. Emphasis is placed on
linking cultural understanding to both health education theory and common health education approaches to
program planning, implementation, and evaluation. The chapter authors have addressed a wide spectrum of
important but often overlooked topics related to cultural diversity, such as the role of place as a social
determinant, diversity within individual cultures, the linkage of culture to complementary and alternative
medicine, and the importance of awareness and skills related to the role health education plays within the
lesbian, gay, bisexual, transgender, and aging communities. It is important to note that the content
throughout this book relates directly to the National Commission for Health Education Credentialing, Inc.,
Areas of Responsibilities for Health Educators.

The book goes far beyond the thorough provision of information. The format of this book is presented in a
manner that promotes meaningful application of the content. The objectives listed at the beginning of each
chapter provide direction for both instructors and students. Following the presentation of the content, each
chapter provides a conclusion, points to remember, and key terms, features that enable students to review,
organize, and analyze their understanding of the content within the chapters. In addition, each chapter
includes a case study that applies the chapter content to a hypothetical health education scenario. Beyond the
case studies, the content of the book sets the stage for further activities within and outside the classroom that
will engage students in meaningful learning activities emphasizing critical thinking and authentic application
of the knowledge and skills addressed in the chapters.

From my perspective as a university faculty member and department chair, I see this book as an excellent
resource for both instructors and students in undergraduate or graduate courses in which cultural competency
is an important topic. I certainly see it as a primary textbook in classes that focus on cultural competence in
health education and promotion. Because of the applied nature of this book to health education practice and
the essential nature of cultural competency to all that we do as health educators, I also see it as a
supplementary textbook in classes that address planning, implementation, and evaluation in health education
and health promotion.

While I consider this book to be an outstanding textbook for undergraduate and graduate professional
preparation classes, it is also an excellent addition to the professional library of health education practitioners
regardless of practice setting. Chapter 12 addresses the need for cultural competence among practicing health
educators. The chapter authors identify tools that can be used to assess the cultural competence of
organizations involved in health education. One recommendation in the chapter is that organizations provide
ongoing cultural and linguistic training to health educators. Cultural Competence in Health Education and
Health Promotion could serve as an excellent resource for such training.

Health education and health promotion will never realize its full potential until skilled practitioners are able
to consistently develop and implement programs that meet the needs and maximize the assets of individuals
and communities representing all cultures. To do this, we must ensure that our professional preparation
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programs help prospective professionals develop the knowledge, understanding, and skills that are essential for
cultural competency. In addition, health educators engaged in professional practice must maintain their
competencies as communities continue to be enriched through increasingly diverse populations. I believe that
Cultural Competence in Health Education and Health Promotion will serve as a valuable resource as we move
forward to meet this challenge.

David A. Birch, PhD, MCHES

Professor and Chair
Department of Health Science

The University of Alabama
Tuscaloosa, Alabama
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PREFACE

Welcome to the second edition of Cultural Competence in Health Education and Health Promotion. This
textbook is designed to assist you as you explore the interaction between culture, attitudes, and behaviors and
their application to health education programs and strategies. The chapters focus on examining selected health
indicators of underrepresented groups, discuss best practice models for cultural competence training, and
provide strategies for reaching diverse populations while avoiding generalizations and stereotypes based on
race, ethnicity, gender, and selected social issues. While no publication can guarantee the reader “cultural
competence,” the chapters in this publication are designed to assist on the road to this lofty goal.

This textbook is unique in that it focuses on issues of cultural and linguistic competency as they influence
the health education and health promotion field. Each chapter is written by and for health education
academicians and practitioners. Each author presents a thorough examination of the literature and research
about the impact of culture, race, and ethnicity on health disparities, health equity, communication, beliefs
systems, education strategies, and other factors essential to have a complete understanding of cultural and
linguistic competency. This edition has been expanded in several ways to provide both students and
practitioners with a better understanding of cultural and linguistic competency within health education and
health promotion. All chapters have been revised or expanded to reflect up-to-date information on cultural
and linguistic competency health education—including the revised CLAS standards released in late April
2013. Each of the chapters provides key terms and a case study (except for Chapter 12) for students and
practitioners to apply the concepts discussed.

This textbook contains twelve chapters that center on the common theme of learning and understanding
different cultures. Chapter 1, “Implications of Changing US Demographics for Health Educators,” provides
current information on demographics and descriptions of the profiles of major ethnic and racial populations in
the United States. New to this edition, Chapter 2, “Diversity and Health Education,” focuses on concepts of
diversity, race, ethnicity, and culture. Also new to this edition, Chapter 3, “Health Disparities and Social
Determinants of Health: Implications for Health Education,” addresses social determinants of health and
their influence over health and health disparities in the United States. Chapter 4, “Complementary and
Alternative Medicine in Culturally Competent Health Education,” provides an overview of the principles
involved in the practice of complementary healing, alternative medicine, and holistic health. The completely
revised Chapter 5, “Spirituality and Cultural Diversity,” provides information on religious and spiritual trends
in the United States and their influence on health and well-being. Chapter 6, “Health Education Theoretical
Models and Multicultural Populations,” describes and provides examples of how to apply two theoretical
models and two assessment frameworks that address the role of culture in the prevention of disease and
promotion of health. Chapter 7, “Planning, Implementing, and Evaluating Culturally Appropriate Programs,”
has been revised to focus on factors to consider when developing health education programs for culturally
diverse individuals and groups. Chapter 8, “Culturally Appropriate Communication,” has been revised to
include the health communication model, the importance of verbal and non-verbal communication across
different groups, and strategies for how to incorporate linguistic competency into health education and health
promotion. New to this edition, Chapter 9, “Foundations for Health Literacy and Culturally Appropriate
Health Education Programs,” provides a definition of health literacy, its importance to health education, and
the relationship between health literacy and cultural competence. Both Chapter 10, “The Aging US
Population: An Increasing Diverse Population,” and Chapter 11, “Culture and Sexual Orientation,” provide
an exploration of issues affecting two unique cultural groups and the role of health educators and practitioners
in addressing their respective needs. Finally, Chapter 12, “Cultural Competency and Health Education: A
Window of Opportunity,” provides some final thoughts on the importance of cultural and linguistic
competence and discusses how to integrate these concepts into health education and health promotion
programs.

The authors and the editors of Cultural Competence in Health Education and Health Promotion intend that
this second edition will continue to fulfill the current and future needs in cultural and linguistic competency
for both professional preparation and the development of health education and promotion programs by
educators and practitioners. Join us in what we hope will be a lifelong journey toward cultural competence.
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CHAPTER 1

IMPLICATIONS OF CHANGING US
DEMOGRAPHICS FOR HEALTH

EDUCATORS

Miguel A. Pérez

Raffy R. Luquis

LEARNING OBJECTIVES
After completing this chapter, you will be able to

Identify the four overarching goals in Healthy People 2020.
Explain the demographic changes and population trends in the United States.
Describe selected characteristics of the major racial and ethnic groups in the United States.
Discuss challenges and opportunities for health educators.

The 1985 Secretary’s Report on Black and Minority Health for the first time authoritatively documented the
health disparities that different population groups in the United States experience (US Department of Health
and Human Services, 1998). This seminal report provided the basis for the Healthy People initiative, which
has established ambitious health benchmarks to be achieved at the end of their respective time frames (US
Department of Health and Human Services, 2011).

Healthy People 2020 establishes the current national health targets, with four overarching goals to be
achieved by the end of the decade (see box 1.1). Achieving these goals depends on collaboration among
sundry segments of society to ensure that Americans not only have access to superior health care services but
also incorporate preventive measures, including health education, into their daily lives.

The goals established by Healthy People 2020 require an understanding of demographic shifts and their
impact on the health status of selected population segments. This chapter explores the impact of demographic
changes on preparing a culturally competent health education workforce. It also provides a brief description of
relevant cultural characteristics of each of the major ethnic groups in the United States.

demographic shifts
Statistical changes in the socioeconomic characteristics of a population or consumer group.

BOX 1.1 HEALTHY PEOPLE 2020 OVERARCHING
GOALS

Attain high-quality, longer lives free of preventable disease, disability, injury, and premature death.
Achieve health equity, eliminate disparities, and improve the health of all groups.
Create social and physical environments that promote good health for all.
Promote quality of life, healthy development, and healthy behaviors across all life stages.
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Demographic Shifts

Demographic Characteristics
Data from the 2010 decennial census show that 308,745,538 resided in the United States in 2010 (US Census
Bureau, 2011a) with steady population increases expected until 2050 (see table 1.1). Moreover, the Census
Bureau projects that the nation will become more diverse and the majority of the population will be
concentrated in urban areas, continuing a trend that started in the late nineteenth century.

Table 1.1 Projections of the Population and Components of Change for the United States, 2015–2050
Source: US Census Bureau (2008a).
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Race and Ethnicity
Census data project a continuing diversification of the US population in terms of race and ethnicity (see table
1.2). In fact, the Agency for Healthcare Research and Quality projects that members of underrepresented
groups are expected to make up more than 40 percent of the US population by 2035 and 47 percent by 2050
(Brach & Fraser, 2000). The shifts in the ethnic and racial distribution and the age distribution of the US
population denote an urgent need for health educators to develop culturally appropriate programs (Luquis &
Pérez, 2005, 2006; Luquis, Pérez, & Young, 2006; Pérez, Gonzalez, & Pinzon-Pérez, 2006).

race
The categorization of parts of a population based on physical appearance due to particular historical social and political forces

ethnicity
Pertaining to or characteristic of a people, especially a group (ethnic group) sharing a common and distinctive culture, religion,
language, or the like

Table 1.2 Projections of the Population by Sex, Race, and Hispanic Origin for the United States, 2015–2050
(in thousands)

Source: US Census Bureau (2008b).
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The 2000 Census marked a shift in how ethnic and racial data are collected. The Census Bureau introduced
a larger pool of options, which allowed individuals to select more than one ethnic or racial background.
Although controversial, this measure allows the identification of individuals of mixed descent.
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Foreign Born and Immigrant
According to the American Community Survey Five-Year Estimates (2006–2010), 12.7 percent of the US
population, or some 38,675,012 people, were foreign born; that is, they were residents who were not US
citizens at birth (US Census Bureau, n.d.). This category includes legal permanent residents (immigrants),
temporary migrants (such as students), humanitarian migrants (refugees), naturalized US citizens, and persons
illegally present in the United States (US Census Bureau, 2006). The remainder of the US population was
born in one of the fifty states (85.9 percent) or Puerto Rico (1.3 percent).

The American Community Survey Five-Year Estimates (2006–2010) show that the majority of the foreign-
born population, excluding those born at sea, came from Latin America (see table 1.3).

Table 1.3 World Region of Birth of Foreign-Born Population in the United States, 2010
Source: US Census Bureau (n.d.).

Estimate Percent

Europe 4,847,078 12.5%

Asia 10,747,229 27.8

Africa 1,466,454 3.8

Oceania 214,809 0.6

Latin America 20,565,108 53.2

North America 834,095 2.2

Approximately 72 percent of foreign-born individuals are legal immigrants, with over a third (37 percent)
being naturalized citizens. It is estimated that some 8 million foreign-born individuals were unauthorized
immigrants in 2010, marking a decrease from a peak of 8.4 million in 2007 (Hoefer, Rytina, & Baker, 2011;
Passel & Cohn, 2011).
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Language
Almost 80 percent of the US population 5 years and older speaks only English (US Census, n.d.). Of those
who speak a language other than English at home, 8.7 percent report speaking it “less than well.” (See table
1.4 for a list of the major languages spoken in the United States.)

Table 1.4 Languages Spoken in the United States, 2010
Source: US Census Bureau (n.d.).

Language Percent

English 79.9%

Spanish 12.5

Other Indo-European 3.7

Asian and Pacific Islander 3.1

Other 0.8

California has the largest percentage of residents who speak a language at home other than English (40.8
percent), followed by New Mexico (36.0 percent) and Texas (32.5 percent) (US Census Bureau, n.d.).
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The Elderly
The median age in the United States in 2010 was 37 years of age; however, the fastest-growing age group is
those age 65 and older (table 1.5). In fact, demographers estimate that the number of individuals in this age
category will more than double by the middle of this century (US Census Bureau, 1995, 2010b). (See table 1.5
for age distribution in the United States in 2010.)

Table 1.5 Projections of the Population by Selected Age Groups for the United States, 2015–2050
Source: US Census Bureau (2010b).

The elderly population is characterized by several factors, including more females than males (57 percent
and 43 percent, respectively, in 2010). Not surprisingly, as the population shifts, the elderly population is also
expected to become more racially and ethnically diverse. The proportion of elderly in each of the four major
racial and ethnic groups—white, black, American Indian and Alaska Native, and Asian and Pacific Islander
and in the Hispanic-origin population—is expected to increase substantially during the first half of this
century.
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Gender
In 2010, 50.8 percent of the US population were females and 49.2 percent were males. Similarly, in 2010,
85.9 percent of females and 84.6 percent of males had obtained a high school diploma, and 27.5 percent of
females and 28.5 percent of males had obtained a baccalaureate degree (US Census, 2010b).

25



Sexual Orientation
Gates (2011) has estimated that 3.5 percent of adults in the United States, or some 9 million people, self-
identify as gay, lesbian, or bisexual. Moreover, approximately 0.3 percent of the population classify themselves
as transgendered. These findings support several studies that have estimated that 5 to 10 percent of the US
population is lesbian, gay, bisexual, or transgender (National Coalition for LGBT Health and Boston Public
Health Commission, 2002). Nonetheless, it is important to understand that the estimate that 10 percent of
men are gay and 5 percent of women are lesbian is based on Kinsey Institute data, which may not accurately
represent the percentage of LGBT individuals in the population (Gay and Lesbian Medical Association and
LGBT health experts, 2001).

Although the US Census Bureau asks respondents to identify their race and ethnicity, it does not ask about
sexual orientation. The census, however, does ask several questions about respondents’ household composition
by marital status and gender of partner (table 1.6).

Table 1.6 Households and Household Type by Sex of Partner, 2010
Source: US Census (2010a).

Estimate Percent

Total households 116,716,292 100

Family households 77,538,296 66.4

Male householder 52,964,517 45.4

Female householder 24,573,779 21.1

Nonfamily households 39,177,996 33.6

Male householder 18,459,253 15.8

Male householder living alone 13,906,294 11.9

Female householder 20,718,743 17.8

Female householder living alone 17,298,61 14.8

A review of 2010 census data by demographers at the Williams Institute of the University of California,
Los Angeles School of Law (Gates & Cooke, 2011) indicates that there are 646,464 same-sex couples in the
United States, or 5.5 per 1,000 households. The same analysis shows that 51 percent of females in same-sex
couples and 49 percent of males in similar relationships classify themselves as spouses.

The relative lack of definite data on the size of this population and the fear that many LGBT people,
especially youths, have concerning revealing their sexual identity make reliable data difficult to obtain (Perrin,
2002; RAND, 2010). This lack of information makes it increasingly difficult to develop, implement, and
evaluate effective health education programs for this population group.
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People with Disabilities
According to the US Centers for Disease Control and Prevention (2011) some 71.4 million adults have
experienced difficulty with at least one basic action (e.g., hearing) or a limitation on complex activity (e.g.,
difficulty with physical functioning). Table 1.7 shows some of the most common forms of disability
experienced by Americans.

Table 1.7 Disabilities Experienced by US Adults, 2009
Source: Centers for Disease Control (2011).

Disability Number (Percent)

Hearing difficulty 37.1 million (16.2%)

Vision difficulty 21.5 million (9.4%)

Difficulty walking a quarter mile or unable to do so o 16.7 million (7.3%)

Difficulty with any physical functioning 35.8 million (15.6%)

The data show disparities in disabilities by age and race/ethnicity (table 1.8). These differences may be
exacerbated by cultural factors, lack of access to health care, or inability to follow medical directives.

Table 1.8 Percentage of Adults with Disabilities by Age and Ethnicity, 2009
Source: US Department of Health and Human Services (2011).

18 to 64 Years 65 Years and Older

Whites 24.4% 58.9%

African Americans 27.5 57.7

American Indian/Alaska Natives 31.1 61.7

Asians 12.9 43.2

Native Hawaiians/Pacific Islander a a

Two or more races 37.2 56.2

Hispanics/Latinos 19.8 56.2

a Data are unavailable.
According to Altman and Bernstein (2008), a person’s disability or limitation has a direct impact on his or

her perceived health status and ability to enjoy life. They note as well that disabilities and other limitations
have an impact on a person’s emotional status and self-rated health status (Altman & Bernstein, 2008).
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Demographics of Racial and Ethnic Groups
The following section provides a brief overview of the demographic characteristics of the major ethnic and
racial groups in the United States. These descriptions do not, of course, apply to every individual who
identifies as a member of a particular population group; significant differences exist within every racial and
ethnic group. Rather, they offer overarching generalizations about the characteristics that members of each
group share.
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African Americans
African Americans, or blacks, are defined as persons whose lineage includes ancestors who originated from
any of the black racial groups in Africa. Contrary to popular belief, African Americans make up a diverse
group that encompasses individuals of African descent, Caribbean descent, and South American descent.
African Americans are the second largest racial group in the United States, with approximately 42.0 million
people, or 14 percent of the population. The majority of this population (38.9 million) identified as black
alone, and the rest reported black in combination with one or more other races (US Census Bureau, 2011b).
In addition, the black alone or in-combination population experienced a higher growth (15 percent) than the
total population (10 percent) from 2000. The majority of people who reported they were black and one or
more other races identified themselves as black and white (59 percent). This combination constituted the
largest increase in the multiple-race black population.

According to the 2010 Census, 55 percent of the African Americans/black alone or in combination
population reside in the South (US Census Bureau, 2011b). In addition, this population represents over 50
percent of the total population in the District of Colombia and over 25 percent of the population in six states:
Mississippi, Louisiana, Georgia, Maryland, South Carolina, and Alabama. The ten states with the largest
African American population were New York (3.3 million), Florida (3.2 million), Texas (3.2 million),
Georgia (3.1 million), California (2.7 million), North Carolina (2.2 million), Illinois (2.0 million), Maryland
(1.8 million), Virginia (1.7 million), and Ohio (1.5 million).

In comparison with the non-Hispanic white population, the African American population has a higher
proportion of younger people, its members are less likely to be married, and a large proportion of its
households are maintained by women (US Census Bureau, 2010c). In 2010, approximately 82 percent of
African Americans aged 25 and older had completed high school, and 18 percent had attained a bachelor’s
degree or higher level of education (US Census Bureau, 2010c), yet these percentages are lower than the
percentages obtained by their non-Hispanic white counterparts.

Moreover, African Americans are more likely to be employed in service, sales, production, and related
occupations (US Census Bureau, 2010c). Consequently, in 2010, the average African American family median
income was less than the non-Hispanic white family median income ($32,068 versus $54,620), the
unemployment rate was twice that of non-Hispanic whites, and almost one-third were living at the poverty
level (Office of Minority Health, 2012).

In 2010, 44 percent of African Americans had employer-sponsored health insurance, and 28 percent relied
on Medicaid, that is, public health insurance. These figures were lower than those for the non-Hispanic white
population. According to the Office of Minority Health (2012), the death rate for African Americans in 2007
was higher than that for non-Hispanic whites for heart disease, stroke, cancer, asthma, influenza and
pneumonia, diabetes, HIV/AIDS, and homicide. Finally, the life expectancy for African Americans is four
years shorter than the life expectancy for the rest of the US population.
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Hispanics
Hispanics are the largest minority group and one of the fastest-growing population groups in the United
States.1 In this group are all those of Cuban, Mexican, Puerto Rican, South or Central American, or other
Spanish culture or origin, regardless of race. In 2010, 50.5 million people of Hispanic/Latino origin were
living in the United States, which accounted for 16 percent of the total population (US Census, 2011c).
Between 2000 and 2010, the Hispanic population grew at four times the rate of the total population, and
estimates are that by 2050, they will account for 30 percent of the total population (US Census Bureau,
2008b). Although Hispanics share a number of cultural characteristics, the many groups that make up this
population are also in many ways culturally and socially variant. For example, although a majority of Hispanics
speak Spanish and follow the Roman Catholic faith, they speak their common language in many different
dialects and practice their common religion with many spiritual variations (Marin & Marin, 1991).

In 2010, among Hispanic subgroups, Mexicans ranked as the largest, at 63 percent of the Hispanic
population, followed by Puerto Ricans, Central and South Americans, and Cubans (US Census Bureau,
2011c). Hispanics were more likely to live in the West (41 percent) and South (36 percent) and to reside in
central cities within metropolitan areas (US Census Bureau, 2011c). Over 50 percent of the Hispanic
population lived in three states: California, Florida, and Texas.

Hispanics are younger on average than non-Hispanic whites, with approximately one in three being under
the age of 18 and with a median age of 27.3 years. The average age for the non-Hispanic white population
was 40.3 years in 2010 (US Census Bureau, 2011c). In 2010, nearly three-quarters of Hispanics were US
citizens, with three in five having been born in the United States. Three-quarters of Hispanics spoke Spanish
at home, and one-third spoke English less than very well (US Census Bureau, 2010c).

In 2010, Hispanic households were more likely to be family households (78 percent) than were non-
Hispanic white households (66 percent). While husband-wife families composed 50 percent of the
households, one in five households was maintained by a woman with no husband present (US Census Bureau,
2010c). Moreover, approximately 62 percent of Hispanics aged 25 and older had graduated from high school
and 13 percent had attained a bachelor’s degree or higher level of education.

Hispanics were much more likely than non-Hispanic whites to be unemployed or to work in service,
construction, and production jobs. Hispanics were also more likely to have a lower median income level and to
live in poverty than non-Hispanic whites were (US Census Bureau, 2010c). In 2010, about 25 percent of
Hispanics, in comparison to 10 percent of non-Hispanic whites, were living at the poverty level (US Census
Bureau, 2010c). Moreover, Hispanics had the highest uninsured rates (31 percent) of any other racial or
ethnic group in the United States. Still, the uninsured rate varied by Hispanic subgroup, with the Mexican
and Central and South American subgroups having higher percentages of people without health insurance
than the Puerto Rican and Cuban subgroups do (Office of Minority Health, 2012).

Hispanic health is influenced by factors such as the language barrier, lack of access to preventive care, and
lack of health insurance. The leading causes of illness and death among Hispanics are heart disease, cancer,
unintentional injuries (accidents), stroke, and diabetes. In addition, Hispanics are significantly affected by
asthma, chronic obstructive pulmonary disease, HIV/AIDS, obesity, suicide, and liver disease (Office of
Minority Health, 2012).
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Asians
The Asian population in the United States encompasses many groups that differ in language and culture (US
Census Bureau, 2012b). “Asian” refers to people who have their origins in the Far East, in Southeast Asia, or
on the Indian subcontinent, including people from Cambodia, China, the Philippines, India, Japan, Korea,
Malaysia, Pakistan, and Vietnam (Reeves & Bennett, 2003). According to the 2010 Census, 14.7 million
people reported Asian alone as their race, and 2.6 million reported Asian in combination with one or more
races. Thus, 5.6 percent (17.3 million) of the people living in the United States were identified as Asian, with
Chinese (23 percent), Asian Indians (19 percent), and Filipinos (17 percent) accounting for about 60 percent
of this population (US Census Bureau, 2012b). Moreover, the Asian population had grown more than four
times faster than the US population as a whole since 2000 (US Census Bureau, 2012b). A recent report by the
Pew Research Center (2012) described Asian Americans as “the highest-income, best-educated and fastest-
growing racial group in the US, with Asians now making up the largest share of recent immigrants” (para. 1);
it thus surpassed the Hispanic population as the largest group of new immigrants. Finally, in 2010, almost
three-fourths of the Asian population resided in ten states: California (5.6 million), New York (1.6 million),
Texas (1.1 million), New Jersey (0.8 million), Hawaii (0.8 million), Illinois (0.7 million), Washington (0.6
million), Florida (0.6 million), Virginia (0.5 million), and Pennsylvania (0.4 million) (US Census Bureau,
2012b).

The Asian population is younger on average than the non-Hispanic white population. In 2010, Asians had
a median age of 35.6, about seven years younger than non-Hispanic whites (US Census Bureau, 2010c).
Moreover, Asians were more likely than non-Hispanic whites to be married (58 percent) and to live in family
households (74 percent), with a higher percentage of households maintained by married couples (60 percent).
Although more than two-thirds of Asians were US citizens, either through birth or naturalization,
approximately 67 percent were foreign born (US Census Bureau, 2010c). Most important, about 63 percent of
foreign-born Asians arrived in the United States after 1990, and about 77 percent spoke a language other than
English at home. Moreover, the proportion of those 5 years of age and older who spoke a language other than
English at home varied among Asians: 55 percent of Vietnamese, 43 percent of Chinese, 22 percent of
Filipinos, and 22 percent of Asian Indians (Office of Minority Health, 2012)

When it comes to education, approximately 85 percent of Asians twenty-five years and older had at least a
high school diploma, and 50 percent had attained a bachelor’s degree or higher level of education (US Census
Bureau, 2010c). However, the educational level varied among Asians; for example, 73 percent of Taiwanese
have attained a bachelor’s degree (Office of Minority Health, 2012). Moreover, Asians were more likely to be
employed in management, professional, and related occupations than were non-Hispanic whites—48 versus
40 percent, respectively. Nevertheless, the proportions of Asians employed in this sector fluctuated from 19
percent among Laotians to 67 percent among Asian Indians (Office of Minority Health, 2012). In 2010, the
median income for Asian households was almost $13,000 higher than the median income for white non-
Hispanic households ($67,142 versus $54,168). Still, about 12 percent of Asians lived below the poverty level,
compared to 11 percent of non-Hispanic whites (US Census Bureau, 2010c).

In 2010, a high percentage of Asians (69 percent) had private health insurance coverage, but that also varied
by subgroup. Private insurance coverage ranged from 79 percent among Filipinos to 48 percent among
Hmong. Similarly, the uninsured status varied from 11 percent among Filipinos to 20 percent among
Vietnamese (Office of Minority Health, 2012). It is also significant to note that Asian women had the highest
life expectancy of any other racial and ethnic group in the United States, and Chinese women had the longest
life expectancy among all the Asian subgroups. Still, Asians contend with several factors affecting their health,
including infrequent medical visits and language and cultural barriers (Office of Minority Health, 2012).
Finally, Asians are at higher risk than others for cancer, heart disease, stroke, unintentional injuries, diabetes,
chronic pulmonary disease, hepatitis B, HIV/AIDS, smoking, tuberculosis, and liver diseases.
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Native Hawaiian and Other Pacific Islanders
Native Hawaiian and other Pacific Islander (NHPI) refers to people who are natives of Hawaii and other
Pacific islands, including people of Polynesian, Micronesian, and Melanesian backgrounds (US Census
Bureau, 2012c). They differ in language and culture across many subgroups. According to the 2010 US
Census Bureau estimate, close to 1.2 million Native Hawaiians (540,000) and Pacific Islanders (685,000) were
residing in the United States in that year. Over 50 percent resided in two states: California and Hawaii (US
Census Bureau, 2012c). In addition, the Native Hawaiian, Samoan, and Guamanian or Chamorro were the
first, second, and third-largest NHPI groups in the United States.

In 2010, the median age for this group was 16 years less than the median age of non-Hispanic whites (26.2
versus 42.1). Seventy-six percent of the population was under the age of 44, with nearly 35 percent under the
age of 18 (US Census Bureau, 2010c). In addition, approximately 43 percent of NHPI aged 15 years and
older were married, compared to 53 percent of the non-Hispanic white population. The majority of NHPI
households were families (74 percent), with 50 percent maintained by married couples. Almost 84 percent of
the NHPI were US citizens by birth or by naturalization, and 91 percent of them spoke only English at home
or spoke English very well (US Census Bureau, 2010c).

When it came to education, a high percentage of NHPI had graduated from high school (88 percent), and
20 percent had attained a bachelor’s degree or higher level of education (US Census Bureau, 2010c). In 2010,
almost 28 percent were employed in sales or office occupations, and 28 percent were employed in
management, professional, and related occupations. The median household income for NHPI of $52,364 was
similar to that for non-Hispanic whites. Still, 17 percent of Pacific Islanders were living under the poverty
level, compared to 9 percent of non-Hispanic whites (US Census Bureau, 2010c).

In 2010, almost 61 percent of NHPI had private insurance and 28 percent relied on public insurance
(Office of Minority Health, 2012). Data on the health status of this population showed that NHPI have
higher rates of smoking, alcohol consumption, and obesity than other racial and ethnic groups do. Some
leading causes of morbidity and mortality among this group are cancer, heart disease, unintentional injuries
(accidents), stroke, diabetes, hepatitis B, HIV/AIDS, and tuberculosis (Office of Minority Health, 2012).
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American Indians and Alaska Natives
In 2010, the US Census Bureau reported over 5 million people were American Indians or Alaska Natives
(AIAN), entirely or in combination, representing slightly more than 1.7 percent of the US population. This
group is made up of people who have their origins in any of the original peoples of North, Central, and South
America and who maintain tribal affiliation or community attachment. In 2010, AIAN other than those
living in Alaska were most likely to live in one of ten states: California, Oklahoma, Arizona, Texas, New
York, New Mexico, Washington, North Carolina, Florida, and Michigan (US Census Bureau, 2012a).
Moreover, the majority of the AIAN alone-or-in-combination population (78 percent) lived outside of AIAN
reservation with the largest AIAN population. Among American Indians, Cherokee, with 15 percent of the
population, was the largest tribal grouping, followed by Navajo (15 percent). Among Alaska Natives, the
Yupik and the Inupiat groups were the two largest tribal subgroups (US Census Bureau, 2012a).

In 2010, American Indians and Alaska Natives were younger than non-Hispanic whites, with a median age
of 30.2 years. American Indians and Alaska Natives aged 15 and older were less likely to be married than non-
Hispanic whites (36.8 and 53 percent, respectively). Approximately 65 percent of American Indian and
Alaska Native households were family households, with 39 percent maintained by married couples (US
Census Bureau, 2010c). Although only 6 percent of American Indian and Alaska Native grandparents lived in
the same household as their grandchildren, a large percentage of them (49 percent) were responsible for the
care of the grandchildren. Finally, approximately 79 percent of American Indians and Alaska Natives aged 5
and older spoke only English at home (US Census Bureau, 2010c).

Information on educational attainment showed that approximately 80 percent of American Indians and
Alaska Natives aged 25 and over had at least a high school diploma, and 17 percent had attained a bachelor’s
degree or higher level of education (US Census Bureau, 2010c). Those aged 16 and older were employed in a
variety of occupations, including 28 percent in management, professional, and related occupations; 24 percent
in sales and office occupations; and 23 percent in service occupations (US Census Bureau, 2010c). Still, the
median household income of $36,623 for these two groups was $17,000 less than the median household
income for non-Hispanic white households. Thirty percent of American Indians and Alaska Natives lived
below the poverty level, and 24 percent had no health insurance coverage (US Census Bureau, 2010c).

There are 565 federally recognized American Indian and Alaska Native tribes and more than 100 state-
recognized tribes (Office of Minority Health, 2012). Federally recognized tribes receive health and
educational assistance from the Indian Health Service, a governmental agency that operates a comprehensive
health service delivery system for 1.9 million American Indians and Alaska Natives who reside mainly in
reservations and rural communities. The Indian Health Service funds thirty-four urban Indian health
organizations, which operate at forty-one sites located in cities throughout the United States and provide
medical and dental services; community services; alcohol and drug abuse prevention, education, and treatment
services; mental health services; nutrition education; and counseling (Office of Minority Health, 2012).
Nonetheless, American Indians and Alaska Natives frequently face issues such as cultural barriers,
geographical isolation, inadequate sewage disposal, and low incomes that prevent them from receiving high-
quality medical care. In addition, they are disproportionately affected by heart disease, cancer, unintentional
injuries (accidents), diabetes, stroke, mental health issues, suicide, obesity, substance abuse, sudden infant
death syndrome, teenage pregnancy, liver disease, and hepatitis (Office of Minority Health, 2012).
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White
According to the Census Bureau, white “refers to a person having origins in any of the original peoples of
Europe, the Middle East, or North Africa” (US Census Bureau, 2011d, p. 2). This encompasses individuals
who self-identified as Caucasian, Irish, German, Polish, Arab, Lebanese, Algerian, and Moroccan among
others.

The white population is the largest racial group in the United States, with approximately 223.6 million
people, or 72 percent of the total population in 2010. However, that number includes members of the
Hispanic population who self-identified as white. When this is taken into consideration, the white, non-
Hispanic, population accounted for approximately 196.8 million, or 64 percent of the population, in 2010 (US
Census Bureau, 2011d). This population showed the lowest growth in the previous decade, which, coupled
with the great growth in other racial and ethnic groups, resulted in a decline in the proportion of the total
population. Sixty percent of the white population lived in the South and Midwest; the four states with the
largest white population were California, Texas, Florida, and New York.

The white population is older than the other racial and ethnic groups, with a median age of 39.2 years. In
2010, 66 percent of the white households were family households, with 51 percent in a married couple family
(US Census Bureau, 2010c). Moreover, approximately 88 percent of white population aged 25 and older had
graduated from high school, and 30 percent had attained a bachelor’s degree or higher level of education.

In 2010, the majority of the white population (63 percent) was employed in management, business,
sciences, arts, sales, and office occupations. As a result, the median household income of $52,347 was higher
than the median household income of African American, Hispanic, and American Indian/Alaskan Natives
(US Census Bureau, 2010c). Seventy percent of the white population had private health insurance, and the
overall poverty rate was less than 13 percent. Finally, the top five causes of death for the white population are
heart disease, cancer, chronic lower respiratory disease, stroke, and unintentional injuries (Heron, 2012).
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Ethnic and Racial Group Stereotypes and Health
Education
Health educators should not use the general characteristics we set out in the previous section to make
generalizations or create stereotypes of individuals from those groups. In addition, health educators must
determine if an individual fits the cultural characteristics of the group rather than use a stereotype (Fleming,
2006; Purnell, 2005). Stereotypes create myths that can influence how health educators view and think about
certain racial and ethnic groups based on their religion, gender, occupation, or nationality (Temple, 2001).
For example, a health educator could make the generalization that all Hispanic individuals practice the
Catholic faith; hence, there is no need to educate them about contraception because this would go against
their religious beliefs. This health educator would be stereotyping the individual based on one cultural
characteristic of this population and would fail to address the individual’s need.

Health educators can avoid stereotyping in these ways:
Learn the characteristics of the different racial and ethnic groups and acknowledge the diversity within
each group.
Become aware of how they ask questions of the individual when addressing his or her needs.
Educate others on how stereotypes affect the process of health education.
Create a safe environment in which individuals feel free to discuss any health issue or concern without
making judgments based on their racial and ethnic background.
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Healthy People 2020 and Health Education
Healthy People 2020 is based on the previous Healthy People initiatives, with “a renewed focus on
identifying, measuring, tracking, and reducing health disparities through determinants of health approach”
(US Department of Health and Human Services, 2011). More important, Healthy People 2020 expanded on
the previous goals by stating four new overarching goals (these are set out in box 1.1). As part of Healthy
People 2010, the document focused on two important concepts: health equity and the social determinants of
health. The US Department of Health and Human Services (2010) defined health equity as

the attainment of the highest level of health for all people. Achieving health equity requires valuing
everyone equally with focused and ongoing societal efforts to address avoidable inequalities, historical and
contemporary injustices, and the elimination of health and health care disparities. (para. 1)
While efforts to achieve health equity have focused primarily on disease or illness and on health care, the

absence of disease is not the same as good health. Thus, health educators need to understand the complexity
of the relationship of health, biology, behaviors, health services, socioeconomic status, physical environment,
discrimination, racism, literacy level, and legislative policies. These factors that influence individual or
population health are known as determinants of health. Social factors, policymaking, health services, individual
behaviors, and biology and genetics are determinants of health (US Department of Health and Human
Services, 2011). Thus, in order to decrease health disparities and promote health equity, health educators must
develop interventions that address multiple determinants of health. The authors of the following chapters
discuss the factors of and strategies to address health disparities among different ethnic and racial groups.
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Conclusion
Members of underrepresented groups face a number of barriers to obtaining optimal health. Health educators
must work in conjunction with health care professionals not only to improve the health status of these groups
but also to attempt to decrease the adverse health consequences for this population of the kinds of
socioeconomic factors discussed in this chapter and also of events like the Tuskegee syphilis experiment,
which willfully misled and denied available treatment to low-income African Americans in Tuskegee,
Alabama. Health educators must be cognizant of the differences existing between and among ethnic and racial
groups in the United States. The following chapters discuss many ways of reaching out to these diverse
populations.
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Points to Remember
Demographic shifts in the US population involving race, ethnicity, age, and sexual orientation make it
imperative for health educators to learn how to deliver high-quality and culturally appropriate health
education and prevention programs.
An accurate understanding of the needs of different ethnic and cultural groups will go a long way toward
achieving the goal of reaching diverse groups with prevention programs.
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Case Study
Almost all health promotion planning models require the collection of demographic data for the populations
to be served. Using US Census Bureau data, create a demographic profile for the county in which you reside.
Be sure to collect the following information:

1. Total population
2. Age distribution
3. Sex distribution
4. Ethnic and racial composition
5. Educational level
6. Socioeconomic characteristics

a. Family incomes
b. Occupational categories
c. Estimated level of unemployment
d. Poverty ratios

7. Health characteristics
a. Vital statistics (numbers and rates of births and deaths)
b. Incidence and prevalence of diseases (morbidity)
c. Leading causes of death (mortality)

8. Any other data you consider important for understanding the population in your county.

39



KEY TERMS
Demographic shift
Ethnicity
Race
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Note
1. The term Hispanic is used in this textbook as defined by the US Census Bureau. The term Latino is
sometimes used synonymously to define this population group.
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CHAPTER 2

DIVERSITY AND HEALTH EDUCATION

Alba Lucia Diaz-Cuellar

Suzanne F. Evans

LEARNING OBJECTIVES
After completing this chapter, you will be able to

Compare and contrast the concepts of diversity, race, ethnicity, and culture.
Delineate key racial and ethnic groups in the United States: African Americans/blacks, Asians/Pacific
Islanders, Native Americans and Alaska Natives, whites, and Hispanics/Latinos.
Identify cultural practices among various groups.
Identify the importance of the identification of the Ulysses syndrome in newly arrived members of
ethnic minority communities and its relevance to health education.
Define principles and practices of cultural competence.
Discuss cultural nuances and relevance to particular groups.
Recognize the significance of cultural competency and its importance to health care organizations and
public health education.

Significant demographic changes taking place in the United States are having a direct impact on health
education and public health. Data from the US Census Bureau (2010) show that minority populations grew
dramatically, from 20 percent to 58 percent, between 1980 and 2010. Traditionally the United States has been
known for its diversity based on an influx of individuals from all over the world. In our modern world,
however, there is much cultural dissonance. We have only to think of how complicated things become in a
nation of immigrants such as ours. We are all Americans, yet in many ways we are a diverse society; we do not
all speak the same language or eat the same foods. What we do have in common, besides our essential
humanity, is our acknowledgment of the existence of other cultures around us. In other words, we share our
diversity, and that has become a hallmark of our culture (Jervis, 2011).

diversity
A dynamic philosophy of inclusion based on respect for cultures, beliefs, values, and individual differences of all kinds.

cultures
Defined by the National Center for Cultural Competence (2002) as “an integrated pattern of human behavior that includes
thoughts, communications, languages, practices, beliefs, values, customs, courtesies, rituals, manners of interacting and roles,
relationships and expected behaviors of a racial, ethnic, religious, or social group; and the ability to transmit the above to
succeeding generations.”

This diversity extends into health education and public health. Indeed “other” cultures perhaps are not so
far removed from our daily lives as they were not so long ago. Health education teachers increasingly need to
find ways of talking about culture that take into account the multicultural classroom or community in which
they teach. This requires a different kind of sensitivity, different tools, and different approaches. The
shrinking globe means that we have to find ways of discussing differences that include the “different” in the
discussion (Jervis, 2011).

Ramsey (2004) points out how educators can sometimes use the different cultural elements found in their
own groups as starting points to discuss the basic concepts of culture: language, intergenerational
transmission, cultural artifacts, and others. She also draws attention to the discontinuities, both linguistic and
behavioral, that recent immigrants from other cultures have experienced. The unconscious reactions of peers
and professionals to unfamiliar behaviors of individuals can also be stressful. Health educators often
misinterpret the behaviors of immigrants (Jervis, 2011).

Diversity in American society has made it necessary to understand the health care and health promotion
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needs of various groups in an effort to provide optimal services and to understand health-seeking behaviors,
attitudes, cultural nuances, and perceptions about health. Health educators must understand cultural nuances,
cultural beliefs and values, and treatment-seeking behaviors in order to provide the best service to a diverse
population. Addressing these factors will lead to overcoming barriers to care among racial and ethnic
minorities and succeeding in offering high-quality services that can lead to the elimination of racial and ethnic
disparities.

Our future depends on our ability to embrace and value diversity and dismantle all forms of ethnic
oppression and discrimination. Taking positive stances on issues of diversity requires that we raise awareness
of how racism exists and works. Aware of the suffering that cultural exploitation, social injustice, and cultural
oppression cause, new generations of health educators need to be committed to practice respect and generosity
in their thinking, speaking, and acting.
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Defining Diversity, Race, Ethnicity, and Culture:
Implications for Health Education

Diversity
Diversity is a dynamic philosophy of inclusion based on respect for cultures, beliefs, values, and individual
differences of all kinds. It respects and affirms the value in differences in ethnicity and race, gender, age, sexual
orientation, socioeconomic status, linguistics, religion, politics, and special needs (Betancourt, Green, &
Carrillo, 2002). It is also viewed as a commitment to understanding and appreciating the variety of
characteristics that make individuals unique, promoting an atmosphere that embraces and celebrates
individual and collective achievement (University of Tennessee Libraries Diversity Committee, 2003).

ethnicity
Pertaining to or characteristic of a people, especially a group (ethnic group) sharing a common and distinctive culture, religion,
language, or the like.

race
The categorization of parts of a population based on physical appearance due to particular historical social and political forces.

A new vision for diversity is needed that also examines not only the typical racial/ethnic or gender
composition of a population, but also how different groups perceive and interact with the environment,
political and ideological beliefs, and equity in access to opportunities and care (Clayton-Pedersen, Parker,
Smith, Moreno, & Teraguchi, 2007). Paying attention to diversity is necessary in order to prepare all
members of our society to seek common goals of a democratic society (Betancourt et al., 2002).

Within the realm of diversity are the distinctions of majority and minority groups. Majority population refers
to the group with the larger percentage of the total population, with the remaining groups viewed as
minorities. A minority group tends to be a group living within a society that is disadvantaged in terms of
power, control of their own lives, and wealth. The dominant group within a social system has more power,
control, and wealth (Hammond & Cheney, 2009). There are a number of ways the dominant group can treat
its minority groups, including marginalization, the purposeful and at times subtle mistreatment of minority
group members that leaves them out of most of the opportunities of society, often resulting in deprivation and
exclusion (Hammond & Cheney, 2009).
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Race
Historically, race refers to “biological variation including phenotypical differences in stature, skin color, hair
color, facial shape and other inherited characteristics that may or may not be mutually exclusive in each
individual” (University of Wisconsin-Fox Valley, 2006). Racial features are genetic and inherited and include
elements such as skin color, hair color and texture, eye color, and susceptibility to specific diseases.

Society tends to assign people to racial categories not because of science or fact but because of opinion and
social experience. “Race is an unscientific, societally constructed taxonomy that is based on an ideology that
views some human population groups as inherently superior to others on the basis of external physical
characteristics or geographic origin” (Williams, Lavizzo-Mourey, & Warren, 1994, p. 26). In reality, then,
race is primarily, though not exclusively, a socially constructed category (Anderson & Taylor, 2009). It is not
the biological characteristics alone that define racial groups, but how groups have been treated historically and
socially. A race that powerful groups in society label as inferior is often singled out for differential and unfair
treatment (Bamshad & Olson, 2003; Jervis, 2011).

Although the concept of race is socially meaningful, it is of limited biological significance. “Racial or ethnic
variations in health status result primarily from variations among races in exposure or vulnerability to
behavioral, psychosocial, material, and environmental risk factors and resources” (Williams et al., 1994, p. 26).

Another emerging category of racial identification is biracial or multiracial. In the 2010 US Census,
approximately 9 million individuals, or 2.9 percent of the population, self-identified as multiracial. Multiracial
is defined as persons who identify as belonging to two or more races. Rockquemore and Brunsma (2008)
identify four major variations on biracial identity: the transcendent identity, which consciously denies having
any racial identity; the singular identity, which identifies as either black or white rather than biracial; the
border identity, which encompasses socially accepted racial categorizations of black and white; and the
protean, which involves multiple identities based on contexts. Biracial or multiracial identity is a personal
choice that has important consequences for social relationships between groups and in institutional
infrastructures like health care (Makalani, 2001).
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Ethnicity
Ethnicity is conceptually different from race and refers to people, their religion, languages, traditions, and
heritage (Hammond & Cheney, 2009). Ethnicity refers to “a group or individual’s concept of cultural identity
which includes a wide variety of learned behaviors that a human being uses in his or her natural and social
environment to survive, which may result in cultural demarcation between and within societies” (University of
Wisconsin-Fox Valley, 2006, p. 1). People generally begin with identifying their membership with an ethnic
group and then explaining their ethnicity as the relationship to a particular ethnic group. Wan and
Vanderwerf (2009) state, “It is more helpful, we believe, to begin with ethnicity itself, viewing it as a sense of
solidarity shared between people (usually related through real or fictive kinship) who see themselves as distinct
and different from others” (p. 1). In other words, ethnicity refers to people who share common cultural
characteristics and ethnic identity; they feel a sense of oneness and a shared fate. Ethnicity thus connotes
shared cultural traits and a shared group history. Some ethnic groups also share linguistic or religious traits,
and others share a common group history but not a common language or religion (Beyer, 2010).

An ethnic group consists of people who share a common orientation toward the world, whose members
identify with each other on the basis of a real or a presumed common genealogy or ancestry, and who are
perceived by others as having a distinctive culture (Hammond & Cheney, 2009). Ethnic groups distinguish
themselves differently from one time period to another. They have a consciousness of their common cultural
bond and typically seek to define themselves, but they also are defined by the stereotypes of dominant groups.
An ethnic group does not exist simply because of the common national or cultural origins of the group,
however. It develops because of their unique historical and social experiences, which become the basis for the
group’s ethnic identity. As a land of immigrants, the United States is home to many ethnic groups, perhaps
more than are in any other nation (see chapter 1 for a discussion on the different racial and ethnic groups).
Immigrants bring with them the special features of their cultures of origin and strive to maintain cultural ties
to their places of origin while at the same time becoming American. We speak of Italian American, Irish
American, and Jewish American cultures, for example. These ethnic groups form subcultures within the
(larger) American culture.

According to the Office of Minority Health and Health Disparities (2009) and the US Census (2010), the
non-Hispanic white population is still the largest major race and ethnic group in the United States, but it is
growing at the slowest rate (Humes, Jones, & Ramirez, 2011). The Hispanic and Asian populations have
grown considerably due to relatively higher levels of immigration. The US Office of Management and
Budget’s standards mandate that race and Hispanic origin (ethnicity) are separate and distinct concepts
(Humes, et al., 2011). Latino/Hispanics are defined as persons of Mexican, Puerto Rican, Cuban, Central or
South American, or other Spanish culture or origin regardless of race. As Ada and Beutel (1993) indicated,
neither of these terms corresponds to or defines “the ever changing complexities inherent in the reality” of this
heterogeneous population. “Hispanic” is an ethnicity rather than a race, and people who identify their origin
as Latino may be of any race. Hispanic can be further classified by nationality, an identity that can be defined
by a person’s place of legal birth or citizenship status. Native Americans and Alaska Natives (labeled as
American Indians by the Office of Management and Budget) are identified as indigenous to the United States
or having origins in any of the original peoples of North America. Asian Americans and Pacific Islanders are
persons having origins in any of the original peoples of the Far East, Southeast Asia, the Indian subcontinent,
or the Pacific Islands. Asian Americans and Pacific Islanders are grouped not by language but because they
arrived from Asia: Vietnam, Indonesia, India, Japan, Korea, China, Philippine Islands, and Samoa.
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Culture
Culture is a concept that has many meanings. From a behavioral perspective, it is essential for the existence of
a society and is an integral part of every society (Tylor, 1871). Through culture, people interact with others in
the society. Culture comprises values and beliefs (Kroeber & Kluckholn, 1952); it is learned, shared, and
transmitted from one generation to the next (Beyer, 2003; Chamberlain, 2005; Linton, 1945); and it helps
organize and interpret life (Gordon, 1964). It includes thoughts, styles of communicating, ways of interacting,
views on roles and relationships, values, practices, and customs (Robins, Fantone, Hermann, Alexander, &
Zweifler, 1998; Donini-Lenhoff & Hendrick, 2000). It also includes a number of additional influences and
factors, such as socioeconomic status, physical mental ability, sexual orientation, and occupation (Betancourt
et al., 2002). According to Cross, Bazron, Dennis, and Isaacs (1989), culture has an impact on our lives: it
determines on the most fundamental level the way in which we perceive our world, how we assign meaning to
what we see, and how we respond to it. People of one culture share a specific language, traditions, behavior,
perceptions, and beliefs. Culture gives them an identity, which makes them unique and different from people
of other cultures.

Culture is therefore an organic concept that is evolving constantly. A clear definition comes from the
National Center for Cultural Competence (2012), which defines culture as “an integrated pattern of human
behavior that includes thoughts, communications, languages, practices, beliefs, values, customs, courtesies,
rituals, manners of interacting and roles, relationships and expected behaviors of a racial, ethnic, religious or
social group; and the ability to transmit the above to succeeding generations.”

Banks and Banks (2001) have identified culture as having two distinct sections: macroculture and
microculture. Macroculture is our common values and beliefs from living in the same country; microculture is
the culture that specific group members share. The goal is to function successfully within both of these
cultures (Banks & Banks, 2001). Within this context, culture affects every aspect of our lives. However, most
people are so entrenched in their own culture that they do not recognize that other people live according to
the norms of their own culture too (Brislin, 2000).

Our understanding of our own culture and cultures other than our own has an impact on how we interact
with people not of our culture. Limited understanding, for example, can lead us to make mistaken
assumptions and judgments and place unclear expectations on others. Much of what causes conflict or
confusion occurs when people of different cultures interact with no awareness of the difference between their
cultures. Cultural misunderstandings and conflicts arise mostly out of culturally shaped perceptions and
interpretations of each other’s cultural norms, values, and beliefs. Ethnocentrism is a negative result of culture
and occurs when a person comes to believe that his or her culture is superior to all other cultures.

Although “culture is a shared set of belief systems, values, practices and assumptions which determine how
we interact with and interpret the world,” it is often not discussed. It can be said that “culture is like air: it
surrounds us, we breathe it, and it gives us life, but we are unaware of it until we are thrust into an
environment where it is different” (Roat, Gheisar, Putsch, and SenGupta, 1999, pp. 157–158). According to
Kaminsky (2002), culture is like an iceberg where nine-tenths of culture is out of conscious awareness. We can
therefore talk about two main layers of culture: the objective or visible layer, which includes aspects such as
language, food, clothing, and customs, and the hidden, or subjective, deep part of culture that is grounded in
values, cultural assumptions, nonverbal communication, thought patterns, and cognitive perceptions.

Usually people who settle in other nations adopt aspects of the dominant culture while at the same time
striving to preserve their own as well. Often the individual adoption of cultural norms and values is influenced
by one’s degree of acculturation or assimilation: “Acculturation is the acquisition of a new cultural identity
without ridding oneself of elements of the first culture, while assimilation occurs when the new culture is
incorporated and the first one is lost or given up” (Roat et al., 1999, p. 168).
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Cultural Practices and Their Impact on Health
Education Strategies and Outcomes
A person’s cultural background provides the foundation for his or her health beliefs and practices. While there
are some behaviors which can be found in all cultures, their interpretations and applications vary from one
culture to the next. A person’s cultural practices are also influenced by his or her acculturation level. This
section explores the implication of cultural practices as they pertain to the development and implementation
of health education strategies.
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Cultural Universals
Certain elements of culture are universal: certain behavioral traits and patterns are shared by all cultures
around the world. For instance, all cultures classify relations based on blood relations and marriage,
differentiate between good and bad, have some form of art, use jewelry, classify people according to gender
and age, and so on (Kartha, 2011).
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Dominant Culture
Just as cultures share many universal elements, they also differ on many dimensions, and these differences in
basic values can result in cross-cultural miscommunication and strife. The culture of the dominant culture or
group in power often dictates the accepted values. According to Samovar, Porter, and McDaniel (2013),
dominant cultures use a variety of methods to consolidate their power, including fear, money, and force.
White men, they argue, create the dominant culture in the United States. Although white men no longer
represent a majority of US society, they are in enough powerful positions to continue to establish the
mainstream culture.

Lynch and Hanson (1998) suggest that some of the values contained within the dominant culture of the
United States include the importance of individualism and privacy; informality in interaction with others; an
emphasis on the future, time, and punctuality; a high regard for achievement, work, and material acquisition;
and competition. These values often conflict with other cultural groups that may instead value tradition,
cooperation, tranquility, enjoyment of life, family obligation, and a present worldview.

Values Framework
Brown and Laundrum-Brown (1995) listed a number of areas of difference among cultures:

Psychobehavioral modality (being or becoming)
Axiology (interpersonal values such as competition or cooperation, direct or indirect communication,
emotional constraint or expression, seeking help, or saving face)
Ethos (beliefs in independence or interdependence, allegiance to self or family, harmony and respect or
control and dominance)
Epistemology or ways of learning (cognitive processes or affective domain)
Logic or reasoning processes (circular or linear)
Ontology, or the nature of reality (spiritual or objective)
Concept of time (cyclical or event or clock based)
Concepts of self (individual or collective self)

In 1987, Ho extended this thinking by examining the paradigms of people of color (Asian Americans,
Native Americans, African Americans, and Latinos) in contrast to those of white European Americans in the
areas of work/activity, concept of self, time orientation, nature and environment, and human nature. He found
that people of color tend to live in harmony with nature, whereas European Americans see humans as superior
and preferring mastery over nature. In work and activity, European Americans, Asian Americans, and African
American were more doing oriented, while Native Americans and Latinos were characterized as “being to
becoming” (Diller & Moule, 2005). European Americans are oriented to the future, while Latinos and Asians
have a past-present orientation, and Native Americans and African Americans have a present orientation. In
personal relationships, European Americans have an individualistic focus compared to the collectivist focus of
the other groups (Ho, 1987; Banks & Banks, 2001). Finally, in the area of human nature, Ho found that
European Americans and African Americans view people as both good and bad, while the other three groups
view humans as inherently good.

Another way to explore cultural differences is to examine the concepts representative of all cultures, which
include silence versus talk and space and proximity (Mehrabian, 1972; Kimmel, 1978). Silence, for example, is
interpreted differently depending on the culture. Silence in many Asian cultures may be interpreted as a
dignified expression (Sue & Sue, 1990), “a desire to continue speaking after making a particular point” (Sue &
Sue, 1977, p. 427), or a sign of respect to elders (Sue & Sue, 1977). In Latin American indigenous
communities, silence is an expression of the beauty of being able to “have a dialogue with one’s heart,” to
examine what is being said, and to reflect before responding. Most members of the European American
culture feel uncomfortable with silence, and even children are encouraged to enter freely into adult
conversations, to ask many questions, and to be assertive—behaviors that members of traditional cultures see
as abrupt and disrespectful (Jensen, 1985). As health educators, it is important to understand the different
interpretations and to be aware that silence or indirectness does not mean that persons of other cultures do not
understand what is being said, but may be more accurately seen as signs of respect. Many cultural norms
support indirectness as respectful behavior.

Levels of personal and interpersonal space are determined by cultural backgrounds (Susman & Rosenfeld,
1982). Hall (1976) identified four interpersonal distances zone characteristics of US culture: intimate,
personal, social, and public. In the European American culture, individuals tend to be more comfortable when
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others stand far than when they stand too close (Goldman, 1993). Furthermore, in many cultures all over the
world, personal space can be seen in terms of dominance and social status. The issues of proximity and space
may lead to misunderstandings and confusion when people from different cultures interact. For example,
members of some ethnic groups or cultures, where close proximity is the norm, may interpret the distance put
by a European American health educator as a sign of coldness, rejection, or arrogance (Sue & Sue, 1977). It is
important for health educators to understand these different interpretations and to be aware that silence or
indirectness does not mean that persons of other cultures do not understand what is being said; rather, their
silence may be more accurately seen as a sign of respect. Many cultural norms support indirectness as
respectful behavior.

Levels of personal and interpersonal space are determined by cultural backgrounds (Susman & Rosenfeld,
1982). Hall (1966) identified four interpersonal distance zone characteristics of US culture: intimate, personal,
social, and public. In the European American culture, individuals tend to be more comfortable when others
stand far from them than when they stand too close (Goldman, 1993). Furthermore, in many cultures all over
the world, personal space can be seen in terms of dominance and social status. The issues of proximity and
space may lead to misunderstandings and confusion when people from different cultures interact. For
example, members of some ethnic groups or cultures, where close proximity is the norm, may interpret the
distance a European American health educator stands from them as a sign of coldness, rejection, or arrogance
(Labarca, 2012).

Culture and Health
Health is defined by cultures as a group’s view of the physical, mental, emotional, and social components
required for a person to be considered healthy (Cushner, 2002; Giger & Davidhizar, 1991). It is therefore
culturally defined, and certain health behaviors exist among cultures that should be explored (Rose, 2011).
Various groups often share specific views of health and illnesses (Giger & Davidhizar, 1991). Accordingly,
different cultural groups tend to have different health treatment options.

For example, although European Americans cannot be viewed as one culture and people, but a loosely
associated series of subcultures, generalized beliefs nevertheless can be attributed to them (Smedley, Stith, &
Nelson, 2002). European Americans tend to value individualism and independence; they are future oriented;
they value practicality, efficiency, and promptness; they respect the intrinsic value of work; and they support
competition (Stratishealth, 2012). Most European Americans also favor traditional Western medicine. They
tend to practice preventive medicine, yet also suffer from a rise in rates of chronic diseases and diseases related
to obesity. A small trend by European Americans to integrate a more holistic mind-body-spirit approach of
care has begun.

For Asians/Pacific Islanders, the extended family has significant influence, particularly the oldest male in
the family, who is often the decision maker and spokesperson. Maintaining harmony is an important value for
Asian families and results in an avoidance of conflicts and direct confrontations. Because of these traits,
Asians/Pacific Islanders tend not to disagree with the recommendations of health care professionals but
nevertheless may not follow treatment recommendations (McLaughlin & Braun, 1998).

Hispanics as an ethnic group vary greatly in terms of race, religion, and national origins, which results in
distinct cultural beliefs and customs. Nevertheless, some common characteristics include the respect of older
family members, who are often consulted on important matters involving health and illness. There is a
tendency to believe that illness is God’s will or the result of divine intervention for previous or current sinful
behaviors. Due to ties to indigenous cultures, some Hispanic patients may prefer the use of home remedies or
folk healers (McLaughlin & Braun, 1998).

Similar to Hispanics, many African Americans place a great deal of importance on the family and church.
The wide use of extended kinship bonds, which includes grandparents, aunts, uncles, and cousins, often
determines the relationship with health care providers. In many cases, a key family member is consulted on
important health-related decisions, and the church is an important support system (McLaughlin & Braun,
1998).

Like other ethnic groups, Native Americans place great value on family and spiritual beliefs. Generally
Native American groups believe in being oriented in the present and valuing cooperation. However, the most
relevant belief in terms of health care is their belief that a state of health exists when a person lives in total
harmony with nature. As a result, illness is viewed as an imbalance between the ill person and natural or
supernatural forces. Many contemporary Native Americans still use a medicine man or woman, known as a
shaman (McLaughlin & Braun, 1998).

These examples of beliefs highlight the need to understand the effects of culture on health and health care.
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A framework for examining generally accepted values and health beliefs of specific groups is provided in table
2.1. We caution readers to view these profiles of groups as guidelines to avoid adding further to stereotypes.
According to Diller and Moule (2005), “While in certain situations learning about a particular local
community or cultural group can be helpful, a closer examination of the definition of culture highlights that
these efforts—when broadly applied—are reductionist and can lead to stereotyping and oversimplification of
culture” (p. 181).

Table 2.1 A Framework for Understanding Culture

Describing this general cultural framework of commonly held values within which some cultural groups
operate provides a starting place for cultural competence. Within each group are subgroups and variations in
cultural norms. A key aspect of cultural competency is understanding the nuances or subtle differences
between cultures (Rose, 2011). It is therefore best to always work with people from an individual perspective
(Masson, 2005).

cultural competence
The capacity to work effectively across racial, ethnic, and linguistically diverse groups.
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Cultural Groups
Culture is a very important aspect and significant part of our lives, personally and professionally, and a crucial
factor for ensuring effective and efficient services to our communities. Health educators who are inexperienced
and new to the field may assume that certain behaviors are universal and have the same meaning. This may
create major problems for culturally different communities. Therefore, to become culturally competent means
learning about and understanding the particular needs of various ethnic groups.

The 2010 US Census listed fifteen racial categories, with the option of self-identifying as a multiracial
category: white, black or African American, Native American or Native Alaskan, Asian Indian, Korean,
Chinese, Japanese, Vietnamese, Filipino, Native Hawaiian, Samoan, Guamanian, other Pacific Islander, other
Asian, and other races. One important US ethnic classification is Hispanic, a category that the US Census
Bureau developed to describe people of “Latin” origin and their descendants (US Census Bureau, Population
Division, 2003). The US Census Bureau indicates that “‘Hispanic or Latino’ refers to a person of Cuban,
Mexican, Puerto Rican, South or Central American, or other Spanish culture or origin regardless of race”
(Humes, Jones, & Ramirez, 2011, p. 3). As a categorical classification, Hispanic is at best an ambiguous one
because there are nineteen countries between Mexico and South America (including a few Spanish-speaking
island nations) and one country in Europe (Spain) that could be a nation of origin for Hispanic persons and
their ancestors (Hammond & Cheney, 2009). Therefore, assuming that all US Hispanics are homogeneous is
a mistake. According to the federal statistical system, race and Hispanic origin are two separate concepts.
People who are Hispanic may be of any race, and people in each racial group may be either Hispanic or not
Hispanic (US Census Bureau, 2003). Similarly, there is only one Middle Eastern ethnic group listed in the
census data: Arabs. According to the census guidelines, Arabs are supposed to check white as their race or can
write in “Arab” or their chosen ethnicity, although they are still counted officially as white. The Office of
Management and Budget has established definitions for racial and ethnic groups. (See chapter 1 for a
discussion on the definitions for ethnic groups in the United States.)
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Immigrants and Migrants
When examining cultural groups, it is important to determine whether an individual is a migrant, first-
generation immigrant, or refugee; the length of time he or she has lived in the country; and the reason
precipitating the immigration. Determining the reason for migration may determine the immigrant’s
emotional state, resiliency levels. and ability to navigate the stressful changes, his or her acceptance into the
new country, and whether she or he is allowed to stay. According to the International Organization for
Migration (2004), an immigrant is a nonnational who moves into a country for the purpose of settlement.
Migrants move to a country other than that of their usual residence for a period of at least one year, so that
the country of destination becomes their new country of usual residence. Migrant populations are highly
diverse; they originate from different regions of the world; represent many cultures and languages; and have
differing migration patterns, legal status, and reasons for migrating. Their education levels and occupations
range from manual laborers who may be illiterate to highly skilled professionals. Not surprisingly, this
diversity translates into different health profiles for subpopulations of migrants (UN Statistics Division, 2013).

A population that merits discussion are undocumented immigrants. Kosoko-Lasaki, Cook, and O’Brien
(2009) noted that 350,000 undocumented immigrants entered the United States in 2004: 81 percent were
from Latin America, 9 percent from China, 6 percent from Europe and Canada, and 4 percent from Africa
and other countries. Of this group, children under 18 years of age accounted for 17 percent of the
undocumented populations in 2004.
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Stages of Adjustment to the New Country
Unique among all groups are those categorized as newcomers. To some extent, all newcomers proceed
through specific stages of adjustment as they strive to integrate into a new culture (Atkinson, Morten, & Sue,
1989; Cushner, 2002; Trifonovitch, 1977):

Honeymoon/euphoria stage. Newcomers enter this phase at the time when the new intercultural experience
appears to be exactly what they had hoped for.
Conformity stage. As the newcomers encounter cultural differences and begin to adjust to the
physiological and psychological changes that occur in them, they attempt to fit into the dominant group.
They begin to experience increased tension and frustration.
Dissonance stage. As the tensions and frustrations escalate due to the cultural differences and inability to
be of the dominant group, individuals move into the stage of dissonance. This is a critical stage as
ethnocentric reactions emerge and subjective cultural factors collide (Trifonovitch, 1977).
Resistance and immersion stage. This reactive stage is characterized by either hostility or withdrawal from
relationships and interactions. In the hostility reaction, individuals respond with anger toward the
oppression and racism they had experienced from the dominant culture. Or they react with withdrawal
from interactions with the dominant group and an emerging identification with their own group.
Introspection stage. The migrants now begin to develop a deeper sense of self and support for the minority
group. They develop a concern and empathy toward their own self and others of the same minority
group (Atkinson et al., 1989).
Integrative awareness stage. The newcomers have developed a selective appreciation of and trust toward
some of the members of the dominant group. This stage is considered a relief phase, accompanied by
humor and joy as individuals begin to understand subjective cultural aspects. In this stage, also known as
the stage of home or adaptation, they are able to interpret and interact from their own cultural
perspective and that of the dominant group of the new country (Atkinson et al., 1989; Cushner, 2002)

People travel through these stages in multiple ways and at varying time frames. Most require sufficient time
to move through the stages and understand the subjective cultural changes in enough depth to live effectively.

It is essential that health educators understand this process of expecting that families and individuals will
experience numerous changes and reactions that may impede their learning and full functioning.
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The Special Challenges of Undocumented Immigrants
Health educators working with undocumented immigrants face challenges that are different from those they
experience when working with documented migrants. First, the levels of stress that undocumented migrants
face are higher. They live with the constant fear of deportation and being separated from their family. In
addition, their status makes them vulnerable to exploitation.

A study of 416 documented and undocumented Mexican and Central American immigrants living in two
major cities in Texas examined the differences between documented and undocumented Latino immigrants in
three immigration-related challenges: separation from family, traditionality, and language difficulties. Results
indicated that although undocumented immigrants reported higher levels of the immigration challenges of
separation from family, traditionality, and language difficulties than documented immigrants did, both groups
reported similar levels of fear of deportation (Arbona et al., 2010). Often the awareness of their vulnerability
leads them to keep a low profile with authorities, which includes health care workers. Undocumented
migrants often do not report any injustices (e.g., from legal authorities, landlords, and employers) or seek
medical care because of their fear of being reported. Only when there is trust between an educator and
migrant might he or she express that fear and disclose details about his or her predicaments.

To develop that trust, health educators must understand the stages of an immigrant’s journey to adaptation
in a new country and acknowledge the multiple and chronic stressors associated with the immigrant
experience. They must attain “an ethno-relative perspective, an expectation that one will have significant
adjustments to make when living and working with others as well as an ability to understand components of
one’s own and others’ subjective culture” (Cushner, 2002, p. 88).

The Ulysses Syndrome
Migration is a complex undertaking that has profound human impacts. Since the second half of the twentieth
century, the migration rate has soared and become largely characterized by the movement of lower-income
individuals seeking prosperity or safety to wealthier countries (Achotegui, 2009). For millions of individuals,
emigration presents stress levels that are so intense that they exceed the human capacity of adaptation.
Immigrants become highly vulnerable to a syndrome characterized by chronic and multiple stress that has
become known as the Ulysses syndrome. Ulysses refers to the Greek hero in Homer’s The Odyssey who spent ten
years living in a distant land facing countless adversities and another ten seeking to return to his home. The
significance of Ulysses’ story is such that the term odyssey is defined in multiple languages and multiple
cultures around the world as a complex and treacherous journey marked by many changes.

Ulysses syndrome
A series of symptoms that affects migrants confronted with multiple and chronic levels of stress.

This syndrome is an emerging health concept in the context of globalization in which the living conditions
of a large majority of immigrants have deteriorated dramatically. The Ulysses syndrome focuses on often
misunderstood psychosocial challenges, including varied forms of recurring and protracted stress that
immigrants experience in leaving their home country and adapting to a different environment. The key
contribution of this concept is its elucidation of the direct correlation between the extreme levels of stress and
the onset of psychological and psychosomatic symptoms.

Newly arrived migrants face a number of stressors:
Social isolation, loneliness, and forced separation, especially when an immigrant leaves behind his or her
spouse or young children
A sense of despair and failure of the migratory goals and absence of opportunity
Survival factor, that is, finding food and shelter
The afflictions caused by the physical dangers of the journey undertaken and the typical coercive acts
associated with journeys by groups that extort and threaten the migrants
Discriminatory attitudes in the receiving country, including, in the case of undocumented immigrants, a
constant fear of detention and deportation (Achotegui, 2009)

This combination of loneliness, the failure to achieve one’s objectives, and experiences of extreme hardships
and fear forms the psychological and psychosocial basis of the Ulysses syndrome.

As new immigrants deal with these factors, they move through seven levels of grief (Achotegui, 1999):
1. Grief for the family and loved ones
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2. Grief due to encountering a different language and the subsequent inability to communicate needs,
feelings, and ideas
3. Grief for culture, especially customs, sense of time, religion, and values
4. Grief for homeland, landscape, the light, the temperature, colors, and smells
5. Grief for social status
6. Grief in relationship to the peer group along with prejudices, xenophobia, or racism
7. Grief due to risk regarding physical integrity such as dangers in the migratory journey, dangerous jobs,
or changes in diet

These seven levels of grief can be lived in a simple, complicated, or extreme way as the response to the
migrant’s efforts to adapt to the new environment (Achotegui, 2012).

Since the mid-1990s, an element of oppression and marginalization has especially hit immigrants from
Latin America as the result of an increasing anti-immigrant sentiment across the United States. The
expansion of border and interior enforcement operations by the US government and the movement of
regulatory power over immigration to local governments have had dramatic economic, social, and
psychological effects on immigrants, their families, and the communities where they live and work. These
measures have hit anyone who may be identified as an immigrant from Latin America. Trust between the
police and the community is eroding, and accusations of racial profiling and civil rights violations seem to be
on the increase. Fearing apprehension and deportation, undocumented and legal immigrants sometimes are
afraid to leave home, drive their cars, or go out in public (Hagan, Castrom, & Rodriguez, 2010).
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Health Problems That Migrants Experience
As they undergo these various levels of grief, the lives and livelihoods of these first-generation migrants often
experience health problems that arise as a result of the migratory and adaptation processes. The health effects
are multiplied because the stressors are intense, multiple, and chronic; appear out of their control; occur with
little social support; and result in symptoms such as sadness, recurrent nervousness, irritability, migraines,
weariness, insomnia, fatigue, and gastric and osteophysical complaints. The stressful experiences during
migration and the experience of becoming a racial/ethnic minority, subject to discrimination and racial
conflict with other groups, damages the mental health of migrants and appears to have long-lasting effects on
their mental health (Ornelas & Perreira, 2013). The health system often does not provide adequately for these
patients because their problem is dismissed as being trivial or their condition is not adequately diagnosed.

In the United States, biomedical approaches view these symptoms not as a reactive response to the
predicaments met by the newcomers but as signs of depression. First-generation immigrants are treated as
being depressive or psychotic with a series of treatments that may turn into additional stressors. It is of
paramount importance to understand that the symptoms these immigrants suffer pertain to the mental health
sector of health care, which is broader than the psychopathology. Table 2.2 highlights how understanding the
Ulysses syndrome forms a gateway between mental health and mental disorder.

Table 2.2 Understanding the Ulysses Syndrome
Source: Schoeller-Diaz (2012).

Mental Health Ulysses Syndrome Mental Disorder

Mental health is a state of well-being in
which an individual realizes his or her own
abilities, can cope with the normal stresses
of life, can work productively, and is able to
make a contribution to his or her
community. In this positive sense, mental
health is the foundation for individual well-
being and the effective functioning of a
community.

A series of symptoms that affects migrants
confronted with multiple and chronic levels of
stress. Note that if they are offered a job or an
opportunity to move out of these levels of stress,
they respond positively and take the opportunity.
Therefore, they are not “depressed.” The objective
of intervention would be to avoid the worsening
conditions, so that they do not suffer a standard
mental disorder.

A mental disorder or mental illness is a
psychological or behavioral pattern
generally associated with subjective distress,
anxiety, depression, or disability that occurs
in an individual and is not part of normal
development or culture. Such a disorder
may consist of a combination of affective,
behavioral, cognitive, and perceptual
components.
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Developing Standard Diagnostic Criteria
Standard diagnostic criteria applied to members of different cultural groups pose various levels of
discriminatory practices. While in ethnomedicine the existence of the spiritual world is widely considered,
standard diagnoses fail to capture the knowledge, attitudes, practices, values, and beliefs of those from other
cultural groups. The diagnosis of depression fits into a particular Western medical and cultural model, which
reduces the psychosocial problem to that of an individual who in the diagnosis is abstracted from a
socioeconomic content and then held solely responsible for his or her mental well-being (Foucault, 2005).

Health educators who are working with migrant and refugee populations in the United States need to
advocate for a sociocultural approach using culturally sensitive health educators alongside indigenous
linguistically and culturally competent community health educators, or promotoras, to help newly arrived
migrants who are experiencing the Ulysses syndrome. It is imperative that the health issues related to high
levels of stress associated with immigration be addressed. The World Health Organization (2011) highlights
this need: “In a world defined by profound disparities, migration is a fact of life and governments face the
challenge of integrating the health needs of migrants into national plans, policies and strategies, taking into
account the human rights of these individuals, including their right to health.”

The concept of the Ulysses syndrome poses a powerful challenge to dominant approaches. It is a nonclinical
and more comprehensive assessment of the plight of newly arrived immigrants who suffer from chronic and
multiple stress syndrome. This calls for prevention at both the individual and community levels. With the
culturally and linguistically appropriate approaches that community health workers (CHWs), promotoras, and
culturally competent health educators use, immigrants are made aware of the importance of keeping strong
ties with their language and culture, which are the most empowering factors in their overall well-being (Diaz-
Cuellar, 2007). The CHWs and promotoras, many of whom have been immigrants themselves, play a vital role
in supporting those going through the migratory process and help them achieve their goals without
compromising their health (Ramos, Hernández, Ferreira-Pinto, Ortiz, & Somerville, 2006; Waitzkin et al.,
2006). Based on their own experiences, CHWs can fortify the personal resilience of newly arrived migrants by
employing techniques from their common culture to alleviate grief and generate a sense of empowerment
(Schoeller-Diaz, 2012).

This social support becomes increasingly important in maintaining the mental and physical health of
immigrants and their communities. Migrants who lack health support are exposed to a higher risk of
developing severe mental disorders (Achotegui, 2012).

Although second-generation immigrants in the United States are more likely to achieve higher earnings
than first-generation immigrants and are less likely to live in poverty (US Census Bureau, 2010), better health
does not always follow. For example, depression in Latinos is highly correlated with the numbers of years they
have spent in the United States. Latinos have strong family bonds that help them move forward in life in spite
of their economic difficulties, fewer years of education, and lower socioeconomic status. However, as Latino
immigrants acculturate, they have increasing difficulty in maintaining those family connections, the children
begin to lose their cultural connection in favor of developing an American lifestyle, stress levels rise, and the
incidence of illness increases (Chang, Garcia, Huang, & Maheda, 2010).

Building social cohesion in communities is essential to maintaining better health. Social support has a
protective effect in preventing or decreasing the risk of development of illness, especially in second-generation
immigrants confronted with acculturation and the impact of oppression and marginalization (California
Newsreel and Vital Pictures, 2008; Marmot & Wilkinson, 2006).
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Cultural Competence Principles and Practices in
Diverse Settings
This section explores some principles related to service delivery to culturally diverse populations.
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Cultural Competence
Cultural competence is based on the core principles of culture: that culture is a predominant force in people’s
lives, people are served in varying degrees by the dominant culture, they have personal identities and group
identities, diversity within cultures is vast and significant, and each group has unique cultural needs that
cannot be met within the boundaries of the dominant culture. Cultural competence manifests in individuals,
communities, schools, and organizations and occurs developmentally in all settings. The role of health
educators is to help individuals and entities move forward to higher levels of cultural competency. Health
educators in fact have a responsibility to become culturally competent themselves (Luquis & Pérez, 2003).

Cultural competence is a set of congruent behaviors, attitudes, and policies that come together in a system
or among professionals, enabling effective work to be done in cross-cultural situations (Roat et al., 1999). To
be culturally competent, health educators need to be aware of their own cultural identity, cultural values, and
cultural assumptions and determine how their identity and value orientation might affect their professional
practice and relationship with other health educators from different ethnic groups. “Competence implies
having the capacity to function effectively as an individual within an organization and society within the
context of the cultural beliefs, behaviors, and needs presented by their communities” (Roat et al., 1999, p.
161).

Cultural competence is having the capacity to function effectively within the context of clients’ cultural
beliefs, behaviors, and needs of and establishing relationships with individuals and family before, during, and
after care. Communication is essential, but it can be inhibited by language barriers, literacy levels, and cultural
beliefs and alternative health beliefs or practices. Since cultural competence is a developmental process, it
requires an understanding of several key social determinants: socioeconomic status and its impact on health
disparities from a racial and ethnic vantage point; understanding treatment-seeking behaviors based on
diversity and cultural nuances specific to cultural and ethnic groups; and taking into account that a lack of
linguistic competence can be a barrier to providing optimal health care (Chamberlain, 2005).

Cultural and linguistic competence is a necessary response to the increasing ethically, culturally, and
linguistically diverse populations and changing immigrant patterns in the United States. It is as well a tool to
eliminate long-standing disparities in the health status of people of diverse backgrounds while helping to
improve the quality of care and health outcomes. “Quite simply, health care services that are respectful of and
responsive to the health beliefs, practices and cultural and linguistic needs of diverse patients can help bring
about positive health outcomes” (US Department of Health and Human Services, 2012, p. 23).
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Cultural Competence in Diverse Settings
Health educators are expected to work in diverse settings, including the community at large, schools,
churches, clinics, and businesses, and with families and individuals, and must possess cultural competence to
navigate the needs within those settings. They must examine how they address issues of diversity—a
multiplicity of ethnicities, worldviews, lifestyles, and learning styles—and develop strategies that will increase
their effectiveness. To reduce racial and ethnic disparities, health educators must help promote awareness
about disparities among the general public, health care providers, insurance companies, and policymakers

Health educators work in communities. In this setting, they use programs and resources that address the
cultural values, beliefs, and practices of various groups. Within the community setting, health educators must
develop a pedagogy that bridges past experiences with the present and the future (Marbley, Bonner,
McKissack, Henfield, & Watts, 2007). For example, they should be aware of potential mistrust by older
African American males for testing and treatment based on memories of the invasive procedures done as part
of the Tuskegee syphilis study.

A key strategy is to work with experts in the community CHWs, for example, acting as cultural bridges
between communities and institutions. They are trained to deal with the health problems of community
members and work in close collaboration with health services. According to the World Health Organization
and Global Health Workforce Alliance (2006), CHWs serve as connectors between health care consumers
and providers to promote health among groups that traditionally lack access to adequate care. By identifying
community problems, developing innovative solutions, and translating them into practice,
“CHWs/Promotoras can respond creatively to local needs and achieve dramatic improvements by reaching the
‘hard to reach’ community members and linking them to resources and advocating on their behalf” (Diaz-
Cuellar, 2007, p. 197).

Two major settings within the community are schools and religious institutions. Within school settings,
health educators must work collaboratively with teachers and within the policies and procedures of the school
(McAllister & Irvine, 2000). Working within religious institutions also requires that health educators learn
about various religious and spiritual beliefs and practices about health and healing. It may also require them to
suspend their personal beliefs to work effectively with religious groups.

Health educators also may work directly with individuals and families and are often confronted with the
dilemma of working with individuals and families who hold views in opposition to their own (Vaughn, 2008).
Being culturally competent in this setting means listening to families and incorporating their views and beliefs
into a collaborative solution to their health and lifestyle issues.

Finally, health educators are working more in businesses, hospitals, and college or university settings. Each
poses challenges, including addressing the needs of multiple age groups, cultures, and education levels within
multiple ethnic and cultural groups in one environment. Health educators must be able to relate to these
diverse populations with acknowledgment, appreciation, and respect. They must also take into account
differences in communication, life view, experience, and biases as they plan and then implement services and
programs. In these settings, they must also balance the needs of the organization and administration with best
practices in health education and promotion.
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Cultural Competence: Working across Cultures

Cross-Cultural and Intercultural Competence
Intercultural competence and cross-cultural competence are interchangeable terms and can be defined as a complex
set of cognitive, affective, and behavioral skills and characteristics that supports effective and appropriate
interaction in a variety of cultural contexts, especially with those who are linguistically and culturally different
from oneself (Bennett, 2011; Fantini, 2006). It is the ability to step beyond one’s own culture and function
with other individuals from linguistically and culturally diverse backgrounds.

Intercultural competence has been widely researched and explored. Ruben (1976) identified seven
dimensions of intercultural competence: display of respect for other individuals, the ability to respond in a
nonjudgmental way, multiple orientations to knowledge, empathy, flexible and harmonizing behavior,
management of interactions based on needs of others, and tolerance for ambiguity. The Developmental
Model of Intercultural Sensitivity (DMIS) (Bennett, 1993; Paige, Jacobs-Cassuto, Yershova, & DeJaeghere,
2003) is used to explain how individuals respond to cultural differences and how their responses evolve. This
model consists of six stages grouped into three ethnocentric stages (the individual’s culture is the central
worldview) and three ethnorelative stages (the individual’s culture is one of many equally valid worldviews).
The ethnocentric stages are denial of differences, defense with negative stereotyping and superiority of one’s
own culture, and minimization of differences. The ethnorelative stages of development lead to an acceptance
of the cultural context of actions and have three phases: acceptance and respect of cultural differences,
adaptation of a frame of reference to other cultural viewpoints, and integration of other worldviews into one’s
own. These six stages constitute a continuum from least culturally competent to most culturally competent,
and they illustrate a dynamic way of modeling the development of intercultural competence (Intercultural
Competence Assessment Project, 2007; Sinicrope, Norris, & Watanabe, 2007).

Hammer, Bennett, and Wiseman (2003) highlight a major distinction between intercultural sensitivity and
intercultural competence: intercultural sensitivity is “the ability to discriminate and experience relevant cultural
differences,” whereas intercultural competence is “the ability to think and act in intercultural appropriate
ways” (p. 422). Therefore, a key aspect of intercultural competence is “the ability to function in a manner that
is perceived to be relatively consistent with the needs, capacities, goals, and expectations of the individuals in
one’s environment while satisfying one’s own needs, capacities, goals, and expectations” (Ruben, 1976, p.
336). The acquisition of such competencies is important for personal enrichment, the ability to communicate
well, and for providing health educators the capabilities necessary for promoting successful collaboration
across cultures.

Cultural understanding comes through “dialogue,” (Freire, 1987). Dialogue, according to Freire, should be
based on mutual respect and the sharing of power among participants. One needs one’s own cultural lenses to
be able to have that “dialogue.” In this dialogue, the worlds of the parties meet and partly overlap, forming the
space where meaning is created and knowledge is generated (Ringe, 2008). To have a fruitful dialogue takes
courage because it means making oneself vulnerable and putting one’s own framework to question. The
implications for health education practice are obvious. A culturally competent health educator has a constantly
inquisitive and self-critical mind, is able to generate a wide repertoire of responses (verbal and nonverbal)
consistent with the lifestyles and values of culturally different communities, and can build bridges between
cultures by going beyond the obvious, visible, and surface of his or her own worldview.
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Linguistic Competence
Linguistic competence refers to understanding the fact that many people in the United States do not speak
English or have limited English proficiency and seek health care in environments where their predominant
language is not spoken (Rose, 2011). The National Center for Cultural Competence (Goode & Jones, 2004)
defined linguistic competence as “the capacity of an organization and its personnel to communicate effectively,
and convey information in a manner that is easily understood by diverse audiences including persons of
limited English proficiency, those who have low skills or are not literate, and individuals with disabilities.”

There is a need for linguistic competence in health care and public health to ensure effective
communication and optimal care take place.
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Cultural Competence Continuum
Cultural and linguistic competence can be taught and learned and requires a commitment to individual
personal growth. Challenging one’s social conditioning and cultural incompetence is the essence of cultural
competence as a dynamic developmental process (Goode & Jones, 2004). The core principles already noted
are embedded at the six levels of the cultural competence continuum: cultural destructiveness, cultural
incapacity, cultural blindness, cultural precompetence, cultural competence, and cultural proficiency. The
cultural competence continuum, which is not intended to be viewed in a linear fashion, enables health care
educators and public health entities to determine their level of cultural competence and what steps should be
considered to achieve cultural proficiency.

Cultural Destructiveness
This first level, cultural destructiveness, is focused on seeing differences and stomping them out. Any
perceived or real differences from the dominant mainstream culture are punished or suppressed and viewed as
destructive to cultures and the individuals within these cultures. At this level, it is assumed that one’s race or
culture is superior and other cultures are subhuman, and one focuses on eliminating other cultures. In essence,
it is using one’s power to eliminate the culture of another. Examples range from genocide to exclusion of a
group within a health education curriculum.

Cultural Incapacity
The second stage of cultural incapacity involves seeing the differences and viewing them as wrong. It is based
on a belief in the superiority of one’s own culture and in behavior that disempowers other cultures.

At this stage, cultural differences are neither punished nor supported, and no attention, time, teaching, or
resources are devoted to understanding and supporting cultural differences. Individuals believe in the
superiority of their own culture and behaving in ways that disempower another’s culture. For example, they
may support a disproportionate allocation of resources to certain groups, expect “others” to change, exclude
groups from the health curriculum, or support a lack of an equal representation of staff and administrators
who reflect the diversity in the community. The system remains extremely biased and may convey subtle
messages to people of color that they are not valued or welcome.

Cultural Blindness
In this third stage, individuals see the differences in other cultures but act as if they do not. They do not
recognize the cultural differences among and between cultures and act as if the differences do not matter or
are inconsequential. They devote no resources, attention, or time to understanding cultural differences, which
severely limits their ability to work effectively with a diverse population. For example, educators may
experience discomfort in noting differences in cultures or believe their program does not need to focus on
cultural issues because they see no diversity in groups. They believe that everyone learns in the same way and
that they are not prejudiced. Culturally blind agencies are characterized by the belief that the dominant
culture’s traditional approaches are universally applicable and no changes or adaptations are needed.

Cultural Precompetence
By the cultural precompetence stage, there is recognition of the differences but an inadequate response to
redress nonliberating structures, teaching practices, and inequities. Here individuals have an awareness of the
limitations of their skills or an organization’s practices when interacting with other cultural groups. For
example, the health educator might delegate diversity work to others or use a quick fix, a packaged short-term
program, or a single activity during Black History month–and believe he or she is responding well to the
diversity.

Cultural Competence
In this fifth stage, individuals see the differences and understand the effects of the differences. They now
interact with other cultural groups using the five essential elements of cultural proficiency, assessing culture,
claiming the differences and valuing diversity, reframing the differences or managing the dynamics of
difference, adapting to the differences and diversity, and changing practices for differences. They have learned
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to value and respect cultural differences and attempt to find ways to celebrate, encourage, and respond to
differences within and among themselves while they pursue knowledge about social justice, privilege, and
power relations in our society. The culturally competent educator seeks advice and consultation from the
minority community. These educators now support ongoing education of self and others, model behaviors
that look at another’s perspective through another lens, and serve as advocates for all constituencies. There is
continuing self-assessment regarding culture, careful attention to the dynamics of difference, and the use of
multiple adaptations to better meet the needs of minority populations.

Cultural Proficiency
The final stage of cultural proficiency encompasses seeing differences and responding positively and in an
affirming manner. Individuals focus on esteeming culture, knowing how to learn about individual and
organizational culture, and interacting effectively in a variety of cultural environments. They recognize and
respond to cultural differences and successfully redress nonliberating structures, teaching practices, and
inequities. Here health educators support personal change and transformation, serve in alliances for groups
other than their own, differentiate the needs of all learners, and incorporate the community in planning and
implementing appropriate programs and services.

The Ongoing Journey
Cultural competency is an ongoing journey that can be led by health educators who use the cultural
knowledge, prior experiences, and performance styles of diverse learners to make learning appropriate and
effective for them. The degree of cultural competence a health educator achieves is based on his or her own
growth in attitudes, policies, and practice. Attitudes change to become less ethnocentric and biased, policies
change to become more flexible and culturally impartial, and practices become more congruent with the
culture of the client.

Culturally competent educators (Gay, 2000):
Acknowledge the legitimacy of the cultural heritages of different ethnic groups as worthy content
Build bridges of meaningfulness
Use a wide variety of instructional strategies connected to different learning styles
Recognize and use learners’ culture and language in instruction
Respect learners’ personal and community identities
Acknowledge learners’ differences as well as their commonalities
Promote equity and mutual respect among learners
Motivate learners to participate actively in their learning

According to Robins et al. (2011), there are six essential elements of culturally proficient instructors:
Assessing culture by being aware of their own culture
Valuing diversity by developing a community of learning with students
Managing the dynamics of difference by appreciating the power of conflicts
Resolving the conflicts
Adapting to diversity by committing to continuous learning
Institutionalizing cultural knowledge by working to influence public health organizations and systems
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Cultural Resistance and Barriers
Culturally proficient health educators see the process of teaching and learning from the social context of the
learners. They can also identify the barriers that each student faces and address the conditions that produce
these barriers.

Nevertheless, there are multiple barriers to cultural proficiency. According to Robins, Lindsey, Lindsey, and
Terrell (2011) most barriers derive from the following assumptions:

(1) all people have access to knowledge, skills, and attitudes in the same manner and quality; (2) all people
in the classroom or training room relate to everyone else the way they related to the instructor when he or
she was a learning; (3) it doesn’t matter whether the students are members of a historically entitled
population (e.g. propertied white men) or of a historically oppressed group; (4) it doesn’t matter whether
the students are successful in this society or are less so . . .; and (5) the instructor has tremendous power
and equal potential for influence over all the learners in the environment, regardless of the students’
background or experiences or current situation. (p. 75)
There are a number of barriers to cultural competence. A major one is a sense of entitlement and

unawareness of the need to adapt. Another is content or curriculum that projects only one cultural experience,
segregates diversity as a separate course, does not customize materials for the needs of a group of learners, or
contains inappropriate policies and practices. The delivery of instruction that emphasizes lower-order thinking
skills is another. The expectations of the educator may often be a barrier if those expectations and
preconceptions are based on stereotypical views of learners. Finally, culturally inadequate resources that
continue and maintain inappropriate policies and practices and biased management practices that assume
some cultural groups do not care about learning and subsequently result in a lack of services serve as barriers to
cultural competence. It is imperative that in their practice, health educators recognize, examine, and attempt
to eliminate these barriers.
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Conclusion
Understanding diversity and developing cultural competence is a long-term and ongoing process. To be
culturally competent, individuals need to learn about themselves, understand the community, and learn how
to treat each person as a unique individual who is not necessarily representative of his or her whole group.
Health educators need to examine the specific cultural values of groups as well individual information about a
person’s status as a newcomer, immigrant, or refugee. This delicate balance, not easy to learn, is essential to
building a culturally competent framework from which to address the needs of multicultural communities in
the United States. It is our best hope for a better future.

Integrating cultural proficiency practices into the individual practices of health educators and public health
organizational policies is a call to action. When an individual adopts cultural proficiency, the essential
elements become his or her standard practice. People and their organizations become culturally proficient
when they practice specific strategies and behaviors consistently (Robins et al., 2011).

Cultural proficiency is an inside-out approach that begins by learning about oneself. Consequently,
educators who are working to become culturally proficient must continue to learn, seeking information about
the people they teach and integrating the culture and context of people with whom they work. One of the
most difficult parts of this growth is processing one’s own issues regarding power and oppression. This
involves developing the capacity to confront personal issues with power and oppression, recognizing these
issues and processing feelings, acknowledging biases and prejudices, and drawing new conclusions about
oneself (Robins et al., 2011). In addition, health educators need specific skills and techniques to manage the
dynamics of difference to facilitate effective cross-cultural communication and develop facilitation skills to
foster healthy communication, encourage critical reflection, and engage with the learners as a community of
practice.
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Points to Remember
Diversity refers to the makeup of a given population: its ethnic and racial backgrounds, age, physical and
cognitive abilities, family status, sexual orientation, socioeconomic status, religious and spiritual values,
and geographic location.
Culture is an integrated pattern of human behavior that includes thoughts, communications, languages,
practices, beliefs, values, customs, roles, relationships, and expected behaviors of a racial, ethnic,
religious, or social group and the ability to transmit these patterns to succeeding generations.
There are both cultural universals and many dimensions along which cultures differ. The dominant
culture often dictates the paradigm of accepted values that include psychobehavioral modality; ethos;
epistemology; logic or reasoning processes; ontology or the nature of reality; concepts of time and time
orientation, of self, of nature and environment, and of human nature; paralanguage; proximity; high or
low context; and nonverbal behavior.
Although the US Census lists fifteen racial categories, there are generally accepted values of specific
groups. Within each group are subgroups and variations in cultural norms. Health educators must
explore newcomer, refugee, and immigrant status and treat each person individually.
The Ulysses syndrome focuses on often misunderstood psychosocial challenges, including varied forms of
recurring and protracted stress, experienced by immigrants in their departure from the home country and
their adaptation to a different environment. The syndrome forms the gateway between mental health
and mental disorder.
Cultural competence is a set of congruent behaviors, attitudes, and policies that come together in a
system or among professionals, enabling effective work to be done in cross-cultural situations. It is a
developmental process and requires an understanding of several key social determinants. Cultural
competency is one of the main ingredients in closing the disparities gap in health care.
The cultural proficiency continuum is based on the core principles of cultural competence. Those
principles are embedded in the six levels of the cultural proficiency continuum. The benefits of using the
cultural competence continuum is that it enables health care educators and public health entities to
determine their level of cultural competence and what steps to consider to achieve cultural proficiency.
Integrating cultural proficiency practices into the individual practices of health educators and public
health organizational policies is a call to action. People and their organizations become competent when
they practice specific strategies and behaviors consistently.
Cultural proficiency is an inside-out approach that first involves learning about oneself. Educators who
are working to become culturally proficient must continue to learn, seeking information about the people
they teach and integrating the culture and context of people with whom they work. It is essential that
health educators maintain neutrality and acceptance when working with clients/patients who have
viewpoints opposed to their own health educator.
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Case Study
Judith, a healthy young woman from Latin America, migrated to the United States with her husband. They
were fueled by the dream of offering a better future to their two young daughters, whom they left in their
home country with Judith’s family members. Shortly after arriving, Judith began experiencing nervousness,
migraines, fatigue, and severe gastric pain. She was seen by an English-speaking general and primary
physician, who, without providing her with any form of health education in her native language (a brochure,
flyer, booklet, or basic information), prescribed her an antidepressant for the treatment of major depressive
disorder, obsessive-compulsive disorder, and resistant depression. The medication did not alleviate her
symptoms, which in fact stemmed from homesickness because her six-month-old son and two-year-old
daughter were not with her. Rather, it worsened the initial condition and had undesirable side effects,
including increased irritability, impulsive behavior, and negative thoughts.

1. What might be some cultural frameworks under which Judith operates?
2. What stressors has she experienced?
3. How does Judith’s case fall within the Ulysses syndrome?
4. What problems does this case highlight?
5. What could you do as a health educator to assist Judith?
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KEY TERMS
Cultural competency
Culture
Diversity
Ethnicity
Race
Ulysses syndrome
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CHAPTER 3

HEALTH DISPARITIES AND SOCIAL
DETERMINANTS OF HEALTH:

IMPLICATIONS FOR HEALTH EDUCATION

Kara N. Zografos

Miguel A. Pérez

LEARNING OBJECTIVES
After completing this chapter, you will be able to

Define health disparities
Discuss health disparities within the context of Healthy People 2020
Explain the social determinants of health
Discuss health disparity morbidity data by age, gender, and ethnicity/race

The implementation of preventive strategies, along with advances in medical technology, has resulted in
improved life expectancy for most Americans. Despite improved health outcomes and increased life
expectancies, the nation’s health status will not reach an optimal level while health disparities continue to exist
(Centers for Disease Control, 2009a). The Centers for Disease Control (2011a) defines health disparities as
“preventable differences in the burden of disease, injury and violence, or opportunities to achieve optimal
health experienced by socially disadvantaged racial, ethnic, and/or other population groups and communities”
(para. 1). The National Institutes of Health (2010) defines the term in this way: “the differences in the
incidence, prevalence, mortality, and burden of diseases and other adverse health conditions that exist among
specific population groups in the United States” (para. 1).

The elimination of health disparities is a national priority established by the Healthy People initiatives.
Healthy People 2020 considers health disparities and the excess mortality and morbidity associated with them
as high-priority areas (Healthy People, 2010a). In 2000, Congress called for the establishment of the National
Center on Minority Health and Health Disparities within the National Institutes of Health (NIH) and the
development of a strategic plan to address the poor health status of minorities, low-income individuals, and
those living in rural areas. The NIH now ranks health disparities third among its top five priorities (National
Institute on Minority Health and Health Disparities, 2009).

This chapter describes health disparities and social determinants of health, including implications for health
education, and reviews health disparity morbidity data by age, gender, and ethnicity/race. It concludes with
suggestions on how to work with diverse groups of individuals and a brief case study that provides a hands-on
opportunity for learners in a classroom or small group setting to practice critical thinking skills in helping a
member of a minority group without health insurance.

health disparity
Differences in the incidence and prevalence of health conditions and health status between groups based on race/ethnicity,
socioeconomic status, gender, disability status, or a combination of these factors.
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Health Equality
Health equality refers to a person’s ability to attain his or her full health potential without interference from his
or her social position or ethnic/racial background (Whitehead & Dahlgren, 2007). The World Health
Organization (WHO, 2008) has identified poverty, food insecurity, social exclusion and discrimination, poor
housing, unhealthy early childhood conditions, and low occupational status as proxy determinants of most
diseases, deaths, and health inequalities between and within countries.

Health inequality is a term that is often used interchangeably with the term health disparities in the scientific
and economic literature to refer to summary measures of population health associated with individual or
group-specific attributes such as income, education, or race/ethnicity. Health disparities result from various
factors, including poverty, environmental threats, inadequate access to health care, individual and behavioral
factors, educational inequalities, or any combination of these factors (CDC, 2011b). Poverty, a condition of
insufficient resources for meeting basic needs of food, shelter, and clothing, is considered the single most
substantial source of health disparities in the United States and is typically operationalized through the
construct of socioeconomic status (Pettit & Nienhaus, 2010). According to House and Williams (2000),
socioeconomic status refers to “an individual’s position in a system of social stratification that differentially
allocates the resources that enable an individual to achieve health or other desired goals” (p. 83).

International evidence shows that those with higher levels of education live longer, have better health, and
pursue healthier lifestyles since educational level influences job placement, income, and access to health-
related information and resources. The 2009 Commission to Build a Healthier America report suggests that
at almost all educational levels, non-Hispanic white adults do better than all other racial and ethnic groups
(Robert Wood Johnson Foundation, 2009). Although there is evidence of a relationship between these
factors, the exact causes of health disparities are not completely understood. The Institute of Medicine
(IOM), in its Unequal Treatment report (2002b), stated that “the sources of these disparities are complex, are
rooted in historic and contemporary inequities, and involve many participants at several levels, including
health systems, their administrative and bureaucratic processes, utilization managers, health care professionals,
and patients” (p. 1).

Recent demographic changes, including an increase in the number of individuals belonging to minority
racial and ethnic populations, an increase in the number of foreign-born residents, and an increase in the
number of residents who do not speak English as their primary language, make it imperative that public
health professionals and practitioners learn more about health disparities (US Census Bureau, 2012). Many of
the existing strategies to address health disparities—specifically those that focus on only health education,
health promotion, and improving access to health care by providing health insurance to the uninsured—are
inadequate. For instance, Sudano and Baker (2006) found that health disparities for African Americans and
Hispanics were largely attributable to income and education, and not merely individual behavior and limited
access to health care. Health educators are encouraged to gain a clearer understanding of the causes for
disparities, including the impact of differences in social determinants of health, in order to more effectively
address those issues. In addition, it is suggested that health educators become more involved in health policy
activities, including formulating health policies and engaging in political processes to determine these policies
(Price, McKinney, & Braun, 2011).
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Morbidity Indicators for Selected US Population
Groups
The Healthy People 2020 leading health indicators are current public health issues that will result in future
public health problems if left unaddressed. The selection process for these indicators was similar to the
extensive collaboration efforts used to develop Healthy People 2020 and included participation by federal and
nonfederal scientists, researchers, and health professionals. Reductions in the leading causes of preventable
deaths and major illnesses would occur if these indicators were properly addressed, specifically those related to
tobacco, health disparities, and overweight and obesity (Healthy People, 2010b). The following discussion
highlights some of the morbidity indicators not mentioned elsewhere in this chapter.
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Environmental Quality
A report from the WHO confirmed that approximately one-quarter of the global disease burden, and more
than one-third of the burden among children, stems from modifiable environmental factors (Pruss-Ustun &
Corvalan, 2006). The environment also plays a major role in quality of life, years of healthy life lived, and
health disparities. Poor air quality is linked to premature death, cancer, and long-term damage to the
respiratory and cardiovascular systems (Healthy People, 2010b). For instance, cross-sectional and longitudinal
studies suggest an association between traffic-related pollution and increased asthma morbidity and
cardiopulmonary mortality. There is also evidence that pollutants such as ozone and traffic exhausts are linked
to new cases of asthma (Wong, Lai, & Chris, 2004).

In order to improve health and the quality of the environment, environmental standards and regulations
need to be implemented and enforced, pollution levels and human exposure need to be monitored, and the
risks of pollution need to be considered in decision-making processes (America’s Environmental Health Gap,
2000).
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Mental Health
The burden of mental illness is among the highest of all diseases in the United States. Approximately one in
four adults in the United States reported having a mental health disorder in the past year, and one in
seventeen reported having a serious mental illness. Mental health disorders affect children and adolescents at
an alarming rate, with one in five having a mental health disorder in 2010, the most common of which was
attention deficit hyperactivity disorder (ADHD) (Reeves et al., 2011). According to the CDC’s Morbidity
Mortality Weekly Report (MMWR), the percentage of children 14 to 17 years of age with a parent-reported
ADHD diagnosis increased from 7.8 to 9.5 percent from 2003 to 2007, representing a 21.8 percent increase
(Visser, Bitsko, Danielson, & Perou, 2010). Prevention of mental health disorders is a growing area of
research and practice (Healthy People, 2010b).
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Nutrition, Physical Activity, and Obesity
Good nutrition, physical activity, and a healthy body weight are essential components of an individual’s overall
health and well-being (Healthy People, 2010b). Most Americans, however, do not follow a healthy diet and
are not physically active at levels necessary to maintain good health. For instance, fewer than one in three
adults, and an even lower proportion of adolescents, eat the recommended portions of vegetables each day
(CDC, 2009b). In addition, 81.6 percent of adults and 81.8 percent of adolescents do not get the
recommended amount of physical activity (US Department of Health and Human Services, 2008). As a result
of these lifestyle choices, obesity rates have increased dramatically, with approximately one in three adults and
one in six children and adolescents considered obese. Obesity-related conditions, including heart disease,
stroke, and type 2 diabetes, are among some of the leading causes of death. Furthermore, costs associated with
obesity pose a significant burden on the US medical care delivery system (Healthy People, 2010b).
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Oral Health
Oral diseases cause pain and disability for millions of Americans (Healthy People, 2010b). According to the
CDC (2011c), tooth decay affects children in the United States more than any other chronic infectious
disease. The National Health and Nutrition Examination Survey, 2005–2008, found that the prevalence of
untreated dental caries varied significantly by poverty level for all age groups (see table 3.1). In addition, 52
percent of Mexican Americans have retained their permanent teeth compared to 51 percent of non-Hispanic
whites and 38 percent of African Americans (Dye, Li, & Beltrán-Aguilar, 2012).

Table 3.1 Prevalence of Untreated Dental Caries and Existing Dental Restorations in Teeth, by Sex, Race
and Ethnicity, and Poverty Level: United States, 2005–2008

Source: Dye, Li, and Beltrán-Aguilar (2012).

A growing body of research also suggests a link between oral health, specifically periodontal disease, and
several chronic diseases, including diabetes, heart disease, and stroke (American Dental Association, 2009).
Although these conditions can be prevented with regular visits to the dentist, only 44.5 percent of individuals
2 years of age and older had a dental visit in the past twelve months. Disparities in access to oral health also
exist, with non-Hispanic whites, those with higher incomes, and those with higher education levels being
more likely to report visiting a dentist in the past twelve months compared to other groups (Healthy People,
2010b).
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Tobacco
Tobacco use is the single most preventable cause of disease, disability, and death in the United States and is
responsible for an estimated 443,000 premature deaths each year (CDC, 2011d). Tobacco is also one of the
most costly public health challenges, with cigarette smoking costing more than $193 million in medical care
costs, and secondhand smoke costing an additional $10 million (CDC, 2008). Disparities in tobacco use also
exist, with the lowest rates of tobacco use reported among the Asian population (9.7 percent) compared to
non-Hispanic whites (22.6 percent) and Native Hawaiian or other Pacific Islanders (22.6 percent). In 2008,
the prevalence of smoking was lower among those with higher education and family income levels compared
to those with lower levels of education and income.

A range of social, environmental, psychological, and genetic factors are associated with tobacco use,
including gender, race, ethnicity, age, income level, educational attainment, and geographic location (Healthy
People, 2010b). Smoke-free protections such as bans on smoking in public places, tobacco prices and taxes,
and the implementation of effective tobacco prevention programs all influence tobacco use (American Lung
Association, 2012).
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Race/Ethnicity, Gender, Age, and Disability
Health disparities refers to differences in the incidence and prevalence of health conditions and health status
between groups based on race/ethnicity, socioeconomic status, gender, disability status, or a combination of
these factors. In this section, we explore health disparities from a variety of angles, including race/ethnicity,
gender, age, and disability. Eliminating disparities will require new knowledge regarding the determinants of
disease, causes of health disparities, and effective interventions for prevention and treatment.
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Focus Areas of Disparities
The US Department of Health and Human Services has selected six areas in which racial and ethnic minority
groups experience significant disparities in health access and outcome: infant mortality, cancer screening and
management, cardiovascular disease, diabetes, HIV infections and AIDS, and immunizations (CDC, 2009c).

Infant Mortality
The infant mortality rate, which is the rate at which babies less than 1 year of age die, is used to compare the
health and well-being of populations across and within countries (CDC, 2009c). The infant mortality rate in
the United States has continued to decline over the past several decades from 26.0 per 1,000 live births in
1960 to 6.06 per 1,000 in 2011 (Kaiser Family Foundation, 2010). Despite this decline, the United States is
still ranked thirty-fourth in the world in terms of infant mortality, which is largely due to the disparities that
continue to exist among various racial and ethnic groups, specifically among the African American population.
For instance, compared to non-Hispanic whites, African Americans have a 2.5 times higher infant mortality
rate. African American infants are also four times more likely than non-Hispanic white infants to die due to
complications associated with low birth weight. This disparity between white and African American infants
has persisted over the past two decades (CDC, 2009d).

Cancer Screening and Management
Cancer is the second leading cause of death in the United States, and it is expected that 577,190 Americans
will die from cancer in 2012 (American Cancer Society, 2012). Cancer risk can be addressed through lifestyle
modifications, including changes in diet and nutrition, exercise, and tobacco use. Since health educators are
trained in theories of behavior change, they are in a unique position to begin to address some of these
disparities.

In terms of breast and cervical cancers, African American women continue to have higher mortality rates
compared to other racial/ethnic groups, which may be due to not receiving regular mammograms or Pap
screenings and follow-up treatment (American Cancer Society, 2008). In addition, compared to all other
ethnic groups, Vietnamese American women have higher cervical cancer incidence rates (CDC, 2010). Low
rates of screening and treatment for women of other ethnic groups, including Hispanics or Latinas, American
Indians or Alaska Natives, Asian Americans, and Pacific Islanders, are largely due to limited access to health
care services, language barriers, cultural barriers, or a combination of these factors (CDC, 2009e).

Cardiovascular Disease
Heart disease and stroke are the leading causes of death for all racial and ethnic groups in the United States;
however, minority and low-income populations experience a disproportionate burden of death and disability
from cardiovascular disease (CVD). For instance, in 2008, African Americans were 30 percent more likely
than whites to die from heart disease and 1.6 times more likely than whites to have high blood pressure
(CDC, 2011e).

Numerous studies are being conducted to investigate CVD in these populations. For instance, the Multi-
Ethnic Study of Atherosclerosis is designed to detect CVD noninvasively before it has produced clinical signs
and symptoms in a cohort of whites, African Americans, Hispanic Americans, and Asian Americans. In
addition, the Jackson Heart Study is examining the physiological, environmental, social, and genetic factors
related to CVD, including the high rates of complications from hypertension in the African American
population. Additional studies include the Strong Heart Study of American Indians and the Genetics of
Coronary Artery Disease in Alaska Natives (NIMHD, n.d.).

Diabetes
Diabetes was the seventh leading cause of death in the United States, affecting 25.8 million individuals in
2010. Compared to whites, African Americans and Hispanics are more than twice as likely to have diabetes,
and American Indians under the age of 20 have the highest prevalence of type 2 diabetes (CDC, 2011f). Early
screening and treatment are the most promising strategies to reverse these trends.

The Agency for Healthcare Research and Quality (AHRQ) sponsors research that focuses on how patients
and providers can work together to better manage diabetes to improve quality of life and reduce diabetes-
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related complications. This research has confirmed the importance of controlling blood sugar levels to prevent
blindness and the importance of routine monitoring and treatment of severe foot infections to prevent
amputations (Agency for Healthcare Research and Quality, 2011).

HIV Infection and AIDS
HIV infection is the leading cause of death for individuals 25 to 44 years of age in the United States and the
leading cause of death for African American men ages 35 to 44. Racial and ethnic populations are
disproportionately affected by the HIV/AIDS epidemic in the United States. Although African American
and Hispanic individuals represent about one-quarter of the country’s population, more than half of new
AIDS cases reported to CDC are among these populations (CDC, 2011g). The goal of Healthy People 2020
is to eliminate these disparities by improving access to prevention and health care services for all Americans
and increasing the proportion of HIV-diagnosed African Americans and Latinos with undetectable viral load
by 20 percent (Healthy People, 2010b).

Immunizations
The gap between immunization rates among many racial/ethnic and white populations has narrowed;
however, disparities still exist among many underserved populations, especially among adults (CDC, 2011h).
For instance, in 2009, 70 percent of older non-Hispanic whites received the influenza vaccine compared to
only 51 percent of older African Americans and Hispanics. Similarly, in 2010, 64 percent of non-Hispanic
whites received the pneumococcal vaccine compared to 46 percent of African Americans and 39 percent of
Hispanics (US Department of Health and Human Services, 2011a). Children living below the poverty level
have lower immunization coverage rates as well (CDC, 2007).

In 2011, in an effort to address these issues, the US Department of Health and Human Services developed
the New National Vaccine Plan, a strategic approach designed to prevent infectious diseases and reduce
adverse reactions to vaccines (US DHHS, 2011a).
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Gender
Data from the National Health Interview Study (NHIS) provide evidence of gender disparities in health and
health outcomes at a national level. Kaplan, Anderson, and Ake (2001) used data from the NHIS to estimate
life expectancy rates adjusted for quality of life for men and women in the United States and found that
women lived longer than men but experienced higher morbidity during their later years. Another study
examining health disparities between men and women, also conducted in Ohio, found significant differences
between groups on the basis of socioeconomic status, health care system experience, health behaviors, and
health outcomes. They also indicated that women were more likely than men to live at or below 200 percent
of poverty and to have ever been diagnosed with cancer, while men were more likely than women to be
uninsured and to have high blood pressure and heart disease and to have had a heart attack. These results can
be used to encourage dialogue with policymakers and decision makers on health equity and equality (Frazier,
2009).

health equity
According to Healthy People 2020, the attainment of the highest level of health for all people. In order to achieve health equity,
societal efforts must focus on addressing avoidable inequalities, historical and contemporary injustices, and the elimination of
health-related disparities.
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Age
According to the Profile of Older Americans, there were 40.4 million individuals 65 years of age or older in
2010, an increase of 5.4 million, or 15.3 percent, since 2000, and it makes individuals aged 65 and older one
of the fastest-growing population segments in the United States. In terms of race and ethnicity, 20.0 percent
of individuals 65 and older were of minority status in 2010. Individuals of Hispanic origin represented 6.9
percent, African Americans represented 8.4 percent, Asian or Pacific Islanders represented 5.5 percent,
American Indian or Native Alaskan represented less than 1 percent, and the remaining percentage represented
two or more races (US DHHS, 2011b).

Ageism is a term that refers to negative stereotypes and discrimination based on age (Butler, 1969). Ageism
often results in the attitude that older people are unproductive, sickly, depressing, and cognitively impaired
(Osgood, 1996; Palmore, 1999). Outcomes of ageism can include isolation from the community, unnecessary
institutionalization, untreated medical and physical illnesses, and suicide (Palmore, 1999). Age can also be a
factor in health disparities. For instance, many older Americans have fixed incomes, which can make paying
for health care expenses difficult. In addition, barriers including impaired mobility or a lack of transportation
can make accessing health care services a challenge for the elderly population. Furthermore, older Americans
may not have the opportunity to access health information using the Internet since less than 15 percent of
Americans over the age of 65 have Internet access. This may put older individuals at a disadvantage in terms
of accessing information about their health and understanding the ways in which to protect their health
(Brodie et al., 2000).

Ageism
Discrimination against those who are in the later period of adulthood. For example, media articles, cartoons, and greeting cards
illustrate some aspects of ageism focusing on negative aspects of the aging process.
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Disability
According to the US Census, 36 million individuals in the United States have a disability. More specifically,
10.2 million have hearing impairment and 6.5 million have vision impairment. In addition, 13.5 million
individuals 5 years of age or older experience difficulty concentrating, remembering, or making decisions (US
Department of Commerce, 2011). The likelihood of having a disability increases with age (less than 10
percent for those 15 years of age or younger to almost 75 percent for those 80 years of age or older). A number
of disabilities can be delayed or prevented with a healthy lifestyle and access to health care.

A review of the literature suggests that disparities exist between the health of those with a disability and the
general population. According to Closing the Gap: A National Blueprint to Improve the Health of Persons with
Mental Retardation (NIMHHD, n.d.), individuals with mental retardation are more likely to receive
inappropriate and inadequate treatment or be denied health care. Although this report was specific to mental
retardation, it was mentioned that most, if not all, of the content of the publication could be applied to any
population with a disability (Johnson & Woll, 2003).
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Social Determinants of Health
The 1978 International Conference on Primary Health Care (Alma Ata Conference) called for an urgent and
effective national and international action to develop and implement primary health care throughout the
world, and particularly in developing countries, in a spirit of technical cooperation and in keeping with a new
international economic order. The conference acknowledged disparities and urged member states to explore
ways to address disparities in social determinants of health (Tejada de Rivero, 2003).

Research and subsequent international health promotion conferences have helped us better understand the
social determinants of health. In fact, McGinnis, Williams-Russo, and Knickman (2002) concluded that “our
genetic predispositions affect the health care we need, and our social circumstances affect the health we
receive” (p. 83). These conclusions were emphasized by the WHO Commission on Social Determinants of
Health, which in 2008 concluded that “health is not simply about individual behaviour or exposure to risk, but
how the socially and economically structured way of life of a population shapes its health” (para. 1).

The social determinants of health include social, economic, and environmental conditions, which are
shaped by the distribution of money, power, and resources at the global, national, and local levels (WHO,
2008). The research literature suggests that social determinants (see figure 3.1) predict the greatest proportion
of health status variance among individuals worldwide.

Figure 3.1 Determinants of Health
Source: Healthy People 2020 (2012).

Most health disparities affect groups marginalized because of socioeconomic status, race/ethnicity, sexual
orientation, gender, disability status, geographic location, or some combination of these factors. In general,
individuals from these groups have poorer health and less access to the social determinants or conditions that
support health, including healthy food, good housing, good education, safe neighborhoods, and freedom from
racism and other forms of discrimination (Whitehead & Dahlgren, 2007). More specifically, in terms of
sexual orientation, over thirty thousand individuals from the gay, lesbian, bisexual, and transgender group die
each year because of tobacco-related disease (American Cancer Society, 2005). In addition, African American
gay, bisexual, and other men who have sex with men (MSM) represented an estimated 72 percent (10,600) of
new infections among all African American men and 36 percent of an estimated 29,800 new HIV infections
among all MSM (CDC, 2013). Statistics on selected social determinants are presented in table 3.2.

Table 3.2 Social Determinants of Health
Access to care In 2006, adults with less than a high school diploma were 50 percent less likely to have visited a doctor in the past twelve

months compared to those with at least a bachelor’s degree (Pleis & Lethbridge-Çejku, 2007).

In 2006, compared to white adults (79 percent), Asian Americans and Hispanic adults (75 percent and 68 percent,
respectively) were less likely to have visited a doctor or other health professional in the past year (Pleis & Lethbridge-Çejku,
2007).

One in four American children is born into poverty. Children living in poverty suffer twice as much tooth decay as their more
affluent peers, and their disease is more likely to go untreated (CDC, 2010).

Older adults (75 years of age or older), African Americans, poor individuals, and individuals with Medicaid coverage were
more likely to have at least one emergency department visit in a twelve-month period compared to those in other age, race,
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income, and insurance groups (Garcia, Bernstein, & Bush, 2010).

Insurance
coverage

In 2008, Asians under the age of 65 were more likely than whites to have health insurance (86.1 percent compared to 83.3
percent) (AHRQ, 2011).

In 2008, Hispanics under the age of 65 were less likely than non-Hispanic whites to have health insurance (66.7 percent
compared to 87.5 percent) (AHRQ, 2011).

More than one in four Hispanic adults in the United States lacks a usual health care provider (Association of Hispanic
Healthcare Executives, 2010).

In 2010, insurance rates among the nonelderly were 2.6 and 1.8 times higher for Hispanics and African Americans,
respectively, compared to non-Hispanic whites (DeNavas-Walt, Proctor, & Smith, 2011).

Employment In 2010, unemployment rates were higher for African American men and women (18.4 percent and 13.8 percent, respectively)
compared to white men and women (9.6 percent and 7.7 percent, respectively) (US Department of Labor, 2011).

In 2010, unemployment rates were higher for Asian men and women (7.8 percent and 7.1 percent, respectively) compared to
white men and women (9.6 percent and 7.7 percent, respectively) (US Department of Labor, 2011).

In 2010, the jobless rates for Hispanic men and women were 12.7 percent and 12.3 percent, respectively (US Department of
Labor, 2011).

Education While the reading performance of most racial/ethnic groups has improved over the past fifteen years, minority children from
low-income families are significantly more likely to have less than a basic reading level (US Department of Education, 2007).

In 2007, the high school dropout rate was higher among Hispanics (21 percent) than among African Americans (8 percent),
Asians/Pacific Islanders (6 percent), and whites (5 percent) (Aud, Fox, & Ramani, 2010).

On the 2007 National Assessment of Educational Progress reading assessment, higher percentages of Asian/Pacific Islander
and white fourth graders and eighth graders scored at or above “Proficient” than did American Indian/Alaska Native, African
American, and Hispanic students at the same grade levels (Aud et al., 2010).

Access to
resources

Lower-income and minority communities are less likely to have access to grocery stores with a wide variety of fruits and
vegetables (Baker, Schootman, Barridge, & Kelly, 2006; Marland, Wing, Diez Roux, & Poole, 2002).

Predominantly African American postal codes have about half as many chain supermarkets as predominantly white postal
codes, and predominantly Latino areas have only one-third as many (Powell, Slater, Mirtcheva, Bao, & Chaloupka, 2007).

Income Low socioeconomic status is associated with an increased risk for many diseases, including cardiovascular disease, arthritis,
diabetes, chronic respiratory diseases, cervical cancer, and mental distress (Pleis & Lethbridge-Çejku, 2006).

In 2010, based on median annual earnings for full-time, year-round workers, women earned 77.4 percent of men’s earnings
(US Department of Labor, 2010).

In 2010, for full-time wage and salary workers, the earning difference between women and men varied with age, with younger
women more closely approaching pay equity than older women (US Bureau of Labor Statistics, 2011).

Housing Among all sheltered individuals over the course of one year (October 2009-September 2010), 41.6 percent were white, 9.7
percent were Hispanic, 37 percent were African American, 4.5 percent were other single races, and 7.2 percent were multiple
races (Substance Abuse and Mental Health Services Administration, 2011).

Among all sheltered individuals over the course of one year (October 2009-September 2010), 62 percent were male and 38
percent were female (Substance Abuse and Mental Health Services Administration, 2011).

Transportation Rural residents must travel greater distances than urban residents to reach health care delivery sites (Agency for Healthcare
Research and Quality, 2005).

Compared to low-income whites, low-income minorities spend more time traveling to work and other daily destinations
because they have fewer private vehicles and use public transit and car pools more frequently (Brownson & Boehmer, n.d.).

Healthy People 2020 addresses the social determinants of health through its goal of creating social and
physical environments that promote good health for all (Healthy People, 2010c). In order to accomplish this
goal, advances and collaboration are needed in fields such as education, child care, housing, business, law,
media, community planning, transportation, and agriculture. In addition, a deeper understanding of how
population groups experience their environments or place and the impact of place on health is needed
(Institute of Medicine, 2002a). The Joint Center for Political and Economic Studies and California State
University, Fresno’s Central Valley Health Policy Institute examined the impact of place on health in the San
Joaquin Valley. According to this report, place played a significant role in health, specifically on life
expectancy rates, which varied as much as twenty-one years for some postal codes. Rates of premature death
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also varied, with rates in the lowest-income postal code areas nearly twice that of those in the highest-income
postal code areas. Recommendations from this report include an “equity in all policies” approach, which
involves considering the impact of zoning and contracting decisions on all postal codes (Daniel, 2012).

place
The relationship between the physical, social, and emotional environment that contributes to health disparities by affecting social
determinants of health
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Racism and Discrimination and Their Impact on
Health Education
There is no question that racism, real and perceived, plays a role in access to health care services. Several
studies have reviewed the link between health outcomes and racism, but most of them have failed to point out
the complex relationship between racism and health. Racism can take many forms and can be experienced
from the provider to the patient as well as from the patient to the provider. Unmet expectations may be
misinterpreted as racism, and subtle forms have replaced more overt forms of discrimination.

Real and perceived racism and discrimination may also play a role in the relationship between patient and
health educator, although little in the research literature addresses this issue. We have already described racial
and ethnic disparities in health and potential causes for these disparities, specifically those relating to social
determinants of health. In addition to these causes, variations in patients’ health beliefs, values, preferences,
and behaviors must be considered. Some examples of these factors include variations in patient recognition of
symptoms, thresholds for seeking care, ability to communicate symptoms to a provider who understands their
meaning, ability to understand the prescribed management strategy, and adherence to preventive measures
and medications (Gornick, 2000; Williams & Rucker, 2000). These factors can contribute to health disparities
by influencing the patient-physician decision-making process and the interaction between patients and the
health care delivery system (van Ryn & Burke, 2000). For these reasons, the field of cultural competence has
emerged.

Racism can be addressed through the facilitation of cultural competence, which refers to “a set of congruent
behaviors, attitudes, and policies that come together in a system, agency, or among professionals that enables
effective work in cross-cultural situations” (CDC, 2011i). In terms of health education, health educators must
learn how to develop and implement culturally appropriate health education programs, which requires a clear
understanding of the relationship between culture and health. In addition, becoming culturally competent can
be achieved through increasing cultural awareness, knowledge, skills, and desire; using sensitivity in
communication; and applying the National Standards for Culturally and Linguistically Appropriate Services,
which provides the foundation for building culturally competent health care organizations and workers
(Luquis & Pérez, 2003). This movement toward cultural competence has gained national recognition and is
now considered a method by which to eliminate racial and ethnic health disparities in health and health care
by health policymakers, managed care administrators, academicians, providers, and consumers (Denboba,
Bragdon, Epstein, Garthright, & McCann Goldman, 1998).
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Primary Prevention, Health Education, and Health
Disparities
Our nation spends nearly $1 trillion a year on diagnosing and treating disease, yet hundreds of thousands of
deaths are due to preventable causes each year, including 400,000 due to smoking, 300,000 due to poor diet
and inactivity, and 100,000 as a result of alcohol misuse (McGinnis & Foege, 1993). These deaths and other
associated health problems occur disproportionately among the poor and minority populations (Snyder, 1998).

Primary prevention, or taking action before a health condition arises, is considered vital to reducing
disparities in health (Mikkelsen et al., 2002). Primary prevention focuses its efforts on avoiding the onset of
illness and infirmity before the development of chronic and behaviorally related diseases. In the United States,
disparities exist in routine care and prevention among all racial, ethnic, and low-income groups (Health
Reform, 2012). Individuals who do not have access to a usual source of primary prevention health care are
more likely to turn to the hospital emergency room as their primary source of care. For instance, African
Americans use the emergency department at a rate that is twice as high as that of whites. In terms of
preventive care, compared to whites (57 percent), only 37 percent of Hispanics and 49 percent of African
Americans received a colorectal cancer screening in 2007 (Agency for Healthcare Research and Quality,
2008). Similar patterns of limited preventive care among these groups are also observed for other chronic
conditions, including obesity, HIV/AIDS, and diabetes. The Patient Protection and Affordability Care Act
should address some of these concerns since it emphasizes primary prevention and increased access to health
care (Wallace, 2012).

96



Suggestions for Working with Diverse Groups
Cultural competence has been defined as “a developmental process defined as a set of values, principles,
behaviors, attitudes, and policies that enable health professionals to work effectively across racial, ethnic,
linguistically diverse populations” (Joint Committee on Health Education and Promotion Terminology, 2012,
p. 11). Cultural competence or proficiency does not require a health educator to adopt others’ racial or ethnic
cultural practices or require him or her to become an expert in every possible cultural group. It does, however,
require that health educators use their abilities in four areas—awareness, knowledge, experience, and skills—
and be willing to make a commitment to a lifelong process of change.

The following general recommendations, based on the professional literature and our own personal
experience, are designed to give health educators practical suggestions for dealing with different cultural
groups:

Differentiate among culture, race, and ethnicity. Although these terms are often used as synonyms for
convenience, they are not the same. Erroneous classifications may lead us to make erroneous assumptions
about people. For instance, we might think a person to be of a given race given his or her skin color, but
this person’s cultural identity or ethnicity may not correspond to that color.
Avoid stereotypes. Many publications, including this book, highlight some cultural health values
documented in the professional literature. But not every member of a particular group will ascribe to
those generally accepted standards. Keep in mind, for example, that not everyone over the age of 65 uses
a walker and that many people over 65 enjoy a satisfying social life that includes dancing and sexual
activity.
Ascertain acculturation levels. Acculturation has been defined as the degree to which an immigrant adopts
the culture and behaviors of the host country. Income, education, and language preference are all proxies
for acculturation, but they do not represent a complete picture. A highly educated, English-proficient,
first-generation immigrant may practice alternative medicine while proficiently navigating the US health
care system.
Be cognizant of language preference. Generally first-generation immigrants require translation of written
materials and spoken words into their native language; less obvious is the need to provide materials in
languages other than English to a number of those who are the second and subsequent generations in the
United States. Meeting individuals’ language preference is a key factor in delivering culturally
appropriate health education programs because it allows people to communicate their needs and wants in
an appropriate way. Being cognizant of language preference also refers to selecting and using the
terminology employed by the target population rather than the technical language of health educators.
Finally, it also refers to having qualified personnel, regardless of cultural or ethnic background, who are
proficient in the language needed.
Be cognizant of what you do not know. People may provide the answers they think you want to hear. Avoid
the trap of not pushing further to better understand the sociocultural world of others.
Be clear about your objectives. One of the easiest ways to lose an educational opportunity is to be
insufficiently organized. Your goals and objectives need to be clear, well articulated, and developed in
conjunction with the target population. This is part of the empowerment process (Anspaugh, Dignan, &
Anspaugh, 2000).
Remember family dynamics. US-trained health educators tend to focus on individuals rather than on the
social networks these individuals share. This process, although expedient, goes against the basic cultural
values of some groups. Family members are a powerful and strong source of support to many cultural and
ethnic groups in the United States. This may be a residual of having once lived in communities less
affluent than their current home—communities where, as Casken (1999) points out, “the ties to the
family ensure that no one goes hungry or homeless” (p. 408). Furthermore, Casken continues, “although
the family’s or individual’s economic situation in the natal territory might have been no better than that
in the immigrant territory, the lack of viable economic resources more than compensated for the invisible
social commitments that support communities in their home territories” (p. 414).
Create strong coalitions. Successful programs incorporate a group’s strengths and explore ways to make
weaknesses into opportunities. This can be accomplished only when members of the target group are
deeply involved in the planning and implementation process. The creation of strong coalitions not only
increases the chances for a successful program, but almost guarantees that the program will become
institutionalized.
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Develop trust. Target population members may show deference and respect given a health educator’s title
and institutional affiliation, but that does not mean they trust the health educator. The health educator
needs to become familiar with the target population, participate in community events, and be accepted
into the everyday life of the community before trust can be achieved. He or she needs to become a
familiar face in the community and participate in activities other than his or her own programs.
Select communication methods carefully. Many entry-level health educators feel comfortable with
developing written materials and distributing them among the target population, yet they may have little,
if any, regard for people’s language preference and literacy level. Although written materials are well
accepted in the majority culture, not everyone can read or likes to get printed materials, an approach that
may be perceived to be too clinical. This issue is compounded when the materials are poorly developed
and show, among other problems, spelling errors.
Incorporate cultural assessments. One of the first things that we need to do as health educators is to include
a cultural assessment into all program needs assessments.
Incorporate cultural values, beliefs, and practices into programs. Health education interventions that have no
relevance to the target community will not succeed. Along with information gathered from Western-
style medicine, we need to include information that is relevant to the community. Whenever possible
provide a contrast between the Western and non-Western approaches to health and illness, beliefs, and
practices (Kim, McLeod, & Shantzis, 1992). Be careful not to show reverence for one and disdain for
the other.
Involve members of the target group in the planning and decision-making process. The participants may
include healers, informal leaders, and community organizers.
Accommodate different learning styles. As health educators, we cannot afford to forget that not everyone
learns in the same manner. Some people like to read, others to explore on their own, and others to be
shown. Be sure to incorporate activities that address the different learning styles that are likely to be
found in your target group.
Make a commitment to multiculturalism. No one can ask you to change your beliefs any more than you can
ask someone else to change his or hers. In working with diverse groups, however, it is important to have
a good understanding of one’s own culture, stereotypes, and, in some cases, prejudices. Only when we
can be honest with ourselves can we reach members of other ethnic groups or, in some cases, members of
our own ethnic group who may not fit our socioeconomic profile (Airhihenbuwa, 1995).
Work within existing social networks. Needs assessment data should yield information about existing
groups and support in the community. Involving as many of them as possible makes it easier to work
with the community rather than on the community.
Bring information back to the target audience. One of the greatest, and accurate, criticisms of university-
based health educators is that they use people—in other words, they collect data and publish their
results, but do little for the people who contributed to the data collection process, and then they retreat
to their ivory tower. Although it is important to share the knowledge gained through our interventions
with the scientific community, it is just as important to share the findings with the target community.
These findings must be presented in a way that is useful to the community and furthers the
empowerment process.
Understand traditional health beliefs. Each of us, regardless of cultural heritage, holds numerous health
beliefs. In North America, we tend to recommend that people who have flu-type symptoms eat chicken
soup and get plenty of rest. Members of the Hmong culture believe that epilepsy is caused by ancestral
spirits that have entered the body. Members of the Greek culture believe in the Mati or the evil eye—the
belief that individual misfortune is caused by the envy of another. Greeks refer to envious people as
having the ability to cast the evil eye on a person with good fortune (one of wealth, beauty, or good
health, for example). The curse of the evil eye is broken by reciting a secret prayer, which is received
from an older relative of the opposite sex, or performing the sign of the cross and spitting in the air three
times. Understanding and respecting those beliefs will make the practice of health education in a
multicultural setting much easier.
Respect religious beliefs. The kahuna lapa’au in Hawaiian traditions helps people heal with the aid of a
helping spirit known as the Akau (Mokuau & Tauili’ili, 1992). Similarly, Confucian ideology,
Buddhism, and Taoism influence some Asian cultures (Hoylord, 2002). Although most of us in the
United States value a separation of church and state, several groups do not make that distinction. We
must be careful not to offend or contradict the religious beliefs that the target population holds.
Make it easy for the target audience to participate. This applies the principle of the golden rule, which
requires health educators to make their programs as user friendly as possible. Bring the program to the
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residences of the target audience, employ bilingual experts, or hold the program after work hours. Each
of these steps shows respect and will increase your ability to reach the target audience.
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Conclusion
Rapid demographic changes have contributed to the development of health disparities among some segments
of the population. Issues related to access, language, and history may play a role in people’s ability to avail
themselves of health education programs. This chapter presents information related to the six priority areas
the CDC has identified as requiring immediate attention to decrease health disparities. The information
presented in this chapter can be used as the basis for not only supporting the goals denoted in Healthy People
2020, but also for developing health education and prevention programs designed to reach diverse groups
while contributing to the elimination of health disparities.
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Points to Remember
Optimal health is not only the absence of disease or infirmity but also the result of a person’s cultural
background, race and ethnicity, educational level, and access to health care.
Despite medical advances in health care and medical treatments, not everyone has access to the same
services.
Healthy People 2020 makes addressing health disparities a national priority for the next decade.
Knowing yourself is an important skill to have in order to deliver health education to diverse groups.
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Case Study
A Vietnamese person who survived the war has come to the United States and during the past five years has
become a struggling family business owner. Recently he experienced chest problems but has not gone to the
doctor because he does not have health insurance, and at 162 percent of the federal poverty line, he does not
quality for government assistance. After several months of dealing with the issue with traditional remedies, his
partner has finally convinced him to seek help, so he comes to you, a health educator.

1. When a person is hesitant in bringing up health issues, what is the first step you should take as a
health educator to assist him or her?
2. What are some of the issues you must deal with?
3. How prepared are you to deal with those issues?
4. Do you need more information? If so, what additional information do you need? Be specific.
5. Knowing what you know, outline how you could best help this person. Provide a rationale for your
response.
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KEY TERMS
Ageism
Health disparity
Health equity
Place
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CHAPTER 4

COMPLEMENTARY AND ALTERNATIVE
MEDICINE IN CULTURALLY COMPETENT

HEALTH EDUCATION

Helda Pinzon-Perez

LEARNING OBJECTIVES
After completing this chapter, you will be able to

Recognize the similarities and differences among complementary healing, alternative medicine, and
holistic health.
Learn statistical data regarding the use of CAM in the United States.
Identify complementary and alternative medicine practices in racial and ethnic groups.
Discuss the impact of complementary healing, alternative medicine, and holistic health on the practice
of culturally competent health education.
Identify the potential challenges and future applications of complementary healing, alternative
medicine, and holistic health for health educators.

With the emergence of such health-related fields as complementary and alternative medicine (CAM), a new
body of knowledge is expanding the horizons of health educators’ practice. Culturally competent health
educators need to understand the value of scientific and cultural constructs related to alternative forms of
healing.

Health educators are being called on to explore their role in educating the public at large about
complementary and alternative medicine, holistic health, and integrative medicine or healing (Johnson &
Johnson, 2004). This chapter provides an overview of the principles involved in the practice of complementary
healing, alternative medicine, and holistic health, as well as a description of the use of these modalities in the
United States and worldwide. It includes a description of common CAM modalities in racial and ethnic
groups in the United States and presents an analysis of the applications and future challenges for health
education posed by these emerging fields.

holistic health
Practices oriented toward an integration of the body, the mind, the spirit, and the environment

integrative medicine or healing
A multidisciplinary process that has resulted in benefits such as improved clinical outcomes, reduction in hospital days, decreased
hospitalizations, decreased pharmacological costs, and fewer outpatient surgeries
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Use of CAM
The 2007 statistics on the use of CAM, gathered through the National Health Interview Survey (NHIS),
indicate that 38.3 percent of the adult population and 12 percent of children in the United States use CAM
therapies. These statistics were published in December 2008 by the National Center for Complementary and
Alternative Medicine (NCCAM) and the National Center for Health Statistics from the Centers for Disease
Control and Prevention. The 2007 NHIS collected information from 23,393 people aged 18 years or older
and 9,417 children and adolescents younger than 18. The results indicated an increase of 2.3 percent in the
use of CAM by adults as compared to the 2000 results (NCCAM, 2008a). Selected results of this study are
presented in box 4.1.

BOX 4.1 USE OF COMPLEMENTARY AND
ALTERNATIVE MEDICINE
Following are selected results of the 2007 National Health Interview Survey: Complementary and
Alternative Medicine Use in the Past Twelve Months among Adults in the United States.
In Adults

CAM use in the adult population is higher for women and people with high levels of education.
The most commonly used CAM practices by adults are nonvitamin and nonmineral natural
products.
An increased use of deep breathing exercises, therapy, and yoga was documented in the 2007 survey.
The use of CAM therapies for head or chest colds decreased since 2002.
By gender, 33.5 percent of male respondents and 48.2 percent of female respondents indicated their
use of CAM therapies.
By education, 20.8 percent of CAM users had less than a complete high school education; 31.0
percent were high school graduates or GED recipients; 45.0 percent had some college studies; 47.2
percent had an associate of arts degree; 49.6 percent had a bachelor of arts or science degree; and
55.4 percent had a master’s, doctorate, or professional degree.
By age, the highest use of CAM was in the age group 50 to 59 years old (44.1 percent), followed by
the 60 to 69 group (41 percent), 40 to 49 group (40.1 percent), 30 to 39 group (39.6 percent), 18 to
29 group (36.3 percent), 70 to 84 group (32.1 percent), and 85 years and over (24.2 percent).
By poverty status, 28.9 percent of respondents who used CAM were in the “poor” group, 30.9
percent in the “near-poor” group, and 43.3 percent in the “not poor” group.
By marital status, 36.0 percent of CAM users were never married, 37.6 percent were married, and
38.1 percent were cohabitating, 38.5 percent were divorced or separated, and 26.1 percent were
widowed.
By health insurance coverage, among those who were under 65 years, 42.7 percent had private
insurance, 30.6 percent had public insurance, and 31.5 percent were uninsured. Among those who
were 65 and over, 37.1 percent had private insurance, 29.1 percent had public insurance, and 11.1
percent were uninsured.
The most common CAM therapies that adults reported using in the 2007 survey are natural
products (17.7 percent), deep breathing (12.7 percent), meditation (9.4 percent),
chiropractic/osteopathic (8.6 percent), massage (8.3 percent), yoga (6.1 percent), diet-based
therapies (3.6 percent), progressive relaxation (2.9 percent), guided imagery (2.2 percent), and
homeopathic treatment (1.8 percent).
The therapies that showed a significant increase in the 2007 survey as compared to the 2002 survey
were deep breathing (11.6 percent in 2002, 12.7 percent in 2007), meditation (7.6 percent in 2002,
9.4 percent in 2007), massage (5 percent in 2002, 8.3 percent in 2007), and yoga (5.1 percent, 6.1
percent).
The most commonly used natural products reported in the 2007 survey were fish oil/omega 3 (37.4
percent), glucosamine (19.9 percent), echinacea (19.8 percent), flaxseed oil/pills (15.9 percent), and
ginseng (14.1 percent).
Among adults, the diseases and conditions for which CAM is used for are back pain (17.1 percent),
neck pain (5.9 percent), joint pain (5.2 percent), arthritis (3.5 percent), anxiety (2.8 percent), and
cholesterol (2.1 percent).
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An estimated 83 million adults spent $ 33.9 billion out-of-pocket for alternative therapies.
In Children

The use of CAM therapies is greater for children whose parents have used CAM (23.9 percent), for
children whose parents have more than a high school diploma (14.7 percent), and whose families
delayed conventional care because of a concern with cost (16.9 percent).
Most use of CAM therapies is by adolescents ages 12 to 17 (16.4 percent) as compared to younger
children.
The most common CAM therapies used by children are natural products (3.9 percent), chiropractic
and osteopathic (2.8 percent), deep breathing (2.2 percent), yoga (2.1 percent), homeopathic
treatments (1.3 percent), and traditional healers (1.1 percent).
The most common natural products used by children are echinacea (37.2 percent), fish oil/omega 3
(30.5 percent), combination herb pills (17.9 percent), and flaxseed oil/pills (16.7 percent).
The diseases and conditions for which CAM is used in children include back or neck pain (6.7
percent), head or chest cold (6.6 percent), anxiety/stress (4.8 percent), other musculoskeletal
condition (4.2 percent), attention deficit hyperactivity disorder (2.5 percent), and insomnia (1.8
percent).
The use of CAM therapies by ethnicity is: white children (12.8 percent), Hispanic children (7.9
percent), and black children (5.9 percent).

Sources: National Center for Complementary and Alternative Medicine (2008a); Barnes, Bloom, and Nahin (2008).

Pearson, Johnson, and Nahin (2006) stated that over 1.6 million Americans use CAM practices for
insomnia or sleeping disorders. Of those, 65 percent use herbal products, and 39 percent use mind-body
therapies. Barnes, Powell-Griner, McFann, and Nahin (2004) found that CAM has most commonly been
used to treat low-back pain, neck-related problems, joint pain, and depression. Other uses they mentioned are
the treatment of sinusitis (1.2 percent), cholesterol problems (1.1 percent), asthma (1.1 percent), hypertension
(1.0 percent), and menopause (0.8 percent).

According to the 2007 NHIS, 11.2 percent of the total out-of-pocket health care expenses is associated
with CAM use. In addition, 354 million visits were done to consult CAM providers, and 835 million
purchases were associated with CAM products and services, as well as $33.9 billion spent out-of-pocket by
US adults on CAM visits (National Center for Complementary and Alternative Medicine, 2008b). In
contrast, the 2002 NHIS revealed that 19 percent of US adults used herbal medicine, functional foods such as
garlic, and animal-based supplements such as glucosamine during the twelve months preceding the survey.
Among the natural products most often used by respondents were echinacea (40.3 percent), ginseng (24.1
percent), ginkgo biloba (21.1 percent), and garlic supplements (19.9 percent) (Barnes et al., 2004).
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Definitions of Concepts in Nontraditional Healing
Health educators need to have a clear understanding of each of the terms used in nontraditional healing,
including complementary and alternative medicine, conventional medicine, integrative medicine or healing, holistic
health, and folk and traditional medicine. Understanding what each of these areas encompasses is important for
health educators because they are educational agents with whom consumers of nontraditional healing will
consult for clarification.

folk and traditional medicine
The treatment of illnesses through remedies and therapies that are based on experience and knowledge transmitted throughout
generations in an apprenticeship model

CAM is defined by the National Center for Complementary and Alternative Medicine (NCCAM, 2011a)
as the medical and health care practices, systems, and products that are not included yet in the conventional,
Western, allopathic medicine delivery system and are now in the process of being studied under rigorous
scientific inquiry.

Conventional medicine, also known as allopathic care or biomedicine, has been defined as the body of
scientific knowledge practiced by doctors of medicine, doctors of osteopathic medicine, and allied health
professionals such as psychologists, physical therapists, and registered nurses, among others (NCCAM,
2011a). Health educators have been active educational agents in the field of conventional medicine. They now
need to increase their presence in CAM areas.

Complementary medicine and alternative medicine are terms with distinct meanings. Complementary medicine
describes practices used simultaneously with conventional medicine (NCCAM, 2011a), for example, the use
of aromatherapy following surgery to alleviate discomfort. In contrast, alternative medicine is used instead of
conventional medicine, as in the case of using a specific diet for the therapeutic treatment of cancer instead of
using chemotherapy (NCCAM, 2011a). Health educators with multiple interests may initially find less
resistance to becoming professionally involved in complementary medicine. They may find that health care
professionals have less initial resistance to becoming involved in complementary medicine because it
acknowledges the value of both conventional and traditional healing.

complementary medicine
Practices used simultaneously with conventional medicine

alternative medicine
Practices used instead of conventional medicine, as in the case of a specific diet for the therapeutic treatment of cancer instead of
using chemotherapy

Traditional medicine is defined by the World Health Organization (WHO, 2008) as the group of practices
that incorporates knowledge and skills that are culturally rooted in the theories, beliefs, and experiences of
indigenous groups aimed toward promotion of health, prevention of disease, and treatment of physical and
mental illnesses. Traditional medicine employs indigenous health traditions and cultural healing constructs
involving the use of plants, animal remedies, mineral-based medicines, and spiritual means. According to
WHO (2008), traditional medicine practices employed by groups outside the indigenous cultures are often
defined as alternative or complementary medicine.

Folk medicine is defined as the treatment of illnesses through remedies and therapies that are based on
experience and knowledge transmitted throughout generations in an apprenticeship model (WebMD, 2012).
Traditional and folk medicine have gained recognition among health educators because of their interest in
culturally competent health care. Conducting further studies on these forms of medicine is important for the
growth of the health education profession.

The NCCAM (2006a) also uses the term integrative medicine, which it defines as a combination of
conventional medical practices and CAM therapies. Integrative medicine systems promote the equal
importance and scientific value of mainstream and alternative healing mechanisms—for example, the
simultaneous use of massage therapy and conventional medications to alleviate low-back pain (NCCAM,
2006a).

Lemley (2012) defines integrative medicine as a healing-oriented medicine that looks at the individual in a
holistic manner and integrates elements of the body, the mind, and the spirit into the development of healthy
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lifestyles. According to Lemley, integrative medicine is based on six principles: (1) it involves a partnership
between the patient and the practitioner, (2) it involves conventional and alternative therapies based on the
needs of the client, (3) it facilitates the body’s natural healing, (4) it looks at conventional and alternative
medicine in a critical manner, (5) it acknowledges the value of science for both conventional and CAM
practices, and (6) it is offered by practitioners who are themselves committed to self-development.

The Consortium of Academic Health Centers for Integrative Medicine (2011) states that integrative
medicine is guided by evidence and provides patients with multiple therapeutic approaches to obtain optimal
healing and maximum well-being. This consortium calls for a comprehensive and compassionate health care
system that offers integrative services at the individual and community levels. The American Association of
Integrative Medicine (2006) adds that patients are the most important members of the medical team. No
current data exist on the number of practitioners and customers of integrative medicine. According to the
American Association of Integrative Medicine (2012), additional research in this area is greatly needed.

The various terms used to denote CAM were differentiated in 2002 by the National Center for
Complementary and Alternative Medicine. The clarification in the definition of terms such as holistic health,
folk medicine, and CAM was an effort to provide a clear basis for understanding CAM and other modalities
among health practitioners. Health educators ought to contribute toward the understanding of this new field
by becoming actively involved in research exploring the number of people using this modality, their reasons
for such use, and their experiences with it.

Pinzon-Perez (2005) has advocated for a broader understanding of these concepts and the use of more
inclusive terms such as holistic, complementary, alternative, and integrative healing. Currently, the focus on
medical practices denoted in terms such as complementary, alternative, and integrative medicine narrows the
scope of these practices and limits their applications to the field of medicine. There is a need to expand the
focus of these terms to embrace healing and thus to make them more applicable in fields such as health
education and allied health professions. Health education publications on holistic and integrative healing are
needed.

Patterson and Graf (2000) have described the relevance of integrating complementary and alternative
medicine into the health education curriculum. Chng, Neill, and Fogle (2003) have advocated for conducting
research on CAM and integrative medicine among college student populations and for exploring the
application of these terms in the field of health education.

Holistic health describes practices oriented toward an integration of the body, the mind, the spirit, and the
environment (NCCAM, 2011a). Holistic health should be an important domain in the field of health
education because this discipline ought to view health in a comprehensive manner.

Integrative medicine or healing refers to a multidisciplinary process that has resulted in benefits such as
improved clinical outcomes, reduction in hospital days, decreased hospitalizations, decreased pharmacological
costs, and fewer outpatient surgeries (Sarnat & Winterstein, 2004). Integrative healing is comprehensive and
multisectorial.

Health educators need to conduct more studies to expand the understanding of these conceptual definitions
and their applications to health education. It is important that health educators create a body of knowledge
unique to the domains and needs of the health education practice. Some recommendations for health
educators in this regard are conducting research on holistic health and integrative healing; expanding the
competencies and responsibilities of health educators to address newly emerging fields such as CAM,
integrative healing, and holistic health; and designing culturally appropriate strategies to educate individuals
and communities on these new forms of healing.
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Modalities of CAM
The NCCAM (2011a) groups CAM practices into four categories:

Natural products, which include herbal medicines, also known as botanicals, vitamins, minerals, and
probiotics. Many of these natural products are commercialized as dietary supplements.
Mind and body medicine, which focuses “on the interactions among the brain, body, and behavior, with
the intent to use the mind to affect physical functioning and promote health” (NCCAM, 2011a). This
category includes practices such as meditation, yoga, acupuncture, deep-breathing exercises, guided
imagery, hypnotherapy, progressive relaxation, qi gong, and tai chi.
Manipulative and body-based practices, which “focus primarily on the structures and systems of the body,
including the bones and joints, soft tissues, and circulatory and lymphatic systems” (NCCAM, 2011a)—
for example, spinal manipulation, osteopathic manipulation, and massage therapy.
Other CAM practices, which includes various subcategories—for example:

Movement therapies such as the Feldenkrais method, Alexander technique, pilates, Rolfing structural
integration, and Trager psychophysical integration.
Practices embraced by traditional healers.
Manipulation of energy fields such as in magnet therapy, light therapy, Reiki, and healing touch.
Whole medical systems such as ayurveda, homeopathy, traditional Chinese medicine, and
naturopathy (NCCAM, 2011a).

In the past, the National Center for Complementary and Alternative Medicine divided CAM therapies
into five major categories, set out in box 4.2, based on mechanisms of action and modalities of treatment.

BOX 4.2 CATEGORIES OF CAM PREVIOUSLY USED
BY NCCAM

Whole Medical Systems
Whole medical systems are built on complete systems of theory and practice. Often these systems have
evolved apart from and earlier than the conventional medical approach used in the United States.
Examples of whole medical systems that have been developed in Western cultures include
homeopathic medicine and naturopathic medicine. Examples of systems that have been developed in
non-Western cultures include traditional Chinese medicine and Ayurveda.

Mind-Body Medicine
Mind-body medicine uses a variety of techniques designed to enhance the mind’s capacity to affect
bodily function and symptoms. Some techniques that were considered CAM in the past have become
mainstream (e.g., patient support groups and cognitive-behavioral therapy). Other mind-body
techniques are still considered CAM, including meditation, prayer, mental healing, and therapies that
use creative outlets such as art, music, or dance.

Biologically Based Practices
Biologically based practices in CAM use substances found in nature, such as herbs, foods, and
vitamins. Some examples are dietary supplements, herbal products, and the use of other so-called
natural but as yet scientifically unproven therapies (e.g., using shark cartilage to treat cancer).

Manipulative and Body-Based Practices
Manipulative and body-based practices in CAM are based on manipulation or movement of one or
more parts of the body–for example, chiropractic or osteopathic manipulation, and massage.

Energy Medicine
Energy therapies involve the use of energy fields. They are of two types:

Biofield therapies, intended to affect energy fields that purportedly surround and penetrate the
human body. The existence of such fields has not yet been scientifically proven. Some forms of
energy therapy manipulate biofields by applying pressure or manipulating the body by placing the
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hands in, or through, these fields. Examples include qi gong, Reiki, and therapeutic touch.
Bioelectromagnetic-based therapies, which involve the unconventional use of electromagnetic fields,
such as pulsed fields, magnetic fields, or alternating-current or direct-current fields.

Source: NCCAM (2007a).

CAM modalities studied in the 2007 NHIS were related to (1) biologically based therapies, which included
chelation therapy; nonvitamin, nonmineral natural products; and diet-based therapies; (2) mind-body
therapies, which included biofeedback, meditation, guided imagery, progressive relaxation, deep breathing
exercises, hypnosis, yoga, tai chi, and qi gong; (3) alternative medical systems, which included acupuncture,
Ayurveda, homeopathic treatment, naturopathy, and traditional healers; and (4) manipulative and body-based
therapies, which included chiropractic or osteopathic manipulation, massage, and movement therapies (Barnes
et al., 2008).

Barnes et al. (2008) presented the definitions of CAM modalities used for the 2007 NHIS conducted by
the Centers for Disease Control and Prevention’s (CDC) National Center for Health Statistics (NCHS).
These definitions are presented in box 4.3. Box 4.4 displays the definitions of traditional and folk modalities
of CAM used in the 2007 NHIS.

BOX 4.3 SELECTED MODALITIES OF CAM AS
DEFINED FOR THE 2007 NHIS

Acupuncture: A family of procedures involving stimulation of anatomical points on the body by a
variety of techniques. American practices of acupuncture incorporate medical traditions from China,
Japan, Korea, and other countries. The acupuncture technique that has been most studied
scientifically is penetrating the skin with thin, solid, metallic needles that are manipulated by the
hands or by electrical stimulation.
Alexander technique: A movement therapy that uses guidance and education on ways to improve
posture and movement. The intent is to teach a person how to use muscles more efficiently in order
to improve the overall functioning of the body. Examples of the Alexander technique as CAM are
using it to treat low-back pain and the symptoms of Parkinson’s disease.
Atkins diet: A diet that emphasizes a drastic reduction in the daily intake of carbohydrates (40 grams
or less), countered by an increase in protein and fat.
Ayurveda: A system of medicine that originated in India several thousand years ago. A chief aim of
ayurvedic practices is to cleanse the body of substances that can cause disease and thereby help
reestablish harmony and balance. In the United States, Ayurveda is considered a type of CAM and a
whole medical system.
Biofeedback: Uses simple electronic devices to teach clients how to consciously regulate bodily
functions, such as breathing, heart rate, and blood pressure, in order to improve overall health.
Biofeedback is used to reduce stress, eliminate headaches, recondition injured muscles, control
asthmatic attacks, and relieve pain.
Chelation therapy: A chemical process in which a substance is used to bind molecules, such as metals
or minerals, and hold them tightly so that they can be removed from a system such as the body.
Chiropractic care: This care involves the adjustment of the spine and joints to influence the body’s
nervous system and natural defense mechanisms to alleviate pain and improve general health. It is
primarily used to treat back problems, headaches, nerve inflammation, muscle spasms, and other
injuries and traumas.
Deep breathing: Slow and deep inhalation through the nose, usually to a count of 10, followed by
slow and complete exhalation for a similar count. The process may be repeated five to ten times
several times a day.
Energy healing therapy: The channeling of healing energy through the hands of a practitioner into
the client’s body to restore a normal energy balance and therefore health. It has been used to treat a
wide variety of ailments and health problems and is often used in conjunction with other alternative
and conventional medical treatments.
Guided imagery: A series of relaxation techniques followed by the visualization of detailed images,
usually calm and peaceful in nature. If used for treatment, individuals will visualize their body free of
the specific problem or condition. Sessions are typically twenty to thirty minutes in length and may
be practiced several times a week.
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Homeopathy: A system of medical practices based on the theory that any substance that can produce
symptoms of disease or illness in a healthy person can cure those symptoms in a sick person. For
example, someone suffering from insomnia may be given a homeopathic dose of coffee.
Administered in diluted form, homeopathic remedies are derived from many natural sources,
including plants, metals, and minerals.
Hypnosis: An altered state of consciousness characterized by increased responsiveness to suggestion.
The hypnotic state is attained by first relaxing the body and then shifting attention toward a narrow
range of objects or ideas suggested by the hypnotist or hypnotherapist.
Macrobiotic diet: A diet low in fat that emphasizes whole grains and vegetables and restricts the
intake of fluids. Of particular importance is the consumption of fresh, unprocessed foods.
Massage: A manipulation of muscle and connective tissue to improve the function of those tissues
and promote relaxation and well-being.
Meditation: A group of techniques, most of which started in Eastern religious or spiritual traditions,
whereby a person learns to focus attention and suspend the stream of thoughts that normally occupy
the mind.
Naturopathy: An alternative medical system proposing that there is a healing power in the body that
establishes, maintains, and restores health. Practitioners work with the patient with a goal of
supporting this power through treatments such as nutrition and lifestyle counseling, dietary
supplements, medicinal plants, exercise, homeopathy, and treatments from traditional Chinese
medicine.
Nonvitamin, nonmineral, natural products: Products taken by mouth that contain a dietary ingredient
intended to supplement the diet other than vitamins and minerals. Examples include herbs or herbal
medicine (as single herbs or mixtures), other botanical products such as soy or flax products, and
dietary substances such as enzymes and glandulars.
Osteopathic manipulation: A full-body system of hands-on techniques to alleviate pain, restore
function, and promote health and well-being.
Qi gong: An ancient Chinese discipline combining the use of gentle physical movements, mental
focus, and deep breathing directed toward specific parts of the body. The exercises are normally
performed two or more times a week for thirty minutes at a time.
Reiki: An energy medicine practice that originated in Japan. The practitioner places his or her hands
on or near the person receiving treatment, with the intent to transmit ki, believed to be life force
energy.
Tai chi: A mind-body practice that originated in China as a martial art. A person doing tai chi
moves his or her body slowly and gently while breathing deeply and meditating (tai chi is sometimes
called moving meditation).
Yoga: Combines breathing exercises, physical postures, and meditation to calm the nervous system
and balance body, mind, and spirit. Usually performed in classes, with sessions conducted once a
week or more and roughly lasting forty-five minutes each.

Source: Barnes et al. (2008).

Boxes 4.2, 4.3, and 4.4 provide important theoretical definitions for health educators that will enhance their
ability to deliver health education about CAM effectively. The responsibilities and competencies delineated by
the National Commission for Health Education Credentialing (2008b) are directly linked to health educators’
knowledge of concepts and theories. Responsibilities such as acting as a resource person in health education
and communicating health and health education needs, concerns, and resources related to CAM require
health educators to have a solid understanding of these operational and theoretical definitions.

BOX 4.4 TRADITIONAL AND FOLK MODALITIES
OF CAM USED IN THE 2007 NHIS.

Botanica: A traditional healer who supplies healing products, sometimes associated with spiritual
interventions.
Curandero: A type of traditional folk healer. Originally found in Latin America, they specialize in
treating illness through the use of supernatural forces, herbal remedies, and other natural medicines.
Espiritista: A traditional healer who assesses a patient’s condition and recommends herbs or religious
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amulets in order to improve this person’s physical or mental health or to help him or her overcome a
personal problem.
Hierbero or Yerbera: A traditional healer or practitioner with knowledge of the medicinal qualities of
plants.
Native American healer or medicine man: A traditional healer who uses information from the spirit
world in order to benefit the community. People see Native American healers for a variety of
reasons, but especially to find relief or a cure from illness or to find spiritual guidance.
Shaman: A traditional healer who is said to act as a medium between the invisible spiritual world and
the physical world. Most shamans gain knowledge through contact with the spiritual world and use
the information to perform tasks such as divination, influencing natural events, and healing the sick
or injured.
Sobador: A traditional healer who uses massage and rub techniques in order to treat patients.
Traditional healer: Someone who employs any one of a number of ancient medical practices that are
based on indigenous theories, beliefs, and experiences handed down from generation to generation.
Yerbera: See Hierbero.

Source: Barnes et al. (2008).

The Competencies Update Project (CUP), undertaken between 1998 and 2004 by the American
Association for Health Education, the National Commission for Health Education Credentialing, and the
Society for Public Health Education, delineated the role of the health educator as a three-tiered hierarchical
model. This new framework defined the responsibilities and competencies of health educators based on their
level of practice (National Commission for Health Education Credentialing, 2007).

Entry-level health educators, defined as those with a bachelor’s or master’s degree and fewer than five years
of experience, need to expand their body of knowledge on the types and modalities of CAM. Advanced level 1
health educators, those with a bachelor’s or master’s degree and five years or more of experience, ought to
engage in the design, implementation, and evaluation of educational programs related to CAM. Advanced
level 2 health educators, defined as those with a doctoral degree and five or more years of experience, ought to
engage in research projects and scientific discovery related to CAM.
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CAM in Racial and Ethnic Groups
The use of CAM varies by cultural group. A study on breast cancer conducted by Lee (cited by Jones, 2001)
revealed that half of the women in the study used at least one type of alternative medicine and one-third used
two types. The types of CAM used by participating females varied among cultural groups: African-American
women used spiritual healing methods (36 percent), Hispanic/Latino women used nutritional therapies (30
percent) and spiritual healing (26 percent), Chinese women used herbal remedies (22 percent), and white
women used dietary therapies (35 percent) and massage and acupuncture (21 percent) (Jones, 2001).

The results of the 2007 NHIS indicated that by ethnicity, the highest use of CAM therapies was in
American Indian/Alaska Natives (50.3 percent), followed by Native Hawaiian and other Pacific Islanders
(43.2 percent), non-Hispanic whites (43.1 percent), Asians (39.9 percent), blacks or African Americans (25.5
percent), and Hispanics (23.7 percent) (Barnes et al., 2008). Additional information on the use of CAM
therapies by racial and ethnic groups is described below.
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African Americans
Of the blacks/African Americans responding to the 2007 NHIS, 25.5 percent indicated they used CAM
therapies: 12.3 percent used biologically based therapies, 14.8 percent used mind-body therapies, 1.4 percent
used alternative medical systems, 0.2 percent used energy healing therapies, and 6.5 percent used manipulative
and body-based therapies (Barnes et al., 2008). According to Spector (2009), examples of CAM remedies
used by black populations include the use of asafetida worn around the neck to prevent infectious diseases, the
use of copper and silver bracelets worn on the wrist of baby girls to prevent illness until young childhood, and
the use of sassafras tea for the treatment of respiratory illnesses.
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Latinos/Hispanics
In the 2007 NHIS, 3.7 percent of Hispanic respondents revealed their use of CAM: 11.8 percent used
biologically based therapies, 10.6 percent used mind-body therapies, 3.0 percent used alternative medical
systems, 0.1 percent used energy healing therapies, and 6.7 percent used manipulative and body-based
therapies (Barnes et al., 2008). According to Spector (2009), CAM practices among Hispanic/Latino
populations are highly influenced by religious beliefs and theories such as the hot and cold origin of ailments.
In this theory, disease is the result of an imbalance of the body’s main humors: hot and cold. For
Latinos/Hispanics, cold diseases such as asthma should be treated with hot remedies such as herbal products
and massage. Hot diseases such as diabetes and hypertension should be treated with cold remedies such as
nopal and aloe vera juice (Spector, 2009). Examples of CAM practices in this group include visiting shrines,
offering prayers, consultation with holistic healers, use of parteras (midwives), treatment by sobanderos
(massage healers) and hueseros (bone settlers) and use of camomile, spearmint, orange leaves, and sweet basil
teas and infusions (Spector, 2009).

Within the Hispanic or Latino origin group in the 2007 NHIS, 29.7 percent of the adult Puerto Ricans
respondents used CAM therapies, followed by Dominicans (28.2 percent), Mexican Americans (27.4
percent), Central or South Americans (23.4 percent), Cuban or Cuban Americans (22.9 percent), and
Mexicans (18.2 percent). In addition, the 2007 survey revealed that Puerto Ricans and Mexican Americans
were more likely than Mexican adults to use biologically based CAM therapies or manipulative and body-
based therapies (Barnes et al., 2008).

Among Puerto Ricans who used CAM, 14.2 percent used biologically based therapies, 16.8 percent used
mind-body therapies, 2.4 percent used alternative medical systems, and 7.6 percent used manipulative and
body-based therapies (Barnes et al., 2008). Flores-Pena and Evanchuck (1994) mentioned that Santeria and
the use of botanicas are common among Puerto Rican populations. Santeros use storytelling and prayers to
saints as a mechanism to restore health. Botanicas are small stores where people can purchase herbs,
ointments, and incense prescribed by santeros or spiritual healers (Spector, 2009).

Among Mexicans who used CAM, 8.9 percent used biologically based therapies, 6.9 percent used mind-
body therapies, 3.9 percent used alternative medical systems, and 4.1 percent used manipulative and body-
based therapies (Barnes et al., 2008). Among Mexican Americans who used CAM, 14.0 percent used
biologically based therapies, 11.6 percent used mind-body therapies, 2.1 percent used alternative medical
systems, and 7.9 percent used manipulative and body-based therapies (Barnes et al., 2008). According to
Tafur, Crowe, and Torres (2009) Mexicans and Mexican Americans use traditional healing practices
associated with curanderismo for folk illnesses such as mal de ojo (evil eye or bad eye), caida de la mollera (fallen
anterior fontanelle), and envidia (envy).

Among Cuban or Cuban Americans who used CAM, 11.2 percent used biologically based therapies, 14.1
percent used mind-body therapies, and 8.5 percent used manipulative and body-based therapies (Barnes et al.,
2008). Appelbaum et al. (2006) stated that Cubans are worldwide leaders in the use of natural and traditional
medicine. According to these authors, practices that Cubans use and are taught in medical schools include
herbal therapies, acupuncture, moxibustion, massage, mind-body modalities, and hypnosis.

Among Dominicans who use CAM, 12.3 percent used biologically based therapies, 18.5 percent used
mind-body therapies, and 5.3 percent used manipulative and body-based therapies (Barnes, 2008). In writing
on medicinal plants used in the east region of the Dominican Republic, Portorreal Liriano (2011) noted that
Dominicans primarily use herbal medicine for the treatment of ailments. Some of the plants that this group
use include albahaca morada (known in English as opal basil) for gastrointestinal concerns, pana (breadfruit)
tree for low back pain, artemesia for menstrual disorders, anamu for the prevention of infection and to heal
wounds, and apasote (epizote) for parasitic diseases and as an antibacterial.

Among Central or South Americans who use CAM, 18.2 percent used biologically based therapies, 10.0
percent used mind-body therapies, 3.5 percent used alternative medical systems, and 7.4 percent used
manipulative and body-based therapies (Barnes et al., 2008). According to Fontaine (2011), Central and
South Americans use a variety of CAM therapies, such as consultation with holistic healers, the use of herbs
and nutritional supplements, as well as prayer, meditation, and massage.
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Whites
In the 2007 NHIS, 43.1 percent of white respondents said they used CAMs: 22.7 percent used biologically
based therapies, 21.4 percent used mind-body therapies, 3.7 percent used alternative medical systems, 0.7
percent used energy healing therapies, and 18.7 percent used manipulative and body-based therapies (Barnes
et al., 2008). According to Spector (2009), this group includes healing traditions from people with German,
Irish, English, Italian, Polish, French, and Scottish ancestries. Examples of CAM practices used by this group
include naturopathy, diet-based therapies, biofeedback, chiropractic, meditation, and home remedies such as
peppermint and cinnamon teas, castor oil, onion poultices, and honey.
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Asians and Pacific Islanders
This group is divided into two major categories in the 2007 NHIS. The first group is composed of non-
Hispanic Asians. In the 2007 NHIS, 39.9 percent of Asian respondents stated their use of CAM: 19.6
percent used biologically based therapies, 23.4 percent used mind-body therapies, 5.4 percent used alternative
medical systems, 0.3 percent used energy healing therapies, and 11.1 percent used manipulative and body-
based therapies. The second group is composed of Native Hawaiians and other Pacific Islanders: 43.2 percent
of respondents indicated their use of CAM. Within this group, 26.1 percent used biologically based therapies,
and 24.5 percent used mind-body therapies (Barnes et al., 2008). Fontaine (2011) and Spector (2009)
explained the importance of understanding the yin (representing the female, negative energy) and yang
(representing the male, positive energy) in the genesis and management of disease. The group of Asian and
Pacific Islanders uses CAM practices such as Tai Chi, Ayurveda, massage, acupuncture, moxibustion,
cupping, coining, and traditional Chinese medicine. Tai chi, Ayurveda, massage, and acupuncture are defined
in Box 4.3. Moxibustion involves the application of heat coming from a dried plant; cupping refers to applying
a hot cup to the skin to create suction; and coining refers to rubbing the edge of a coin in the skin to produce
therapeutic heat (Spector, 2009; Fontaine, 2011).
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American Indian and Alaska Natives
In the 2007 NHIS, 50.3 percent of American Indian and Alaska Native respondents used CAM: 23.7 percent
used biologically based therapies, 23.3 percent used mind-body therapies, 13.2 percent used alternative
medical systems, and 13.4 percent used manipulative and body-based therapies (Barnes et al., 2008).
According to Fontaine (2011), spirituality and natural medicine are core concepts of CAM use among
American Indian and Alaska Natives. Examples of CAM practices in this group include smudging, sweat
lodges, drumming and chanting, dancing, acupressure, use of herbs, and consultations with medicine women
and medicine men.
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Summary
Although there are some differences in CAM use by cultural groups, the 2007 NHIS statistics on the use of
CAM revealed that the most commonly used therapies across cultural groups in the United States are
nonvitamin, nonmineral natural products (17.7 percent) and deep breathing exercises (12.7 percent) (Barnes
et al., 2008). Therapies such as acupuncture for back pain, insomnia, and smoking cessation; massage for
musculoskeletal problems; and meditation for depression and anxiety are commonly used by all groups
regardless of race or ethnicity (NCCAM, 2008a).

At the international level, a review of the use of traditional, complementary, and alternative medicine
among 123 member states of the WHO revealed that CAM and traditional medicine are widely used around
the world. In Africa, over 80 percent of Ethiopians use traditional medicine. In the Americas, a 1999 study
revealed that 70 percent of Canadians have used one or more natural health products. In the Eastern
Mediterranean region, 70 percent of the Pakistani rural population has used CAM and traditional medicine.
In Europe, one-eighth of the British population has tried complementary or alternative medicine, and 90
percent of them are ready to use it again. In Southeast Asia, 70 percent of rural Indonesians have used CAM
practices. In the Western Pacific region, 95 percent of Chinese hospitals have units for traditional medicine
(WHO, 2001).

According to WHO (2001), the most commonly cited reasons for the use of these healing practices around
the world are that they are more affordable, more closely related to the patient’s ideology, and less paternalistic
than biomedicine. CAM and traditional medicine constitute important sources of medical care in various
nations around the globe.

Chan (2008), in an address to the WHO congress on traditional medicine, indicated that 60 percent of
children in some African regions are treated at home with herbal remedies. Robinson and Zhang (2011)
stated that 70 to 95 percent of the population in developing countries use traditional medicine for primary
care. For instance, it is estimated that 90 percent of the population in Ethiopia, 75 percent in Mali, 70 percent
in Rwanda, and 60 percent in Tanzania and Uganda use traditional medicine. In developed nations, 80
percent of the population in Germany, 70 percent in Canada, 49 percent in France, and 48 percent in
Australia use CAM (Robinson & Zhang, 2011).
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National Center for Complementary and Alternative
Medicine
The NCCAM, created in 1998, is the lead federal entity supporting scientific research initiatives in CAM
areas. Studies on the applications of holistic health and alternative medicine in areas of scientific discovery,
such as health education, medicine, social work, and nursing, have been supported by NCCAM. A precursor
agency, the Office for Alternative Medicine, existed from 1992 to 1998 (NCCAM, 2007b).

As one of the twenty-seven institutes and centers of the NIH, this agency promotes rigorous scientific
inquiries on healing practices, educates CAM researchers, and informs the public on the latest findings related
to CAM practices. The role and priorities of the NCCAM are presented in box 4.5.

The information in box 4.5 is particularly relevant for health educators within the framework of the new
responsibilities and competencies delineated by the Competencies Update Project. Responsibility VII states
that health educators should communicate and advocate for health and health education (Gilmore, Olsen,
Taub, & Connell, 2005). The NCCAM focus areas reveal a need for health educators to take an active and
leading role in advocating for the advancement of scientific research on CAM, sharing news and information
on emerging CAM practices, and supporting the integration of proven CAM therapies.

BOX 4.5 NCCAM ROLE AND PRIORITIES
NCCAM’s mission is to define, through rigorous scientific investigation, the usefulness and safety of
complementary and alternative medicine interventions and their roles in improving health and health
care. NCCAM achieves its mission through basic, translational (“bench-to-bedside”), and clinical
research; research capacity building and training; and education and outreach programs.
The NCCAM priorities are:

Advancing scientific research in the United States and around the world.
Supporting training opportunities for new researchers and encouraging experienced researchers to
study CAM.
Providing timely and accurate information about CAM research through a website, a national
information clearinghouse, fact sheets, a lecture series, continuing medical education models, and
publications.
Supporting rigorous and scientifically designed clinical trials to ensure the safety and effectiveness of
CAM therapies.
Building a scientific evidence base about CAM therapies, whether they are safe, and whether they
work for the conditions for which people use them and, if so, how they work.

Source: Adapted from NCCAM (2011a).

NCCAM provides funding for research centers intended to advance scientific knowledge on CAM. The
budget for this entity has continued to increase since it was established in 1996.

NCCAM now sponsors centers of excellence for research on CAM, developmental centers for research on
CAM, centers for dietary supplements research, and international centers for research on CAM. These
centers conduct basic and translational research, as well as observational studies and clinical investigations on
topics such as herbs, dietary supplements, antioxidants, polyphenols, Chinese herbal medicine, and
osteopathic manipulative treatment. The 2012 funding priorities of NCCAM include research on the impact
of CAM modalities in alleviating chronic pain syndromes, reducing inflammatory processes, maximizing
health and wellness, and improving quality of life (NCCAM, 2011b). In 2006, the CAM research priorities
were approaches to anxiety and depression; secondary prevention and management of hypertension,
atherosclerosis, and congestive heart failure; ethnomedicine; immune modulation and enhancement;
inflammatory bowel syndrome and irritable bowel syndrome; insomnia; liver diseases; obesity and metabolic
syndrome; infectious respiratory diseases; gender health; and health disparities (NCCAM, 2006b).

NCCAM also offers funding for training and educational programs at the undergraduate, graduate, and
postdoctoral levels. The focus of these training opportunities is the development of culturally competent
research and delivery systems for CAM. The health education profession needs to extend its body of
knowledge to new domains such as CAM. Health educators can find CAM research and training
opportunities at the NCCAM.
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CAM and Health Education
Health educators have embraced the concepts promoted by holistic health and integrative healing (Chng et
al., 2003). According to Pinzon-Perez (2005), the practice of health education is based on a holistic
understanding of human life and the multidimensional nature of health. Terms such as holistic health and
integrative medicine or healing are often found in the health education vocabulary and have become integral to
this practice.

Health educators are defined as practitioners who have scientific training in the design, development, and
evaluation of activities that help to improve the health of all people (NCHEC, 2008a). The NCHEC defines
certified health education specialists (CHES) as professionals who have met eligibility requirements and have
passed a competency-based examination on the seven areas of responsibility of health educators (NCHEC,
2008a). A new designation, master certified health education specialist (MCHES), is used for health
educators who have had multiple courses on health education, have fulfilled experience requirements, and
have an ongoing commitment to the advancement of health education as a professional field (NCHEC,
2008b). The emerging fields of CAM, holistic health, and integrative healing pose new challenges for CHES
and MCHES in the areas of advocacy, needs assessment, program planning, and program evaluation.
Multiple strategies for educating the public on CAM, in settings such as schools, communities, health care
facilities, businesses, colleges, and government agencies, need to be developed.

NCCAM has made a call to health professionals to educate the public on how to select a CAM provider.
Responsibility VI of the Responsibilities and Competencies of health educators says that these professionals
should act as resource persons in health education (NCHEC, 2008b). Health educators should be
knowledgeable about CAM so they can educate others. An important goal in this educational process is to
educate consumers on how to select CAM practitioners. Selecting the appropriate CAM provider will protect
consumers and increase the likelihood of success in treatment. The NCCAM guidelines for selecting a CAM
practitioner may need to be transmitted by health educators to their clients. These guidelines are presented in
box 4.6.

BOX 4.6 NCCAM GUIDELINES FOR SELECTING A
CAM PRACTITIONER

If you are seeking a CAM practitioner, speak with your primary health care provider(s) or someone
you believe to be knowledgeable about CAM regarding the therapy in which you are interested. Ask
if he or she has a recommendation for the type of CAM practitioner you are seeking.
Inquire about education, training, licenses, and certifications of the CAM provider. Compare the
practitioner’s qualifications with the training and licensing standards for that profession.
Make a list of CAM practitioners, and gather information about each one before making your first
visit. Ask basic questions about their credentials and practice. Where did they receive their training?
What licenses or certifications do they have? How much will the treatment cost?
Check with your insurer to see if the cost of therapy will be covered.
After you select a practitioner, make a list of questions to ask at your first visit. You may want to
bring a friend or family member who can help you ask questions and note answers.
Come to the first visit prepared to answer questions about your health history, including injuries,
surgeries, and major illnesses, as well as prescription medicines, vitamins, and other supplements
you may take.
Assess your first visit and decide if the practitioner is right for you. Did you feel comfortable with
the practitioner? Could the practitioner answer your questions? Did he or she respond to you in a
way that satisfied you? Does the treatment plan seem reasonable and acceptable to you?
Ask if it is possible to have a brief consultation in person or by phone with the practitioner. This
will give you a chance to speak with the practitioner directly. This consultation may or may not
involve a charge.
Ask if there are diseases or health conditions in which the practitioner specializes and how
frequently he or she treats patients with problems similar to yours.
Ask if the practitioner believes the therapy can effectively address your complaint and if any
scientific research supports the treatment’s use for your condition.
Ask about the number of patients the practitioner typically sees in a day and the average time spent
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with each patient.
Ask about charges and payment options. How much do treatments cost? If you have insurance, does
the practitioner accept your insurance or participate in your insurer’s network? Even with insurance,
you may be responsible for a percentage of the cost.
Ask about the hours appointments are offered. How long is the wait for an appointment? Consider
whether this will be convenient for your schedule.
Ask about office location. If you are concerned, ask about public transportation and parking. If you
need a building with an elevator or a wheelchair ramp, ask about them.
Ask what will be involved in the first visit or assessment.
Observe how comfortable you feel during these first interactions.

Source: Adapted from (NCCAM, 2004, 2011c).

Currently the body of knowledge on the application of CAM in the field of health education is limited.
Patterson and Graf (2000), Chng et al. (2003), Johnson and Johnson (2004), Pinzon-Perez (2005), Synovitz,
Gillan, Wood, Martin-Nordness, and Kelly (2006), Pérez and Luquis (2008), Stanczak and Heuberger
(2009), Johnson, Priestley, Porter, and Petrillo (2010), Geiger Thomas, Bojana, and Devlin (2011), and
Synovitz and Larson (2013) have published valuable articles and books or presented papers at national
conferences on the importance of CAM in health education. For example, Synovitz and Larson (2013), in
their book on complementary and alternative medicine for health professionals, discussed CAM therapies
from a consumer’s health perspective. They presented an analysis of health insurance coverage of CAM and a
discussion on CAM and the Patient Protection and Affordable Care Act.

Geiger et al. (2011) wrote on the role of health educators in supporting global health. In this article, they
called on health educators to be actively involved in the achievement of the United Nations Millennium
Development Goals. They proposed a strategy to achieve such goals by determining the value of CAM
therapies for the poor and vulnerable throughout the world.

Johnson et al. (2010) conducted a national study to examine US health educators’ attitudes toward CAM
and their use of common CAM therapies. The results of this study indicated that health educators have
positive attitudes toward CAM. This study revealed that approximately 90 percent of health educators have
used at least one CAM therapy in the past twelve months, with female health educators reporting more
positive attitudes toward the use of CAM.

Stanczak and Heuberger (2009), who conducted a study on the use of probiotics among participants, called
for health educators to become resource people and educate consumers on CAM.

Synovitz et al. (2006) conducted research on college students’ CAM use in relation to health locus of
control and spirituality level. Their findings indicated that internal locus of control was positively associated
with use of CAM therapies and with spirituality level. Internal locus of control was defined in this study as
the person’s belief that she or he has control over their health status.

These and other studies have major implications for health education since they have established a founding
body of knowledge of CAM for this profession. Additional studies are needed to increase the understanding
of the applications of CAM for health educators.

In box 4.7, I discuss the applications of the studies conducted by Patterson and Graf, Chng et al., and
Johnson and Johnson. I also provide valuable insights on the applications and challenges for health education
posed by the emergence of CAM.

BOX 4.7 CAM, HOLISTIC HEALTH, AND
INTEGRATIVE HEALING: APPLICATIONS AND
CHALLENGES FOR HEALTH EDUCATION

The increasing pattern of use of CAM, holistic health, and integrative healing practices has
motivated health educators and other practitioners in the behavioral and medical fields to conduct
and publish research in this area.
In the field of health education, professional development organizations such as AAHE, SOPHE,
and others have started to provide grants, under the umbrella of cultural competence, to find out the
applications of CAM, holistic health, and integrative healing in this field. Although this is a
promising start, more funding is needed to motivate health education practitioners to conduct
research in these areas.
CAM, holistic health, and integrative healing are now being addressed in professional development
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agendas for health educators.
According to Johnson and Johnson (2004), health educators need to be aware of the current status
of CAM use in the U.S., become familiar with different forms of CAM therapy, discuss commonly
used CAM therapies with clients, assist clients in their selection of appropriate CAM therapies to
promote health and prevent disease, encourage clients to communicate the use of CAM therapies to
their health care providers, have continuing education opportunities in CAM from professional
organizations, and offer CAM courses in professional health education preparation programs.
In health education . . . no national standards have been developed yet to unify the curriculum for
the training of health educators on CAM, holistic health and integrative healing. Most efforts to
teach health educators about these issues have been developed as part of curriculums that address
cultural competence and cultural proficiency.
Patterson and Graf (2000) wrote a cornerstone article in defense of requiring complementary and
alternative medicine training in the curriculum for health educators. These authors presented a well-
founded rationale to support their premise that CAM should be taught as a separate course, or in
the absence of enough resources, be integrated into existing health education courses.
Section 3 of Article VI of the Code of Ethics for the Health Education Profession, “Responsibility
in Professional Preparation,” indicates that health educators should be involved in professional
preparation and professional development programs that provide them with materials that are
accurate, up-to-date and timely.
It is essential that entry-level health educators become knowledgeable of the scientific and cultural
basis of the various forms of CAM, holistic health practices, and integrative healing therapies. This
knowledge will provide health educators with the professional skills to become accurate health
resources.
Academic training on CAM, holistic health and integrative healing should be included at the
undergraduate and graduate levels.
Creating standards related to CAM, holistic health and integrative healing for the professional
preparation of health educators implies a revision of the requirements for Certified Health
Education Specialists (CHES). Although CHES certification addresses issues related to cultural
competence and proficiency, it needs to be extended to assess health educators’ knowledge and
scientific understanding of basic forms of CAM, holistic health and integrative healing . . . This
indicates that health educators with CHES designation should be professionals with scientific and
socio-cultural knowledge on alternative and complementary healing practices.
An additional challenge for health educators is to generate knowledge on the applications of
integrative healing to the practice of health education . . . Theses, doctoral dissertations and
professional research on this issue should be encouraged at all levels of professional preparation.

Source: Pinzon-Perez (2005). Reprinted with permission.

cultural competence
A developmental process defined as a set of values, principles, behaviors, attitudes, and
policies that enable health professionals to work effectively across racial, ethnic, and
linguistically diverse groups

cultural proficiency
The end point of cultural competence, in which the individual develops the ability to
respond appropriately to groups of diverse ethnic and cultural backgrounds

The nursing profession could serve as a valuable example to health educators on the importance of
establishing formal education programs and standards of practice on CAM, traditional medicine, and holistic
health. The American Holistic Nurses Association (AHNA), an organization founded in 1981, has served as
a bridge between the biomedical perspective in nursing and the alternative and complementary healing
paradigm (AHNA, 2004). This organization has developed philosophical principles that can be adopted by
health educators interested in CAM, traditional medicine, and holistic health.

Some of the philosophical principles that health educators could adhere to include the understanding that
nurses, as well as health educators, (1) can have a professional practice that promotes wholeness; (2) can
motivate individuals to become responsible health consumers; (3) should provide services to individuals,
families, and communities in ways that integrate the body, the mind, and the spirit; and (4) should advocate
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for the understanding that illness is an opportunity for individuals to regain their wholeness (AHNA, 2004).
According AHNA, nurses should begin by developing lifestyles congruent with a philosophy of wholeness.
Health educators too should consider embracing this concept and developing for themselves lifestyles oriented
toward inner self-enhancement and holistic health—lifestyles that will ultimately enable them to provide a
better quality of health education services.

A possible strategy for enhancing the understanding of CAM in health education would be to create ad hoc
and standing committees in professional organizations, such as the American Association for Health
Education and the Society for Public Health Education, to stimulate scientific inquiry and develop a specific
body of knowledge on the integration of CAM into health education. Patterson and Graf (2000) have made a
call to health educators to incorporate CAM into the health education curriculum. Of particular relevance in
the development of a specific body of knowledge on CAM for health education is the study of culturally
competent health education programs in relation to CAN, holistic health, and integrative healing.

Culturally competent health education programs should include constant dialogue and further research on
how to incorporate training, publications, and professional development in CAM, traditional medicine, and
holistic health into the delivery of health education services. Examples of culturally competent health
education programs on CAM should be published and made known to the professional health education
body. Funding for research and publications on this area ought to be a priority for professional health
education organizations and individual members.

There is also a need to add classes at the undergraduate and graduate levels in which future health educators
can learn about and discuss the implications of CAM for their professional practice. Synovitz et al. (2006)
have supported this need, finding it relevant in light of the results of their study on college students’ use of
CAM therapies. There is also a need to consider the development of academic certificate programs and
international research cooperative agreements on CAM.

Potential challenges in future applications of complementary healing, alternative medicine, and holistic
health for the health education profession include defining health educators’ competencies and responsibilities
associated with CAM practices, enhancing the body of knowledge relating to CAM in health education
professional practice, and stimulating dialogues in the health education professional community on alternative,
complementary, and holistic healing practices and on their use within a context of cultural respect and
rigorous scientific inquiry. CHES and MCHES ought to be involved in the challenge of promoting research
on CAM and health education, as well as to educate consumers based upon evidence-based results.
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Suggestions for Working with Diverse Groups
Smith and Wilbur (2008) stated that cultural competence is an essential skill when working with diverse
groups. They ask for health education specialists to make a strong pledge for current and future health
education specialists to develop strategies to work effectively with diverse populations. Smith and Wilbur used
the Swahili word harambe, which means being united physically, in spirit, and in mind, to illustrate the true
nature of health educators working with diverse groups. Health educators need to acknowledge and embrace
the cultural and spiritual beliefs that influence the use of CAM therapies among diverse populations.

Working with diverse groups implies looking at new paradigms in the use of health services. One of these
new paradigms is the use of CAM therapies as regular sources of health and well-being. According to Chan
(2008), the use of traditional medicine is widely spread around the world, and for that reason, traditional and
Western medicine need to blend within the context of primary health care. World Health Assembly
resolution 62.13, passed in May 2009 by the WHO member states, called for governments to acknowledge
the value of these traditional practices while regulating them to ensure safety and effective use (Robinson &
Zhang, 2011).

Xue (2008), from the WHO Collaborating Centre for Traditional Medicine, has urged global governments
to respect and preserve traditional medicine, especially for those whose major, and maybe the only, source of
health care comes from holistic health practices. Xue emphasized that education is the critical element in
ensuring a safe and effective utilization of traditional, complementary, and alternative medicine. In this
context, health educators play a pivotal role since education is the core of the health educator’s job.
Educational initiatives related to CAM use should be based on such concepts as cultural competence and
cultural humility.

Effective work with diverse groups involves the development of national policies on the use of CAM and its
inclusion into national health systems. World Health Assembly resolution 62.13 urged member states to share
knowledge and resources to strengthen the communication between conventional and traditional practitioners
and to promote research on effective and culturally sensitive mechanisms when working with diverse
populations (Robinson & Zhang, 2011). The need for health care providers to understand traditional forms of
medicine used among various populations around the world has been described by Fadiman (1997) in her
book The Spirit Catches You and You Fall Down, which describes how coining treatments used by the Hmong
population have sometimes been misinterpreted by health care providers as child endangerment. Fadiman
called for better intercultural communication among patients, families, and health care providers.

The National Commission for Health Education Credentialing, the Society for Public Health Education,
and the American Association for Health Education delineated in the Competencies Update Project 7
responsibilities, 35 competencies, and 163 subcompetencies, emphasizing the need for health educators to
conduct a self-assessment of their progress toward achieving cultural competency in their professional practice
(Johnson Vaughn, 2008). A relevant suggestion for health educators working with diverse groups is to
maintain a critical attitude toward themselves and a vigilant introspection of their cultural competency levels.
Cultural competency in health education involves an advocacy role toward the value, respect, and
acknowledgment of various health practices of traditional and holistic nature among diverse populations.

It is important that health educators maintain a critical view of CAM based on research and evidence-based
practice. Health educators should be aware of the benefits and risks associated with the use of CAM and need
to keep themselves updated on the latest research data. For instance, benefits of CAM have been documented
in a journal database of the National Library of Medicine, which includes forty systematic reviews of
alternative medicine practices documenting the usefulness of acupuncture for osteoarthritis, knee pain, back
pain, insomnia, and nausea, as well as the benefits of massage for back pain (Barnes et al., 2008). Among risks
described by the NCCAM (2012) are the possibility of medication interactions, for example in the case of
Saint John’s wort, which interacts with antidepressants, as well as the possibility of product contamination
such in the case of dietary supplements that contain active ingredients found in prescription drugs. In
addition, cost considerations should be taken into account when selecting a CAM therapy. The NCCAM
(2012) has made a call to health professionals, including health educators, to help users become informed
consumers, participate in adverse-event reporting systems, and check their website for alerts and advisories on
emerging products.
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Conclusion
Complementary and alternative medicine practices are amply used in the United States. The 2007 National
Health Interview Survey documented that 38.3 percent of the adult population and 12 percent of children in
the United States use CAM therapies. By ethnicity, the NHIS revealed that the highest use of CAM
therapies was in American Indian/Alaska Natives (50.3 percent), followed by Native Hawaiian and other
Pacific Islanders (43.2 percent), non-Hispanic whites (43.1 percent), Asians (39.9 percent), blacks or African
Americans (25.5 percent), and Hispanics (23.7 percent).

NCCAM is the lead federal entity supporting scientific research initiatives related to CAM. It groups
CAM practices into four categories: natural products, mind and body medicine, manipulative and body-based
practices, and other CAM practices. The clarification of terms such as complementary and alternative medicine,
conventional medicine, folk or traditional medicine, integrative medicine or healing, and holistic health is of special
relevance for the health education practice.
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Points to Remember
Health educators face a new body of knowledge related to the emergence of fields such as
complementary and alternative medicine. There are new challenges for health educators regarding their
role in complementary and alternative healing practices.
It is vital that health educators create a body of knowledge on CAM unique to the domain and needs of
the health education practice. Further research in this area is needed.
Of particular relevance in the development of a specific body of knowledge on CAM for health
education is the study of culturally competent health education programs related to complementary and
alternative medicine, holistic health, and integrative healing.
When working with diverse groups, health educators ought to be critical and vigilant of their own
cultural-competence skills and maintain an attitude of humility and self-improvement.
The National Center for Complementary and Alternative Medicine is a reliable source of information on
CAM, integrative healing, and holistic health for health educators and clients.
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Case Study
A significant number of clients in a health care facility have reported using CAM and traditional healing
practices. As a member of the health care team, you, the health educator, have been commissioned to provide
culturally competent health education on CAM, traditional medicine, and holistic health to these clients.

1. What steps would you follow to assess the health education needs of this group?
2. What topics would you suggest including in the educational plan for this group?
3. What resources (websites, articles, organizations) would you use in designing the health education
program for this group?
4. What elements would you take into account when designing a culturally competent health education
program for this group?
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KEY TERMS
Alternative medicine
Complementary medicine
Cultural competence
Cultural proficiency
Folk and traditional medicine
Holistic health
Integrative medicine or healing
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CHAPTER 5

SPIRITUALITY AND CULTURAL DIVERSITY

Vickie D. Krenz

LEARNING OBJECTIVES
After completing this chapter, you will be able to

Discuss the religious and spiritual trends in the United States.
Discuss the importance of worldview on spiritual and religious beliefs.
Understand and explain the role of religion and spirituality on health behaviors and cultural diversity.

Voluminous studies from the psychological and sociological fields have investigated the association of regular
church attendance and practices with health outcomes. The plethora of research has demonstrated that
religion and spiritual beliefs can contribute to improved health, life expectancy, mental health, social support,
and quality of life. This chapter provides an overview of the role of religion and spirituality, the emotional or
experiential expression of “feelings or experiences of awe, wonder, harmony, peace, or connectedness with the
universe or a higher power” (Johnstone et al., 2009, p. 147), on health behaviors and cultural diversity in the
broader context. To address the concept of spirituality from the standpoint of a comparison between religious
theologies would exhaust the limits of a chapter.

religion
The practice or participation in culturally based activities, including prayer and meditation, attendance at services, reading
religious texts, and performance or rituals (Johnstone, Yoon, Franklin, Schopp, & Hinkebein, 2009)

spirituality
The emotional or experiential expression of “feelings or experiences of awe, wonder, harmony, peace, or connectedness with the
universe or a higher power” (Johnstone et al., 2009, p. 147)

The topic of religion and spirituality on health outcomes has been clouded by the subjective perceptions of
these terms, which have been used interchangeably to reflect the interrelatedness of the religious and spiritual
dimensions. However, there is a need to differentiate these concepts. Johnstone, Yoon, Franklin, Schopp, and
Hinkebein (2009) proposed that religion is a reflection of the behavioral aspects of religious practices,
including the “frequency of participation in culturally based activities/practices (e.g., prayer/meditation,
attendance at services, reading religious texts, performance of rituals, etc.)” (p. 147). However, Driskell and
Lyon (2011) point out that it is not sufficient to use religious behaviors and self-identified denomination as
the measure of religiosity; religious beliefs, they say, are a stronger indicator for understanding the role of
religion.

Spirituality is a subjective expression of beliefs with individual experiences and interpretations about the
universe. Increased attention to spirituality in the research literature has shown the complexity of definitions
from different disciplines and perspectives. Most often the concept of spirituality is described as character,
well-being, or a sense of meaning and purpose (Miller & Thoresen, 2003; Murray & Zenter, 1989; Heelas,
2005). Other definitions of spirituality have focused on the connectedness of an individual with self,
community, or a greater power (Reed, 1992; Gomez & Fisher, 2003; Rowold, 2011). As Meezenbroek and
colleagues (2012) noted, the concept of spirituality has many meanings that reflect the breadth of individual
religious and secular experiences.
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Religious and Spiritual Trends in the United States
Religion remains very important in the American landscape. Findings from the U.S. Census Bureau (2012)
and the American Religious Identification Survey (ARIS) (Kosmin & Keysar, 2006, 2009) indicated that 82.5
percent of Americans reported some form of religious identity. In the United States, Christianity remains the
most commonly cited religious affiliation. Overall, the religious profile of Americans consisted of 52.5 percent
Protestant/other Christian, 23.6 percent Catholic, 1.9 percent Mormon, 1.6 percent Jewish, 0.5 percent
Muslim, 2.4 percent other non-Christian religion. Nevertheless, as table 5.1 shows, there is a growing
segment of American’s religious affiliation in the Non/Atheist/Agnostic category, with 15.0 percent of the
population now self-reporting as believing in no God, no religion, humanistic, ethical culture, and secular
(Kosmin & Keysar, 2009). Similar findings have been reported by the Pew Forum (Pew Forum on Religion
and Public Life, 2009), with 16.1 percent of Americans self-identifying as unaffiliated (e.g., atheist, agnostic,
nothing in particular). Furthermore, findings from the ARIS (Kosmin & Keysar, 2009) revealed that the
percentage of Americans who self-identified as Christian declined from 86.2 percent in 1990 to an estimated
76.0 percent in 2008.

atheist
The disbelief in or denial of the existence of a God or supreme being.

agnostic
The belief that the existence or nature of God or the ultimate origin of the universe is known or knowable

Table 5.1 U.S. Religious Traditions, 2008
Source: Pew Forum on Religion and Public Life. (2010). U.S. Religious Landscape Survey, http://religions.pewforum.org/

Religious Tradition Percent of Responses

Evangelical Protestant churchesa 26.3

Mainline Protestant churchesb 18.1

Historically black churchesc 6.9

Catholic 23.9

Unaffiliatedd 16.1

Jewishe 1.7

Mormonf 1.7

Other faithsg 1.2

Buddhisth 0.7

Jehovah’s Witness 0.7

Orthodoxi 0.6

Muslimj 0.6

Hinduk 0.4

Other Christianl 0.3

Other world religions <0.3

aIncludes evangelical denominations of Baptist, Methodist, nondenominational, Lutheran, Presbyterian, Pentecostal, Anglican/Episcopalian,
Restorationist, Congregationalist, Holiness, Reformed, Adventist, Anabaptist, Pietist, other Evangelical, Protestant nonspecific.
bIncludes mainline denominations of Baptist, Methodist, nondenominational, Lutheran, Presbyterian, Anglican/Episcopalian, Restorationist,
Congregationalist, Reformed, Anabaptist, Friends, other/Protestant nonspecific.
cIncludes historically black denominations Baptist, Methodist, nondenominational, Pentecostal, Holiness, Protestant nonspecific.
dIncludes atheist, agnostic, nothing in particular.
eIncludes Reform, Conservative, Orthodox, other Jewish groups, Jewish nonspecific.
fIncludes Church of Jesus Christ of Latter-Day Saints, Community of Christ, Mormon nonspecific.
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gIncludes Unitarians and other liberal faiths, new age, Native American religions.
hIncludes Theravada (Vipassana), Mahayana (Zen), Vajrayana (Tibetan), other Buddhist groups, Buddhist nonspecific.
iIncludes Greek Orthodox, Russian Orthodox, other Orthodox church, Orthodox nonspecific.
jIncludes Sunni, Shia, other Muslim groups, Muslim nonspecific.
kIncludes Vaishnava, Shaivite, other Hindu groups, Hindu nonspecific.
lIncludes metaphysical, other.

Overall, there has not been a shift to other world religions or new religious movements but a steady
rejection of organized religions. The Gallup Poll findings reflect the changes in Americans’ self-reported
church, synagogue, or mosque attendance. Based on more than 800,000 randomized telephone interviews,
43.1 percent of the respondents reported weekly or almost weekly attendance (Newport, 2010). In contrast, 45
percent of the respondents reported that they seldom or never attend church, synagogue, or mosque.
Respondents who reported more frequent church attendance included non-Hispanic blacks (55 percent),
those over 65 years of age (53 percent), black Hispanics (52 percent), those who are married (48 percent),
females (47 percent), and white Hispanics (46 percent). In contrast, respondents who reported less frequent
church attendance were males (39 percent), not married (36 percent), 18 to 29 years old (35 percent), and
Asian (31 percent).

Most recently, Saad (2012b) reported that confidence in organized religion is at an all-time low since the
1970s. Only 44 percent of Americans surveyed reported that they have a great deal or quite a lot of confidence
in the church or organized religion. The Pew Forum (2009) identified other reasons that American have
become unaffiliated with churches: hypocrisy among religious people, an overemphasis on rules and not
enough emphasis on spirituality, and too much focus on money and power among religious leaders.
Nevertheless, Americans have maintained strong spiritual beliefs in spite of a growing dissatisfaction with
religious institutions.

There has been a steady decline in mainline church attendance among Americans, with an upward shift to a
nondenominational identity. Kosmin, Keysar, Cragun, and Navarro-Rivera (2009) reported an increase in the
number of Americans who reject all forms of organized religion. In 2008, 20 percent of Americans did not
indicate a religious identity and these “nones” (no stated religious preference, atheist, or agnostic) grew from
8.1 percent in 1990 to 15.0 percent in 2008. Young adults (18 to 29 years) were more likely than other age
groups to self-identify as nones. Of particular interest, Latinos have increasingly self-reported as none, from 4
percent to 12 percent (1990 and 2008, respectively). Nones tend to be more educated compared to the general
US adult population. Furthermore, 19 percent of males self-identify as none compared to 12 percent of
females. These findings are consistent with the Pew Forum (2009) study on religion and public life for
American adults who self-identify as unaffiliated with any particular religious group.

While Americans have demonstrated dissatisfaction with organized religion, there remains an interest in
spirituality. ARIS (Kosmin & Keysar, 2009) findings indicated that 70 percent of Americans continue to
believe in a personal God. In comparison, an estimated 12 percent of Americans are atheists (no God) or
agnostic (unknowable or unsure), and 12 percent are deistic (they believe in a higher power but no personal
God).

Immigration has had a small but significant impact on religious groups in the United States. According to
Kosmin and Keysar (2009), Catholics have increased to over 173 million members due to immigration,
primarily from Latin American countries. However, the percentage of Catholics declined from 26.2 percent to
25.1 percent between 1990 and 2008. Among Hispanics, immigration has been shown to have an impact on
self-identified religious affiliation. Spanish speakers were more likely to self-identify as Catholic as compared
to English speakers, who were more likely to self-identify as Baptist or mainline religious denominations.
Similarly, the Pew Forum (2008) reported that 46 percent of immigrants self-reported as Catholic, with 72
percent among Mexican immigrants and 51 percent among other Latin American immigrants.

These changing trends in religious self-identification have also been noted among racial groups. According
to Kosmin and Keysar (2009), blacks (non-Hispanic) are more likely to attend church, with 55 percent doing
so on a weekly or almost weekly basis. Among Hispanics, 52 percent of black Hispanics reported regular
church attendance as compared to 46 percent white Hispanics. Only 41 percent of non-Hispanic whites
reported regular church attendance. Asians have the lowest self-reported church attendance, with only 31
percent attending church weekly or almost weekly.

Shifts in religious affiliation have been documented over the past three decades. ARIS findings (Kosmin &
Keysar, 2009) revealed that white (non-Hispanic) Catholics declined from 27 percent in 1990 to 21 percent in
2008, with an increase in ex-Catholic respondents who now self-identify as none. This trend was also evident
in the decline of white mainline Christians during the same time frame. Blacks demonstrated a similar trend
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from 1990 to 2001, moving from former Baptists to none. Since 2001, blacks have tended to self-identify as
generic Christian and conservative Protestant (e.g., African Methodist).

Similarly, Asian Americans have demonstrated changes in religious self-identification over time. There has
been an observable decline among Asians in self-identity as Catholics, with 27 percent in 1990, 20 percent in
2001, and 17 percent in 2008. Asian immigration has resulted in an increase of self-identified adherents in
Eastern religions, from 8 percent in 1990 to 21 percent in 2008. There remains a trend among Asians to self-
identify as none (Kosmin & Keysar, 2009).

Self-identification with an organized religion has been associated with educational attainment. Since 1990,
organized religious traditions have increased the percentage of college graduates (25 years and older) among
their adherents. As noted in table 5.2, Jewish and Eastern religions’ educational attainment exceeded other
religious traditions in 2008. Muslim and non-Christian traditions demonstrated a decline in educational
attainment (Kosmin & Keysar, 2009).

Table 5.2 Percentage of College Graduates in the Population Age 25 and Over by Religious Tradition, 1990–
2008

Sources: Kosmin, and Keysar (2009). Pew Forum on Religion and Public Life. (2010). U.S. Religious Landscape Survey,
http://religions.pewforum.org/

1990 2008

US national population

Protestant 21 27

Baptist 11 16

Christian generic 22 26

Mainline Christian 26 35

Pentecostal/Charismatic 9 13

Protestant denominations 13 21

Historically black churches — 16

Catholic 22 27

Jewish 50 57

Mormon 22 31

Muslim 41 35

Eastern religions 44 59

New religions movements and other religions 35 33

None/unaffiliated 28 31

Don’t know/refused 29 31

Geographical location is important in Americans’ church attendance. Church attendance is highest in the
South (51 percent) compared to the Midwest (44 percent), East (38 percent), and West (37 percent).
However, a striking phenomenon has been the dramatic increase in the nones across all geographical regions
in the United States. Regions that have been predominantly Catholic (50 percent in New England and 43
percent in the middle Atlantic regions) have demonstrated significant shifts into the none category (Kosmin
and Keysar, 2009).

Interestingly, Kosmin and colleagues (2009) described the nones as a diverse group of people who do not
identify with more formalized American religions, including irreligious, unreligious antireligious, and
anticlerical. The majority of nones (73 percent) grew up in religious homes, with 55 percent having parents
with the same religion. Interestingly, 55 percent of nones reported that they have had some form of a religious
initiation ceremony (e.g., baptism, Christening, circumcision, bar mitzvah, or naming ceremony). As noted in
table 5.3, the nones represent a highly educated group that includes 17 percent with less than a high school
diploma, 25 percent high school graduate, 24 percent some college, 20 percent college graduate, 11 percent
postgraduate, and 3 percent other or refused to answer. Furthermore, 33 percent of nones accept human
evolution as compared to only 15 percent of the general U.S. population. It is clear that the nones are a
growing and significant religious group that is as culturally diverse as other religious affiliations.

Table 5.3 Characteristics of Those with a Religious Self-Identification of None
Source: Kosmin and colleagues (2009).

Religious Self-Identity Percentage of Responses
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Atheist 7

Rational skeptics

Hard agnostic (there is no way to know) 19

Soft agnostic (I’m not sure) 16

Deist (there is a higher power but no personal God) 25

Theist (there is definitely a personal God) 27

Gender

Male 60

Female 40

Race/ethnicity

White 72

Irish 33

British 20

Italian 9

Jewish 4

Black 8

Hispanic/Latino 12

Asian 3

Other 5

Educational level

Less than high school 17

High school graduate 25

Some college 24

College graduates 20

Postgraduate 11

Other/refused to answer 3

Since the majority of Americans self-identify as Christian, the influence of the Bible is a key issue in
American religious practice. Brown (1980) reported that reading the Bible was the most influential factor
contributing to moral behavior. More recently, Jones (2011) reported that only three in ten Americans
interpret the Bible as the literal word of God. In contrast, 49 percent of Americans consider the Bible inspired
by God but not to be taken literally, and 17 percent view the Bible as an ancient book of fables or legends.
Those who were very religious, with lower education and lower income, were more likely to believe that the
Bible is the actual word of God. In comparison, those who attend church nearly weekly or monthly, with
middle or higher incomes and higher education (college graduate/postgraduate), were more likely to believe
that the Bible is the inspired word of God. Only 46 percent of Protestants (self-identified Christians, not
including Catholics or Mormons) and 66 percent of Catholics believe that the Bible is the inspired word of
God.

It is evident that Americans have shifted their religious self-identification away from organized religious
denominations. Church attendance has dropped significantly across most racial, gender, and traditional
denominations. Immigration has expanded the breadth of religions represented in the United States to
include Islam, Hindu, Buddhist, and Sikh. A comparative religion approach can provide descriptive
information on the theological basis of organized religions. As Kosmin and Keysar (2009) and the Pew Forum
on Religion and Public Life (2009) noted, there remains considerable diversity both between and within
traditional religious groups. For example, Baptist denominations consist of numerous subcategories, including
Southern, American, Free-Will, Missionary, Conservative, and African American. Similarly, Catholic
classifications include Roman Catholic, Greek Orthodox, and Eastern Rites. Jewish traditions include
Reformed, Conservative, and Orthodox Judaism. Buddhism consists of three major groups: Zen, Theravada,
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and Tibetan Buddhism.
Furthermore, the beliefs of individuals are not a homogeneous reflection of broader religious beliefs and

practices of organized religious denominations. For example, Saad (2012a) reported that 38 percent of
Catholics and 33 percent of Protestants considered themselves to be pro-choice. Newport (2012a, 2012b)
reported that 82 percent of Catholics and 90 percent of non-Catholics perceived birth control as morally
acceptable and that 38 percent of Protestants, 51 percent of Catholics, and 88 percent of those who reported
no religious identity supported legal same-sex marriage.
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Worldview and Spiritual Beliefs
In a discussion of spirituality, it is fitting to understand how individuals conceptualize reality and their
perceptions of the universe. Scientific empiricism in the twentieth century challenged the basic tenets of
Protestant Christianity. The term worldview (Weltanschauung) is a philosophical and theological concept that
focuses on individual inner subjectivity in relation to an external world. It strives to identify the meaning and
value of the universe and of human life. From a Protestant Evangelical theological perspective, the individual
worldview is centered on the issue of the divine revelation of God to human existence. A key concept is the
validity of the biblical doctrines of Jesus as the incarnated Son of God. Existential philosophers challenged
this belief with objective rationality to the external world and history. The external reality is defined by a
scientific empirico-mathematical approach that quantifies time and the sequence of events. People experience
this external reality through a mathematical sequence of predictable events (Barth, 1962; Bultmann, 1961;
Kant, 1878; Moltmann, 1967).

worldview
The broader reflection of an individual’s subjective perceptions of the world, including individual experiences, well-being, and
meaning or purpose of life

Philosophers and theologians have debated the authenticity of the historical events that form the basis for
Christian religious faith (e.g., the Immaculate Conception; the personification of God in Jesus Christ; the
Trinity of Father, Son, and Holy Spirit; the Resurrection). Evangelical Christianity holds the events of the
New Testament as the divine personal communication of God to man. Furthermore, God centers this
disclosure in personal relationships with humans. Existential scholars (Kierkegaard, 1936; Marsh, 1952; Ott,
1965) have argued the sequence of time and the nonobjective experience of God. There can be no act of God
as a historic event, and religion must be interpreted with inner subjective experience.

Within the context of spirituality and the worldview is how individuals perceive the universe (i.e., the
cosmos) in relation to their individual experience with God (or supreme being). The concept of cosmological
dualism contrasts the universe as an open or closed continuum. In an open continuum, God interacts in
human experiences (Torrance, 1969, 1971). In contrast, in a closed continuum, God is spatially separated
from the universe and cannot interact in human experiences (Newton, 1953). Based on subjective perceptions,
individuals may believe that God is continuously involved in their personal experiences. In contrast,
individuals may perceive that God (or the absence of a God) is removed from active involvement in the
human experience.

As with the shift in ideologies, there has emerged a broader conceptual framework for religious and spiritual
expression. The self-identification of religious identity remains subjective but can be viewed on a continuum
that encompasses ideologies that include monotheism (belief in one god), polytheism (belief in more than one
god), and pantheism (belief that god is everywhere and in everything, but is not an individual being), deism (a
higher power but no personal god), agnostic (unknown or unsure), or atheism (belief in no god) (Rosten,
1975). Religious perceptions can acknowledge individual expression in the name or names that may be
attributed to a specific spiritual entity or entities, including God, Yahweh, El Shaddai, Elohim, Ayllah, Great
Spirit, or science (Henry, 1976).

monotheism
Belief in one God

polytheism
Belief in more than one God

pantheism
The belief that there is no God, but rather a sense of awe or reverence for nature or the universe

More recently, the research literature has identified the concept of spirituality as a factor in health
outcomes. The existential concept of the worldview has evolved to encompass a broader reflection of
individual psychological experiences and well-being. Numerous authors (Cole, Hopkins, Tisak, Steel, & Carr,
2008; Meezenbroek et al., 2012; Rippentrop, Altmaier, & Burns, 2006) have recognized that spirituality does
not necessitate religiosity but reflects the psychological experiences of religiosity and spirituality. Koenig and
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Larsen (2001) characterized spirituality as including life satisfaction, feelings of the meaning and purpose of
life, and worldview. Cook (2004) proposed that spirituality includes the connectedness of oneself to someone
or something beyond the human experience, including the universality, a transcendent reality, or higher power
(i.e., God). Greenfield, Vaillant, and Marks (2009) expanded this concept to include experiences that are
related to the “sense of connection with a transcendent, integration of self, feelings of awe, gratitude,
compassion, and forgiveness” (p. 2).

Spirituality is a subjective expression of beliefs with individual experiences and interpretations about the
universe. For some individuals, the belief that a higher deity, “God,” is actively involved in human events
allows for the potential to attribute circumstances or situations to something that God has given them. The
“blessings,” “punishments,” or “tests” can explain circumstances that are beyond individual control. Therefore,
faith in a divine plan or intervention cushions the uncontrollable events that may defy an individual’s ability to
cope (e.g., the loss of a loved one, changes in health status, financial loss). Spirituality, then, becomes a source
of comfort and well-being (i.e., God allowed the event to happen).
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Impact of Religiosity and Spirituality on Health and
Well-Being
The impact of religiosity and spirituality on health and well-being has been well established. Hill and
associates (2000) and McSherry and Cash (2004) noted the difficulties in operational definitions for these
concepts, including such terms as religion, religiosity, spirituality, and well-being. Although these terms
represent interrelated constructs, there remains a need for clear definitions and precise measurement. Most
often, self-reported religious affiliation or self-perceived level of religion or spirituality (e.g., “How
religious/spiritual do you consider yourself to be?”) has been used to categorize religious practice (Pearce,
Little, & Perez, 2003; Zinnbauer & Pargament, 2005). In addition, Sloan and Bagiella (2002) noted that
there remains little empirical evidence that supports the beneficial health outcomes of religious involvement.
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Health Practices
Research has pointed to the impact of religion on health outcomes. Newport, Sangeeta, and Witters (2010a)
reported that very religious and moderately religious Americans were more likely to practice healthy behaviors
compared to nonreligious Americans. Their findings revealed that that 14.9 percent of very religious and 26.6
percent of moderately religious respondents were nonsmokers (as compared to 27.6 percent of nonreligious).
Interestingly, 68.1 percent of very religious and 58.1 percent of moderately religious respondents reported
having had five or more servings of fruits and vegetables at least four times in the past week as compared to
55.1 percent of nonreligious. In addition, 53.3 percent of very religious and 49.3 percent of moderately
religious respondents indicated that they had exercised at least thirty minutes at least three days in the last
week (as compared to 47.9 percent of nonreligious).

Many religious faiths consider the human body to be sacred and subscribe to practices to ensure physical
well-being. These prescriptions often include prohibition of harmful substances (e.g., tobacco, alcohol, illicit
drugs), dietary practices, or exercise guidelines. Krause (2003) reported that religious affiliation with a
fundamentalist church was protective for alcohol use. In comparison, people who had liberal religious beliefs
were healthier but less happy. Frequent religious involvement and affiliation in early adolescence (age 14) has
been shown to delay timing for first intercourse (Jones, Darroch, & Singh, 2005).

Harrigan (2011) analyzed data from the National Health Interview Survey to examine the impact of prayer
on health habits. The results demonstrated that 13,179 (59 percent) of the participants who prayed for their
health reported that they engaged in positive health habits, including frequent vigorous exercise, increased use
of relaxation techniques, support groups, meditation, and use of traditional and complementary and
alternative medicine therapies. Of these, 76.5 percent were white, 16.0 percent were black, 5.5 percent were
Asian, and 2.0 percent were other. Females (51.9 percent) were slightly more likely to pray for their health as
compared to males (48.1 percent). However, there were no statistically significant differences between
participants by race/ethnicity, age, income, gender, or place of birth.

Research findings consistently document the impact of religious practices and spirituality on positive health
outcomes. For example, as part of their theological doctrines, Seventh-Day Adventists follow a vegetarian diet
and refrain from negative health habits such as smoking and alcohol consumption. Montgomery and
associates (2007) demonstrated that an Adventist lifestyle among black adherents contributed to better health
outcomes as compared to blacks nationally. Fraser and Shavlik (2001) documented that California Seventh-
Day Adventists had higher life expectancies than other white Californians due to their diet, exercise, and lack
of smoking.

Similar positive health outcomes have been observed in Mormons residing in Utah. Lyon, Gardner, and
West (1980) demonstrated that Mormons showed a lower incidence of smoking-related cancers as compared
to non-Mormons. As the authors noted, Mormon teaching prohibits alcohol and tobacco use, as well as
conservative sexual activity. Similar studies (Daniels, Merrill, Lyon, Stanford, & White, 2004) have supported
that Mormon religious practices are associated with lower rates of breast cancer.
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Mental Health
The mental health field has produced a vast array of data on the impact of religiosity and spirituality on well-
being outcomes. Religious participation was associated with more purpose in life and personal growth among
older adults. “Very religious” individuals are less likely to report having been diagnosed with depression over
the course of their lifetime. Newport, Sangeeta, and Witters (2010b) reported that lifetime clinical diagnosis
of depression was 15.6 percent among the very religious, 20.4 percent among the moderately religious, and
18.7 percent among the nonreligious. Similarly, Green and Elliott (2010) noted that individuals who
identified as religious tended to report greater happiness and optimism for coping with difficult situations.
Furthermore, very religious Americans are also less likely to report experiencing the daily negative emotions of
worry, stress, sadness, and anger than are their moderately religious and nonreligious counterparts. Wong,
Rew, and Slaikeu (2006) investigated adolescent mental health outcomes using a meta-analysis of twenty
articles between 1998 and 2004. The findings demonstrated that higher levels of religiosity and spirituality
were positively associated with better mental health outcomes among adolescents.

Adherence to religious beliefs has also been shown to be a source of negative mental health outcomes.
Yorulmaz, Gencoz, and Woody (2009) and Inozu, Karanchi, and Clark (2012) reported that highly religious
Christians and Muslim students tended to have greater levels of obsessionality related to personal guilt and
personal responsibility for controlling unwanted intrusive thoughts. Williams, Lau, and Grisham (2013)
demonstrated a relationship between religiosity and obsessive-compulsive symptoms among university
students with moderate religiosity levels. However, the authors suggested that obsessional thinking was
attributed to the teaching of certain underlying religious doctrines (e.g., wishing harm on a hated individual).
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Catastrophic Illnesses
The role of religiosity and spirituality on catastrophic illness such as cancer has received considerable
attention. Numerous studies (Koffman, Morgan, Edmonds, Speck, & Higginson, 2008; Stewart & Yuen,
2011) have demonstrated that religiosity and spirituality can be a positive coping strategy for dealing with
physical illnesses. A number of studies (Levine, Aviv, Yoo, Ewing, & Au, 2009; Wilkinson, Saper, Rosen,
Welles, & Culpepper, 2008) have reported the beneficial effect of prayer as a means to cope with disease.
Peterman, Fitchett, Brady, Hernandez, and Cella (2002) noted the need for measures to address spiritual
well-being among cancer and other chronic illness patients. Similarly, Cotton, McGrady, and Rosenthal
(2010) noted that there remains the need for a developmentally relevant religious/spirituality scale to reliably
measure adolescent well-being outcomes. Thus, there is a need to assess spiritual well-being in the
development of health education interventions for age-specific populations.

Nelson and colleagues (2009) developed a theoretical framework addressing the relationship among
religiosity, spirituality, and depression with male prostate cancer. The sense of meaning and peace was the
main component in reducing depression with activities and interventions that were not exclusive to religious
involvement. Similarly, Maliski, Connor, Williams, and Litwin (2010) found that faith in God was a
motivator among African American men diagnosed with prostate cancer to cope with their perceptions and
achieve purposeful acceptance or resignation.

The role of spirituality has been shown to have a stronger role on quality-of-life measures among cancer
patients. Schnoll, Harlow, and Brower (2000) found that spirituality was a significant factor in psychological
adjustment among women with breast cancer. Rippentrop et al. (2006) investigated emotional well-being,
functional well-being, interpersonal/social well-being, and treatment satisfaction in sixty-one cancer patients.
Their results demonstrated that spirituality has a stronger relation with quality of life than religiosity
measures. Tanyi and Werner (2007) reported consistent findings with African American women on
hemodialysis for end-stage renal disease.

Braam, Klinkenber, Galenkamp, and Deeg (2012) compared previous depressive symptoms and
religiousness with proxy respondents of Longitudinal Aging Study Amsterdam patients for moods in the last
week of life. Interviews with after-death proxy respondents of the deceased sample members revealed that
previous depressive symptoms, church membership, church attendance, and religious beliefs were associated
with an increased likelihood of depression in the last week of life. However, patients without previous
depressive symptoms were more likely to have a sense of peace.

Individuals may attribute their illnesses to God’s will as some form of test. Zaldivar and Smolowitz (1994)
reported that 78 percent of non–Mexican American Hispanic adults with diabetes believed that their disease
was “God’s will.” Similar findings have been reported for Arab American women and their breast cancer
(Obeidat, Lally, & Dickerson, 2012). Ismail, Wright, Rhodes, and Small (2005) reported that South Asians
(e.g., Muslims, Sikhs, and Hindus) believed their epilepsy was the result of fate, the will of God, or
punishment for past life sins. In contrast, Vuckovic, Williams, Schneider, Ramirez, and Gullion (2012) found
that shamanic practitioners believe that illness is the result of being “dispirited” (a separation of the soul from
the body).

Of particular interest, Morita, Tsunoda, Inoue, and Chihara (2000) focused on the existential concerns of
terminally ill Japanese cancer patients. The existential distress these cancer patients experienced included loss
of autonomy, lowered self-esteem, and hopelessness. Furthermore, terminally ill Japanese cancer patients are
more likely to request hastened death, with 21 percent expressing the desire to die and 10 percent to hasten
death. In comparison, Ando, Morita, Lee, and Okamoto (2008) reported that Japanese terminally ill cancer
patients who faced their illness with positive meaning and acceptance demonstrated spiritual well-being.
Breitbart and colleagues (2000) reported that the strongest predictors for the request were depression and
helplessness. Ando, Morita, Ahn, Marquez-Wong, and Ide (2009) demonstrated that cultural differences may
contribute to the concerns of terminally ill cancer patients. In addition, greater attention to spiritual well-
being of terminally ill patients is needed by health care professionals.
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Spiritually Based Interventions
Several interventions have been developed to address the spiritual beliefs and religious practices among
patients with chronic illnesses. McCauley, Haaz, Tarpley, Koenig, and Barlett (2011) evaluated the
effectiveness of a spiritual intervention (a video and workbook) to encourage patients’ spiritual coping. The
results did not demonstrate statistically significant improvements between the intervention and control groups
in pain, mood, health perceptions, illness intrusiveness, and self-efficacy. However, the program was
associated with increased energy and required no additional clinician time. Kemppainen and colleagues (2012)
used a mantram (a sacred word or phrase) spiritually based intervention with patients with HIV disease to
improve coping and manage physical symptoms. Ando and colleagues (2008, 2009) conducted short-term life
review interviews to address the primary concerns of terminally ill cancer patients. The focus of the
intervention was to improve spiritual well-being with attention to the culturally specific primary concerns of
patients.

Spiritually based interventions have also been used for educational and early screening programs. Holt and
colleagues (2011) and Katz and associates (2004) tailored culturally focused colorectal cancer education
programs for African Americans. Church-based approaches have been used to address health-related issues.
Ma, Gao, Tan, Chae, and Rhee (2012) addressed screening and vaccination for hepatitis B virus among
Korean Americans using Korean church leaders. Numerous researchers (Dodani, Kramer, Williams,
Crawford, & Kriska, 2009; Whitt-Glover, Goldmon, Karanja, Heil, & Gizlice, 2012) have implemented a
diabetes prevention program with community-based churches using physical activity for African Americans.
Similarly, diabetes prevention interventions targeted for the Latino community have been implemented
through Catholic churches. Bopp, Fallon, and Marquez (2011) implemented a culturally and spiritually
relevant physical activity intervention for Latinos in three Catholic churches. Baig and colleagues (2012)
developed a peer-based self-management program for Latinos with diabetes. It is apparent that faith-based
approaches can be used to tailor health messages to specific spiritual communities.
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Religiosity/Spirituality and Cultural Diversity
Religious beliefs and practices in the United States are as diverse as its cultures and people. The breadth of
formal religious practices ranges from a belief in a personal God to the belief in no God. However,
Christianity has remained the predominant religion in the United States, with 78 percent of all adults
identifying with a Christian faith and 92 percent saying they believe in God (Kosmin & Keysar, 2009). While
Americans have become dissatisfied with organized religions, there remains a strong interest in the spirituality
that is not tied to racial, gender, educational, or income categories.
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Age
Epner and Baile (2012) pointed out that cultural processes frequently differ within the same ethnic or social
group. These processes are reflected by the variation within groups by age, gender, political association, class,
religion, and ethnicity. The Pew Forum (2008) reported variations in religious affiliation by age. As shown in
table 5.4, younger Americans were less likely to report a Protestant religious affiliation as compared to older
Americans. As noted previously, younger Americans were more likely to report Eastern religions, Muslim,
and unaffiliated religious traditions. In comparison, older Americans were more likely to report Protestant or
Catholic religious traditions.

Table 5.4 Percentage of Age Composition by Religious Traditions, 2008
Source: Kosmin and Keysar, (2009).
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Race and Ethnicity
Racial and ethnic groups have demonstrated shifts in religious traditions from 1990 to 2008. Table 5.5
displays the self-reported religious traditions by racial/ethnic composition. White Americans represent
predominantly Protestant and Catholic religious traditions. Blacks, in comparison, are more likely to self-
report as Baptist and Christian generic. Hispanics continue to self-report as Catholics, with a growing
number of individuals shifting to Christian generic. Asians and other races are more likely to self-report as
Eastern religions and none. As noted previously, there continues to be a dramatic shift among all racial and
ethnic groups from formal Christian groups to the “none” religious tradition.

Table 5.5 Composition of Racial/Ethnic Groups by Religious Tradition 1990, 2001, 2008
Source: Kosmin and Keysar (2009).
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Gender
Gender differences are evident in organized religious participation and church attendance. ARIS findings
(Kosmin & Keysar, 2009) revealed that females were more likely to report participation in formal Christian
groups, including Pentecostals (58 percent), Baptists (57 percent), and mainline Christians (56 percent). In
comparison, males were more likely to self-identify as none (60 percent), Eastern religions (53 percent),
Muslim (52 percent), and new religious movements/other religions (52 percent), such as Scientology, new
age, Spiritualist, Unitarian-Universalist, and deist.
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Religious Belief Systems and Faith-Based Programs
Religious beliefs and belief systems represent a subjective expression of beliefs with individual experiences and
interpretations about the universe. Spirituality and religious beliefs have been shown to have an impact on
health outcomes. Although formalized religious affiliation has declined among Americans, faith-based
organizations have remained a central focus of many racial and ethnic communities. Wingood, Simpson-
Robinson, Braxton, and Raiford (2011) noted that faith-based organizations provide stable and influential
social structures for many communities, in particular, African American communities.

In recent years, there has been greater focus on the role of faith-based organizations in health education and
health promotion programs. Bopp and Fallon (2013) demonstrated that faith-based organizations have strong
connections to large groups and represent an access point for health promotion and wellness programming. In
particular, community-based participatory models have used faith-based organizations to address health
disparities as a part of the Racial and Ethnic Approaches to Health (REACH) 2010 initiatives. Collie-Akers,
Schultz, Carson, Fawcett, and Ronan (2009) partnered with the Kansas City-Chronic Disease Coalition to
engage neighborhoods and faith-based organizations in health promotion strategies to reduce cardiovascular
disease and diabetes. Wingood et al. (2011) developed a successful community-based participatory relation
between a university and a church to design and implement a faith-based HIV intervention. Similarly, Wilcox
and colleagues (2007) implemented a statewide faith-based physical activity initiative with African Methodist
Episcopal volunteers across South Carolina.
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Conclusion
The multicultural approach to cultural competence should be receptive to diversity that exists in religious and
spiritual expressions. Applying the framework of comparative religions to represent cultural norms would lead
to considerable misperceptions. There continues to be a shifting in religious affiliations across the United
States.

A key implication in cultural diversity is to recognize the breadth of spiritual expressions that transcend
formalized religions and their practices. Contemporary religious beliefs encompass a wide range of beliefs,
from monotheism to atheism. Furthermore, there is broad cultural diversity and spiritual beliefs within
formalized religions. Thus, it is essential to not presuppose that all Protestants and Orthodox adherents
absolutely prescribe to the official doctrines and tenets of their denomination. Rather, it is essential to
recognize that spirituality is a personal experience within the concept of an individual worldview.

Furthermore, it is important to recognize the importance of faith-based organizations as a central focus in
many racial and ethnic communities. These organizations represent excellent potential community-based
partnerships that have strong ties to communities with health disparities. Community-based participatory
models have demonstrated that faith-based organizations can provide strong connections for health and
wellness promotion programming.

160



Points to Remember
Religion is a complex reflection of culturally based religious practices, including church attendance,
prayer, and other rituals. Spirituality is the subjective expression of individual beliefs of well-being or
one’s place in the universe.
It is important to recognize the diversity in individuals’ worldview and that spirituality has a wide range
of expressions even within religious affiliations.
Fewer than half of Americans report attending church, yet spirituality is important to the majority of
Americans. Spirituality is a dynamic and complex perception that may change with an individual’s
experiences and age.
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Case Study
Edgar and Sophia are Hispanic college juniors. While raised in a Catholic home, Edgar has grown away from
his childhood religion and attends Mass with his mother only when he goes home occasionally. Edgar is not
sure if there is a God and questions the tenets of the Catholic Church. Edgar’s father identifies as Catholic
but no longer believes that the church is relevant for today’s world.

Sophia was raised Catholic and continues to attend Mass on a monthly basis. Her mother is a deeply
religious woman who is actively involved in her church. Her father attends Mass with her mother but is not as
active with church activities.

Over the past several weeks, Edgar and Sophia’s relationship has grown more intense, and the couple has
begun to have sexual intercourse. Edgar is not ready to have children and wants to wait until he has completed
his education. Sophia does not believe in using birth control to prevent pregnancy. However, Edgar continues
to pressure Sophia to use birth control pills to prevent the chance of a pregnancy at this time.

1. What would be the best description of Edgar’s worldview, and how does it reflect his current religious
identification?
2. How could an individual’s sexual behaviors be influenced by his or her worldview?
3. How would a health educator address other aspects of sexual health, such as sexually transmitted
diseases, if the couple solely focuses on the use of the pill to prevent pregnancy?
4. How would Sophia and Edgar’s worldviews affect their use of other preventive behaviors, such as the
use of condoms or a diaphragm?
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KEY TERMS
Agnostic
Atheist
Monotheism
Pantheism
Polytheism
Religion
Spirituality
Worldview
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CHAPTER 6

HEALTH EDUCATION THEORETICAL
MODELS AND MULTICULTURAL

POPULATIONS

Raffy R. Luquis

LEARNING OBJECTIVES
After completing this chapter, you will be able to

Explain cultural competence in terms of two theoretical models.
Discuss the influence of culture, heritage, family, religion, and spirituality, among other factors, on
health behaviors and practices.
Apply culture-based assessment frameworks to the development of health education and promotion
programs.

In the past decade, the population of the United States has reached its most racially and ethnically diverse
composition yet. US Census Bureau (2008) projections of population growth indicate that the number of
Hispanics, African Americans, Asians and Pacific Islanders, Native Americans and Alaska Natives, and
members of other racial and ethnic groups will continue to grow in the next few decades. In fact, estimates are
that by 2030, the nonwhite population will have increased to 45 percent of the US total (US Census Bureau,
2008). (See chapter 1 for a more complete description of the demographic changes.) Thus, the increasing
diversification of the population confirms the health education field’s need to incorporate the concepts of
multicultural groups and cultural competence into every aspect of the planning, implementation, and
evaluation processes of health education and promotion programs (Luquis & Pérez, 2003).

Cultural competence is “a developmental process defined as a set of values, principles, behaviors, attitudes,
and policies that enable health professionals to work effectively across racial, ethnic, and linguistically diverse
groups” (Joint Committee on Health Education and Promotion Terminology, 2012, p. 11). It is essential that
health educators incorporate theoretical models so that cultural competence and related concepts can be
considered in needs assessments and in the development and implementation of culturally and linguistically
appropriate health education and promotion programs:

cultural competence
A developmental process defined as a set of values, principles, behaviors, attitudes, and policies that enable health professionals to
work effectively across racial, ethnic, and linguistically diverse groups

The National Center for Cultural Competence [NCCC] (2000) defined culture as: Integrated pattern of
human behavior that includes thoughts, communications, languages, practices, beliefs, values, customs,
courtesies, rituals, manners of interacting and roles, relationships and expected behaviors of a racial,
ethnic, religious or social group; and the ability to transmit the above to succeeding generations. (p. 1)
To some extent, a person’s cultural background defines his or her perceptions in the context of a larger

group and influences how he or she behaves throughout a lifetime. Culture influences people’s perceptions of
their health; it also affects their health beliefs, attitudes, and actions such as diets and nutritional habits, self-
care practices, communication, and health care–seeking behaviors (Nakamura, 1999; National Center for
Cultural Competence, 2000). Thus, it is imperative that health educators recognize the importance of and
apply the concept of culture in health education and prevention interventions.

In the past, health educators have relied on theories and models such as the health belief model, social
cognitive theory, and the transtheoretical model, among others, to explain behavioral determinants of health.
In addition, health educators have used planning models such as PRECEDE/PROCEED and MATCH to
develop and implement health education and promotion programs. Although these commonly used theories
and models emphasize logical and critical thinking in relation to health behaviors, they do not attend to the
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sociocultural determinants of health behaviors (Simon, 2006). Thus, the purpose of this chapter is to describe
two theoretical models and two assessment frameworks that address the role of culture in the prevention of
disease and promotion of health. The theoretical models, Purnell and Campinha-Bacote, specifically describe
the role of culture and the concept of cultural competence among health care professionals. The assessment
frameworks describe steps and concepts to use when developing health promotion and disease prevention
programs.
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Models for Assessing Cultural Competence
This section discusses two theoretical models: the Purnell model of cultural competence and the culturally
competent model of care. Both models address and describe the role of culture and the concept of cultural
competence among health care professionals.
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Purnell Model for Cultural Competence
The Purnell model for cultural competence provides a comprehensive, systematic, and organized framework
with specific questions and a format for learning and assessing the concepts and characteristics of culture (see
figure 6.1) (Purnell, 2005, 2009; Purnell & Paulanka, 2003). With this model, health professionals across
disciplines and settings can analyze the cultural data that will facilitate the development of culturally
competent health promotion and illness and disease prevention programs.

Figure 6.1 Purnell Model for Cultural Competence
Source: Purnell (2005, p. 11). Reprinted with permission of the author.

Purnell model
A comprehensive, systematic, and organized framework with specific questions and a format for learning and assessing the
concepts and characteristics of culture
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Organization of the Model
The Purnell model is organized in a circle with four outlying rims representing the global society, the
community, the family, and the person. The interior part of the circle is divided into twelve pie-shaped
sections representing cultural domains and their concepts (Purnell, 2005, 2009; Purnell & Paulanka, 2003). It
is important to understand that all these domains are interconnected (Purnell, 2009). In the center of the
model is an empty circle representing unknown phenomena: the practices and characteristics of the individual
or group of interest. This circle, which is difficult to measure, will expand or contract depending on the
individual user’s (in this case, the health educator’s) understanding of and level of cultural competence with
each ethnic and racial group. The model is based on several explicit assumptions and purposes. In addition, it
displays a jagged line that illustrates the nonlinear process of acquiring cultural competence. Purnell (2005)
explains that an individual progresses from unconscious incompetence (not being aware of lacking knowledge
about other cultures), to conscious incompetence (being aware of lacking knowledge), to conscious
competence (learning and providing culturally appropriate interventions), and finally to unconscious
competence (automatically providing culturally competent services to everyone). Purnell warns that it is
potentially dangerous to work from an unconscious competence level because it is difficult for any individual
to address the needs of every racial and ethnic group when differences exist among individuals of each group.
Thus, health educators must understand that cultural competence is a process and not an end point.

The outside rims, or macro aspect, of this model identify global society, community, family, and person. In
thinking about the global society, users of this model consider world politics and communication, conflict and
welfare, natural disaster and famine, and international exchanges, among other things, and also the expanding
opportunity for people to travel around the world and interact with diverse societies. World events are broadly
disseminated through television, radio, the Internet, social media, and newsprint and thus affect all societies.
For example, diseases such as cholera and polio, which have been eradicated in the United States, continue to
affect the lives of people in other parts of the world. As a result, people are forced to alter, consciously and
unconsciously, their lifeways, worldviews, and acculturation patterns (Purnell, 2005; Purnell & Paulanka,
2003).

Community in this model is defined as a group of people having a common interest or identity and living in
a specific vicinity. It also includes physical, social, and symbolic characteristics, such as mountains, economics,
and history, that cause people to connect with one another. For example, people may define their community
by their rural or urban environment, by social concepts such as politics and religion, or by symbolic
characteristics such as art, music, and language.

Family refers to two or more people who are emotionally connected. It includes members of both the
nuclear and extended family and close and distant blood and nonblood relatives and significant others. Family
composition and roles change according to age, generation, marital status, relocation or immigration, and
socioeconomic status, obligating each individual to rethink his or her beliefs and lifestyle.

Finally, a person is a human being who is constantly biologically, psychologically, sociologically, and
culturally adapting to his or her community and environment. In general, in Western culture, an individual is
thought of as a unique being and singular member of society, whereas in Asian culture, a person is identified
first as a member of a family rather than a simple element of nature (Purnell, 2005; Purnell & Paulanka,
2003).

Model Domains
On the microlevel, the model displays a framework of twelve domains and sets of concepts common to all
cultures. The domains are interconnected and have implications for organizing health promotion and disease
prevention interventions in a manner that respects the differences among racial and ethnic groups. The twelve
domains are (1) overview/heritage, (2) communication, (3) family roles and organization, (4) workforce issues,
(5) biocultural ecology, (6) high-risk behaviors, (7) nutrition, (8) pregnancy and childbearing practices, (9)
death rituals, (10) spirituality, (11) health care practices, and (12) health care practitioners (Purnell, 2005,
2009; Purnell & Paulanka, 2003).

Domain 1: Overview/Heritage
The first domain involves concepts related to country of origin, current residence, the effect of the
topographies of the country of origin and current residence, economics, politics, reasons for emigration, and
educational status. These concepts are interconnected. For example, the social, political, and economic forces
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of the country of origin can often be the major reason for emigration. In addition, the value placed on
education can influence the reason for emigrating among ethnic and racial groups (Purnell & Paulanka, 2003).
For instance, second- and third-generation Mexican Americans have significant job skills and education;
however, many current Mexican immigrants, especially from rural areas, have poor educational backgrounds
and may not place a high value on education (Zoucha & Purnell, 2003). “Being familiar with the individual’s
personal educational values and learning modes allows health care providers, educators, and employees to
adjust teaching strategies for clients, students, and employees” (Purnell & Paulanka, 2003, p. 13). Thus health
educators need to consider and understand these concepts as part of any health needs assessment.

Domain 2: Communication
The communication domain involves verbal and nonverbal interactions and considers the dominant language
and use of language, dialects, paralanguage variations, eye contact, facial expression, and touch, among other
variables likely to be distinctive in each cultural group. Health educators must be aware of these
communication patterns because they can affect the educators’ interactions with members of racial and ethnic
groups. (See chapter 8 for further discussion of communication patterns.) For example, some groups may have
limited English language ability; other groups may be willing to share personal thoughts and feelings only
with family members and close friends and not with other people; and others may need to have their personal
space respected (Purnell, 2009; Purnell & Paulanka, 2003). Public health educators also need to understand
that communication issues are interrelated with issues in all the other domains.

Domain 3: Family Roles and Organization
Issues in the family roles and organization domain affect issues in other domains and define what relationships
will look like between insiders and outsiders. This domain addresses the views related to the head of the
household and to gender roles; family roles including those for children, adolescents, and the elderly; and
opinions about alternative lifestyles, such as single parenthood or same-sex sexual orientation (Purnell &
Paulanka, 2003). For example, for many members of the Hispanic community, the family is the most
important institution in life and in one’s cultural and social existence, as it provides a strong feeling of loyalty,
reciprocity, and solidarity among its members. Similarly, people with an Arab heritage have a strong
patrilineal tradition and follow defined gender roles, which influence family structure and relationships among
its members (Purnell, 2009).

Health educators targeting diverse racial and ethnic communities must understand the importance of
traditional roles and expectations among members of these groups because they can affect group members’
decisions about health care services and health-related behaviors.

Domain 4: Workforce Issues
Workforce issues comprise language barriers, degree of assimilation and acculturation, and matters of
autonomy. Moreover, concepts from the other domains, such as gender role, cultural communication, and
health care practices, affect workforce issues in a multicultural work environment (Purnell & Paulanka, 2003).
For example, Americans are expected to be punctual on the job and to use formal meetings and appointments
in interacting with coworkers. For individuals from cultures where time is less important, such timeliness and
punctuality are culturally based attitudes that can cause serious work problems. For example, a number of
researchers have suggested that Hispanics can be considered present-oriented individuals; therefore, they do
not demand punctuality and place more value on the quality of an interpersonal relationship than on the time
during which this relationship takes place (Marin & Marin, 1991). Similarly, the poor English skills and
workplace skills among first-generation Hmong immigrants can result in difficulties when performing their
job (Purnell, 2009). Public health educators in administrative positions need to support cultural and diversity
initiatives to diminish these possible problems.

Domain 5: Biocultural Ecology
The domain of biocultural ecology is concerned with the physical, biological, and physiological variations
among racial and ethnic groups. For instance, some racial and ethnic groups are more susceptible to and
affected by certain illnesses and diseases than other groups. Moreover, health care professionals treating dark-
skinned people for rashes, anemia, or jaundice need to employ assessments different from those they use with
light-skinned people. In addition, differences among racial and ethnic groups in the way drugs are
metabolized affect the prescription of medication for different groups (Purnell, 2009; Purnell & Paulanka,
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2003). Health educators must be educated about these variations because they will affect the health care and
health promotion interventions developed for specific groups.

Domain 6: High-Risk Health Behaviors
Understandings of high-risk health behaviors such as tobacco, alcohol, and drug use; sexual practices; high-fat
diets; and lack of physical activity differ among racial and ethnic groups (Purnell, 2009). For example, culture,
rites, and customs may influence the use of alcoholic beverages among ethnic groups. For instance, the Roman
Catholic Church uses wine during the celebration of Mass, and the French ingest larger amounts of alcohol
than Americans do, a fact some have related to a lower mortality rate due to cardiovascular disease among the
French (Purnell & Paulanka, 2003). When assessing alcohol use, health professionals must place this high-
risk behavior within the context of the cultural group.

Domain 7: Nutrition
The domain of nutrition looks at having adequate food, the meaning of food, common foods and rituals, food
limitation and nutritional deficiencies, and the use of food for health promotion and disease prevention
(Purnell & Paulanka, 2003). Cultural values and beliefs influence food choices, dietary behaviors, and the use
of food for health promotion among racial and ethnic groups. For example, many racial and ethnic groups
have theories that a balance of proper foods is needed for health maintenance and that selecting appropriate
“hot” and “cold” foods can prevent and treat illnesses (Purnell & Paulanka, 2003; Spector, 2004). “Traditional
Chinese Medicine divides medicines into four categories known as the four natures . . . hot, cold, warm and
cool. The four natures . . . referred to as cold or hot relate to the effects on the body attributed to the food”
(Liu et al., 2012, p. 64). In addition, dietary patterns and food selection are closely tied to health issues such as
obesity, cardiovascular disease, and diabetes. Health educators need to understand the health behavioral
patterns of different racial and ethnic groups to provide successful health promotion programs.

Domain 8: Pregnancy and Childbearing Practices
Pregnancy and childbearing practices among multicultural groups are also determined by cultural influences.
This domain considers culturally sanctioned and unsanctioned fertility practices; views about pregnancy; and
prescriptive, restrictive, and taboo practices that are used during pregnancy, at birth, and after pregnancy
(Purnell, 2009; Purnell & Paulanka, 2003).

Cultural beliefs and views regarding conception, pregnancy, and childbearing practices are passed down
from generation to generation and are assimilated into each group’s custom without being validated or
completely understood. For example, Muslim and Orthodox Jewish groups expect limited involvement of the
husband during the delivery of the baby and prescribe specific steps to protect the baby from evil spirits
(Cassar, 2006). Other ethnic and racial groups follow traditional practices or avoid certain foods during
pregnancy to prevent illness or harm to the baby (Purnell, 2009; Purnell & Paulanka, 2003). Health care
providers must respect cultural beliefs surrounding conception, pregnancy, and childbearing when making
decisions related to the health of pregnant women.

Domain 9: Death Rituals
This and the next domain, spirituality, are interconnected with beliefs regarding life, religion, and death.
Death rituals are the practices and views surrounding death and bereavement. These views are less likely than
others to change over time within any cultural group and may cause concerns among health professionals
(Purnell & Paulanka, 2003). For example, some racial and ethnic groups may not allow an autopsy or organ
donation when asked to consider these possibilities.

For many racial and ethnic groups, rites surrounding death are connected to their beliefs about protecting
the dead person and the family from evil spirits or ghosts and about preparing the dying person for his or her
journey after death (Purnell, 2009). For example, many groups use candles in rituals surrounding death to
illuminate the way for the spirit of the decease (Spector, 2004). Moreover, although the dominant American
culture has a practice of burying the dead within few days, other cultural groups, such as the Mexicans, hold
elaborate ceremonies in commemoration of the dead that may last for days. Among many groups, these rituals
are influenced by religious beliefs and spirituality.

Domain 10: Spirituality
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The domain of spirituality is made up of religious practices, use of prayer, the meaning of life, and the
relationship between spirituality and health care practices. For some people, religious beliefs, more than
cultural beliefs, direct their other beliefs, values, and practices (Purnell, 2009; Purnell & Paulanka, 2003).
Health educators must consider these religious and spiritual beliefs when developing health promotion
programs. For example, the concept of spirituality has been used in health promotion to prevent early sexual
behavior among African American adolescent girls (Doswell, Kopuyate, & Taylor, 2003) and has been
associated with the development of resilience in African American children (Haight, 1998). (Given the
importance of this domain among racial and ethnic groups, chapter 5 on spirituality and culture offers in-
depth information in this topic.)

Domain 11: Health Care Practices
This and the next cultural domain, health care practitioners, are also interconnected: they involve people’s
perceptions of health care practices and health care practitioners. This domain focuses on traditional,
magicoreligious, and biomedical beliefs; individual responsibility for health; self-medicating; responses to
pain; and views toward such medical issues as mental health and organ donation (Purnell, 2009).

For centuries, people have maintained their health by many different healing and medical practices.
(Chapter 4 is dedicated to the cultural practice of complementary and alternative medicine and holistic health
and the impact of this practice on the field of health education.) In addition it is important to recognize that
cultural and religious beliefs influence views on organ donation and blood transfusion. Although some racial
and ethnic groups favor organ donation, others (as well as some religious organizations) are against it because
of fear of medical institutions or a belief that it will result in suffering in an afterlife (Purnell & Paulanka,
2003).

Health practitioners, including health educators, must explore health care practices and related beliefs
among multicultural groups in order to provide culturally congruent health interventions.

Domain 12: Health Care
Finally, culture also affects people’s perceptions and use of traditional health care practitioners and folk
healers, and it affects views on gender in relation to health care. Cassar (2006) has noted that Muslim and
Orthodox Jewish women prefer a health care provider of the same sex during pregnancy and delivery. Some
groups perceive older male physicians to be more knowledgeable and trustworthy than their younger
counterparts, and others consider folk and magicoreligious healers to be superior to traditional physicians or
nurses (Purnell & Paulanka, 2003). For example, members of the Hmong community obtain Western medical
care, but they may also seek the use of traditional healers or shamans to address illness (Purnell, 2009). Public
health educators and other health professionals need to understand these perceptions among multicultural
groups, as they will influence people’s use of traditional health prevention services.
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A Culturally Competent Model of Care
Campinha-Bacote (1998, 1999, 2001, 2007) developed a conceptual model of cultural competence suggesting
that cultural competence in delivering health care services is a process.1 This process comprises five essential
constructs: cultural awareness, cultural knowledge, cultural skills, cultural encounters, and cultural desire.
Health educators can apply these constructs as they navigate through the process of cultural competence as the
constructs presented are very applicable to their work.

Cultural Awareness
Cultural awareness is the cognitive process through which health professionals become sensitive to the values,
beliefs, and practices of different cultural groups. This process involves an honest exploration of one’s own
cultural background and views, as well as a self-examination of one’s own biases and prejudices toward other
racial and ethnic groups. For example, some people may have some biases toward Mexican individuals due to
their legal status, or against people from Haiti because of the color of their skin. Still, they may not realize
these biases until they engage in a deep exploration of their feelings. This is only the first step on the journey
toward cultural competence; health educators must go beyond awareness and develop other components of
cultural competency (Campinha-Bacote, 1998, 2007, 2009).

cultural awareness
The cognitive process through which health professionals become sensitive to the values, beliefs, and practices of different cultural
groups

Cultural Knowledge
As individuals move through the process of acquiring cultural competence, they must also go through a
process of developing cultural knowledge in order to understand different racial and ethnic groups’ worldviews.
This cultural knowledge includes an understanding of the biological and sociological factors that contribute to
health disparities among racial and ethnic groups.

cultural knowledge
An understanding of the biological and sociological factors that contribute to health disparities among racial and ethnic groups

The development of cultural awareness and knowledge is essential in the preparation of health educators
and promoters (Luquis & Pérez, 2003), and resources for this awareness and knowledge are increasingly
available. A growing literature exists on the cultural views of racial and ethnic groups, multicultural health,
and diversity. Professional organizations have been formed to promote cultural competence (including the
NCCC), and conferences are being held that offer opportunities to participate in workshops and presentations
dealing with culture and health. In addition, a study of professional preparation programs in health education
found that although most of these programs are not offering courses entirely devoted to cultural competency,
they are adequately addressing content related to culture, race, ethnicity, and health in their existing courses
(Luquis et al., 2006). Still, because cultures are constantly evolving, becoming completely familiar with all the
cultural aspects of even one group is challenging at best; thus, health educators must also develop the cultural
skills, encounters, and desire that allow them to obtain cultural knowledge directly from individuals.

Cultural Skills
The abilities to collect cultural relevant data regarding the individual or group presenting the health problem
and to conduct culture-specific assessments are cultural skills (Campinha-Bacote, 2009). Health educators will
benefit from developing these skills and applying them to develop, implement, and evaluate culturally
appropriate interventions for people of diverse racial and ethnic groups (Luquis & Pérez, 2003). Developing
such skills requires that health educators learn how to conduct a comprehensive cultural assessment to
determine the explicit needs and appropriate intervention for the people being targeted (Campinha-Bacote,
1999, 2001, 2009). For example, Huff and Kline (1999, 2007) suggest that health educators collect cultural or
ethnic group–specific demographic characteristics and cultural or ethnic group–specific epidemiological and
environmental influences. Marin (1993) suggested that culturally appropriate health interventions reflect the
cultural beliefs, values, cultural characteristics, and expected behaviors of members of the targeted racial or
ethnic group. Thus, needs assessment conducted with a multicultural population must include a cultural
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assessment as well (Luquis & Pérez, 2003). Two such cultural assessments are discussed later in this chapter.

cultural skills
The abilities to collect culturally relevant data regarding the individual or group presenting the health problem and to conduct
culture-specific assessments

Cultural Encounters
The term cultural encounter describes the process of engaging in multicultural interactions with people of a
culturally diverse group (Campinha-Bacote, 1998, 2007, 2009). These interactions are opportunities for
health educators to develop their understanding and beliefs regarding that particular racial or ethnic group. At
times health educators may believe that because they have studied a specific racial or ethnic group and have
interacted with three or four members of that group, they know everything they need to know about that
group. However, three or four individuals probably do not fully represent the cultural beliefs and practices of
the group. For instance, although Hispanics share many cultural values and beliefs, interaction with three or
four members of the Hispanic population is not enough, because there are many Hispanic subgroups and they
are culturally and socially diverse. Thus, culturally competent health educators must constantly make it a
priority to have cultural encounters to prevent stereotyping and acquire the experiential knowledge needed to
develop culturally relevant interventions.

cultural encounter
The process of engaging in multicultural interactions with people of a culturally diverse group

Every day health educators have opportunities to interact with colleagues, clients, and other people with
cultural backgrounds similar to and different from their own. These interactions will help them learn from
each other as part of the process of achieving cultural competency, because learning from each other never
ends. The more that health educators endeavor to seek out these encounters, the better equipped they will be
to provide programs to racial and ethnic groups (Luquis & Pérez, 2003).

Cultural Desire
Finally, cultural desire is the genuine motivating force that makes one want to work with people from diverse
cultural backgrounds and engage in the process of becoming culturally competent (Campinha-Bacote, 1998,
2007, 2009). Health educators who have cultural awareness, knowledge, skill, and encounters must also
develop a true motivation to work with people from different racial and ethnic backgrounds. Cultural desire is
not something that can be taught in a classroom but something that health educators must have within
themselves or develop during their journey toward becoming culturally competent. They must be inspired to
work within a multicultural society. Health educators who “want to” (as Campinha-Bacote, 1999) says) and
who have the desire to work with racial and ethnic populations are doing a good service not only to the
community they serve but also to the profession.

cultural desire
The genuine motivating force that makes one want to work with people from diverse cultural backgrounds and engage in the
process of becoming culturally competent
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Inventory for Assessing the Process of Cultural
Competence among Health Care Professionals
In addition to this model of cultural competence, Campinha-Bacote (1998) developed the Inventory for
Assessing the Process of Cultural Competence Among Healthcare Professionals (IAPCC) to measure the
constructs presented in the model. In 2003, she revised this instrument (IAPCC-R) in order to add the
construct of cultural desire. A sum of the scores of the five subscales shows whether a health professional is
operating at a level of cultural proficiency (91 to 100), cultural competence (75 to 90), cultural awareness (51
to 74), or cultural incompetence (25 to 50). Higher scores represent a higher level of competence. Although
the process of cultural competence model and the IAPCC-R were developed to be used with health care
professionals, other health professionals can use them to understand the complexity of cultural competence
and measure individuals’ level of cultural competence. Luquis and Pérez (2005) used a modified version of the
IAPCC-R to measure the level of cultural competence among professional health educators. For their study,
they defined the levels of cultural competency used in the IAPCC-R as they apply to the field of health
education:

Culturally incompetent individuals can be described as those who lack an understanding of the difference
among ethnic and cultural groups. They are at the lowest level of the cultural competence process. As they
move through this process, the individual develops cultural awareness, or sensitivity to the values, beliefs
and practices of different ethnic and cultural groups. Culturally competent individuals are not only
culturally sensitive to the different groups, but are also able to respond appropriately to the needs of these
groups. Finally, cultural proficiency can be described as the endpoint of cultural competence. An
individual who is culturally competent has developed the ability to respond appropriately to groups of
diverse ethnic and cultural backgrounds. (p. 159)
The results of this investigation showed that in general, health educators were operating at a level of cultural

awareness. Moreover, 34 percent of the participants were operating at a level of cultural competency. Overall,
the health educators in this study could be described as individuals who are sensitive to the values, beliefs, and
practices of different ethnic and cultural groups and would be able to respond appropriately to the needs of
these groups. Study results also showed that variables such as the race of the individual, encounters with
diverse populations, and participation in a cultural diversity educational program influenced the level of
cultural competency among health educators (Luquis & Pérez, 2005). Findings from this study demonstrate
the role cultural competence education plays in developing culturally competent health educators, and they
support the need for more research in this area for a better understanding of the complexity of cultural
competency.
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Models for Developing Health Education Programs
This section discusses two assessment frameworks, the cultural assessment framework and the PEN-3 model,
which address the role of culture in the prevention of disease and promotion of health. These assessment
frameworks describe steps and concepts to use when developing health promotion and disease prevention
programs.
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Cultural Assessment Framework
The cultural assessment framework, developed by Huff and Kline (1999, 2007), contains five levels of
assessment that should be included when planning health promotion programs for multicultural groups. The
CAF categories and subcategories suggest areas of inquiry that are race, ethnicity, and culture specific. Huff
and Kline also recommend employing these areas in assessment tools such as surveys, focus groups, and other
formative evaluation processes. The five major categories of assessment are (1) cultural or ethnic group–
specific demographic characteristics, (2) cultural or ethnic group–specific epidemiological and environmental
influences, (3) general and specific cultural or ethnic group characteristics, (4) general and specific health care
beliefs and practices, and (5) Western health care organization and service delivery variables.

cultural assessment framework
Five levels of assessment that should be included when planning health promotion programs for multicultural groups

Cultural or Ethnic Group–Specific Demographic Characteristics
The cultural or ethnic group–specific demographic characteristics include age, gender, social class and status,
education and literacy, religion, language, occupation and income, residence and living conditions, and
acculturation (Huff & Kline, 1999, 2007). The more that health educators and promoters know about these
factors, the better they will be at targeting health education programs toward specific ethnic and racial groups
and incorporating these characteristics into development, implementation, and evaluation processes. For
example, when developing a program for a Hispanic population, it is important to note that although
Hispanics as a group have some common demographic characteristics relating to such factors as
socioeconomic status, educational level, and language, there are some differences among each subgroup.
When the three main Hispanic subgroups in the United States are compared, for example, Mexicans are
younger, have larger families, and have less income and educational attainment than Puerto Ricans and
Central Americans (Ramirez & de la Cruz, 2002). Similarly, religion and religious practices are important
components of many multicultural groups; thus, knowing how these affect their daily lives and behaviors will
shape the development of a program (Huff & Kline, 2007). Such differences in demographic characteristics
need to be taken into consideration when developing programs targeting specific multicultural groups and
subgroups.

Epidemiological and Environmental Influences
Although most assessment models include epidemiological and environmental factors, Huff and Kline (1999,
2007) recommend that health education practitioners take a closer look at these factors. When
epidemiological data are aggregated into larger categories of analysis, specific health issues in many racial and
ethnic subgroups may be concealed. For example, a health educator who examines the aggregate data on the
health status of Asians and Pacific Islanders might conclude that this group as a whole is healthy. However, a
closer look at the same data by individual Asian and Pacific Islander subgroups would show that some of the
subgroups have high incidences of breast, lung, and liver cancer and hepatitis B (Spector, 2004).

In addition it is important to assess environmental factors such as the presence of advertising, which might
lead to the use of health-damaging products and stores that sell alcohol and fast food, as these might be
associated with health disparities among racial and ethnic groups. LaVeist and Wallace (2000) found that
liquor stores in the Baltimore area were more likely to be located in low-income African American
communities than in other communities. The findings of this study, although not conclusive, suggest that the
relative prevalence of liquor stores in low-income African American communities may be associated with the
disproportionate share of alcohol-related problems experienced by residents of these communities.

While group-specific data gathering can be challenging and requires significant effort to obtain, these data
provide rich and enlightening information about the group (Huff & Kline, 2007). To overcome this
challenge, health educators must use primary data collection methods to gather epidemiological directly from
the targeted group.

Cultural or Ethnic Group Characteristics
Throughout the health education literature, health educators (Huff & Kline 1999; Luquis et al., 2006; Luquis
& Pérez, 2003; Stoy, 2000) have advocated that people in this profession need to become more culturally
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competent and sensitive to the racial and ethnic groups with which they work, and one level of the CAF is
concerned with taking into consideration specific cultural or ethnic characteristics—cultural or ethnic identity,
cosmology, time orientation, perceptions of self and community, social norms, values and customs, and
communication patterns (Huff & Kline 1999, 2007).

Spector (2004) defines culture as the beliefs, practices, habits, norms, customs, and so on that individuals
learn from their families. It is complex and dynamic, and although we can assume that for the most part,
people’s concept of their culture remains constant, cultural identity can change over time (Luquis & Pérez,
2003). As individuals from different racial and ethnic groups interact with members of other groups, new
environments, and new situations, their cultural identity is reshaped (Bonder, Martin, & Miracle, 2001).
Cultural identity influences the individual’s behavior and health choices. Consequently, it is important for
health educators to begin a cultural assessment by establishing how the targeted group identifies itself (Huff &
Kline, 1999, 2007), as this identity will influence other cultural characteristics of the group.

Racial and Ethnic Health Care Beliefs and Practices
In conducting an assessment, health educators need to be aware of specific racial and ethnic health care beliefs
and practices, which affect a group’s interaction with the Western biomedical model and health promotion
efforts (Huff & Kline, 1999, 2007). This level of the CAF includes assessment of a group’s health and illness
explanatory model, response to illness, perceptions and use of Western health care and health promotion
services, and health behavior factors.

The Western biomedical model explains illness and disease in terms of pathological agents, whereas a racial
or ethnic group might follow a diagnostic model that explains illness, disease, and course of treatment from a
cultural point of view (Nakamura, 1999). For example, some racial and ethnic groups perceive and explain the
cause of illness and disease in terms of “soul loss,” “spirit possession,” and “spells” (Spector, 2004). Similarly,
some groups describe disease as the consequence of an individual’s personal actions or interrelationship with
family and community or as related to supernatural agents (Huff & Yasharpour, 2007); thus, members of
these groups would be more likely to follow a nontraditional treatment modality to deal with the disease than
they would be to visit a heath care provider. In addition, the perceptions an ethnic group has of the Western
health care system will affect how they access health care and promotion services. “If target group members
perceive the Western health care facility as a ‘death house’ where family or friends go in alive and come out
dead, then they will be more likely to avoid contact with this type of facility except under the most dire
situation” (Huff & Kline, 1999, p. 495). Health educators must be aware of racial and ethnic groups’
understanding of health and illness, their health practices, and ways that group views can be incorporated into
health promotion interventions.

Western Health Care Organization and Service Delivery System
Finally, this model proposes an assessment of the Western health care organization and the delivery system
that provide services to multicultural groups. Although some may consider this area a separate assessment,
Huff and Kline (1999, 2007) argue that the way the health care and promotion organization perceives and
works with the target group plays a key role in the overall assessment process. This process must include
assessment of the cultural competence and sensitivity of the agency and its staff, assessment of the extent to
which organizational mission and policies enhance the process of cultural competence, and assessment of the
evaluation processes in place to measure organizational efforts in this area. Although this process might be
cumbersome, it is important for health promoters to understand the agency if they are to develop appropriate
and effective health promotion programs.
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The PEN-3 Model
The PEN-3 model was developed by Airhihenbuwa (1995) as a conceptual model for health promotion and
disease prevention in African countries, specifically to guide a cultural approach to HIV/AIDS, and then it
was adapted for use with African Americans. The model provides a functional method of addressing culture in
the development, implementation, and evaluation of health education and promotion programs. Although it
draws on theories and applications in cultural studies, it incorporates existing health education models,
theories, and frameworks. Initially the model had three dimensions of health beliefs and behaviors: health
education, educational diagnosis of health behavior, and cultural appropriateness of health behavior. The
revised PEN-3 model, presented in figure 6.2, consists of three primary domains—relationships and
expectations, cultural empowerment, and cultural identify—and three components (whose initial letters spell
PEN) within each domain (Airhihenbuwa & DeWitt Webster, 2004). Once health educators and
practitioners have identified a health issue, they can frame relevant sociocultural issues into the nine categories
displayed in figure 6.2.

PEN-3 model
A conceptual model for health promotion and disease prevention in African countries, specifically to guide a cultural approach to
HIV/AIDS, and adapted for use with African Americans

Figure 6.2 The PEN-3 Model
Source: Airhihenbuwa (2007, p. 38). Reprinted with permission of author.

According to Airhihenbuwa (2007, p. 37), “The PEN-3 model offers an opportunity to promote the notion
of multiple truths by examining cultures and behaviors and by beginning with and identifying the positive—
allowing us to examine and acknowledge the existential, which represents values that make a culture unique—
before identifying the negative.”

Relationships and Expectations Domain
The relationships and expectations domain assesses perceptions, enablers, and nurturers of behaviors from the
cultural point of view. This dimension of the PEN-3 model has evolved from other theories and models, such
as the health belief model (Rosenstock, 1974) and the PRECEDE-PROCEED framework (Green &
Kreuter, 1999). However, this model places culture at the core of health promotion and disease prevention
programs (Airhihenbuwa, 1995, 2007).

Among the three components of this domain, perceptions consist of the knowledge, attitudes, values, and
beliefs that exist within a cultural context and that motivate or inhibit individual or group behavioral change.
For example, knowledge and cultural beliefs about breast and cervical cancer can influence cancer screening
and health and health care–seeking behaviors among Hispanic women (Allison, Duran, & Peña-Purcell,
2005; Garces, Scarinci, & Harrison, 2006; Luquis & Villanueva, 2006; Scarinci, Bandura, Hidalgo, &
Cherrington, 2012). Enablers are resources, institutional support, and societal or structural factors that may
enhance or hinder preventive health decision and actions. For instance, the role of government policy has been
noted in the low incidence or even decline of new HIV cases in some African countries (Airhihenbuwa &
DeWitt Webster, 2004). Similarly, trust in some community-based organizations, local churches, and
community health advisors can serve as positive enabling factors in the prevention of cervical cancer among
immigrant Latinas (Scarinci et al., 2012). However, distrust of research and medical care has had a negative
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influence on the recruitment of African American males for prostate cancer screening (Abernethy et al.,
2005). Likewise, Garces et al. (2006) have suggested that lack of information, access to care, and medications
prevents Latinas from seeking health care services. Nurturers are family, friends, and community members
who have a positive or negative influence on health beliefs, attitudes, and actions. Abernethy and colleagues
(2005) identify pastors, church leaders, and community leaders as individuals who can promote prostate
cancer screening among African American males. Similarly, the cultural practice of caring for a sick relative at
home has become an important aspect of HIV/AIDS care in Africa (Airhihenbuwa & DeWitt Webster,
2004).

Cultural Empowerment Domain
The cultural empowerment domain is an affirmation of the possibilities of cultural influences, which are
positive, existential, and negative (Airhihenbuwa & DeWitt Webster, 2004). This dimension is crucial in the
development of culturally appropriate health education and promotion interventions (Airhihenbuwa, 1995).
As part of the development of such interventions, health educators must promote the good aspects and
recognize the unique aspects of a culture and not merely focus on its negative aspects (Airhihenbuwa &
DeWitt Webster, 2004).

Cultural empowerment is positive when it promotes the health behaviors of interest—for instance, the
traditional healing modality for dealing with health problems such as sexually transmitted infections
(Airhihenbuwa & DeWitt Webster, 2004). Similarly, eating a balanced diet, exercising, praying, and going to
church are positive cultural aspects and behaviors that can be encouraged among Latinas (Garces et al., 2006).
These behaviors will support other behaviors that help women to stay physically and spiritually healthy.

Existential aspects of a culture are the cultural beliefs, practices, and behaviors that are natural to a group
and have no harmful effect on health. These should not be targeted for change and should not be blamed for
the failure of a health education program. Garces et al. (2006) describe the use of alternative and
complementary healing practices, such as home remedies, as an existential behavior among Latinas. The views
of illness based on the principle of the balance between the yin and yang among members of the Chinese
community illustrates another existential behavior (Yick & Oomen-Early, 2009). Health educators must be
aware of and embrace these practices and beliefs because they can help to produce a holistic view that can
inform the development of a health education program.

Finally, negative aspects are those based on values, beliefs, and relationships known to be harmful to health
behaviors, for example, social actions that lay a foundation for inequality such as racism and differential
housing and education (Airhihenbuwa & DeWitt Webster, 2004). Yick and Oomen-Early (2009) identified
factors such as cultural attitudes about women, patriarchal authority, fear of shame and loss of face, and
pressure to maintain harmony as negative behaviors affecting Chinese women. To be successful, health
educators should develop programs that increase or support the naturally occurring positive behaviors while
decreasing the negative behaviors and respecting the existential ones.

Cultural Identity
Finally, the cultural identity domain in the PEN-3 model seeks assessment of person, extended family, and
neighborhood. It is important to understand that cultural identity, which represents an important intervention
point of entry, is not defined by race and culture alone but refers to the multiple identities men and women
experience in different cultures (Airhihenbuwa & DeWitt Webster, 2004). For example, “an African South
African (such as Zulu) might out of necessity embrace the lived experiences of being Zulu (ethnicity), English
(language), Afrikaans (oppressed experience) and poor person” (p. 8). Once the intervention point of entry,
components of cultural identity, has been identified, the behavioral change can be addressed and promoted. It
is also important to recognize that there could be multiple points of entry for addressing social context and
behaviors (Airhihenbuwa & DeWitt Webster, 2004). In light of this fact, the individual can be provided with
opportunities to acquire information and the skills needed to make good health decisions appropriate to his or
her role in family and community (Airhihenbuwa, 1995). In addition, health education is concerned not only
with the immediate nuclear family but also with the extended family. Family plays a key role in the lives of
members of many racial and ethnic groups. For example, a husband’s mother, given her influence on the
expectations of the couple in such areas as sexual negotiation, might be the source of certain behaviors that
need to be changed (Airhihenbuwa & DeWitt Webster, 2004). Finally, health education is committed to
health promotion and disease prevention in neighborhoods and communities, as involvement of community
members is critical in the provision of culturally appropriate interventions (Airhihenbuwa, 1995). For
example, a community’s ability to decide on billboard advertisement and communication about HIV/AIDS in
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its locality might be encouraged (Airhihenbuwa & DeWitt Webster, 2004). Health educators must develop
interventions that target both the individual and the extended families and neighborhoods because of these
interconnections.
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Suggestions for Working with Diverse Groups
When working with diverse groups, health educators should consider the role of culture and cultural
characteristics of the communities and individuals in order to be effective in addressing their needs. The
following suggestions pertain to working with diverse groups:

Health educators must examine their cultural awareness and knowledge in order to be responsive to the
values, attitudes, and behaviors of diverse cultural groups. Both Purnell (2005) and Campinha-Bacote
(1998) address cultural domains, concepts, and constructs that must be taken into consideration when
creating awareness and knowledge of diverse groups. For example, Long (2011) used the Purnell model
as a framework to provide examples on how to incorporate culture and spirituality in palliative and end-
of-life care in a health care setting.
By interacting (i.e., cultural encounters) with members of different ethnic or racial groups, health
educators learn to understand and appreciate the diversity of values and belief systems that influence
health and health-seeking behaviors among these groups. For example, as part of a multicultural health
course, I used different activities to expose students to the practices, values, and beliefs among members
from a racial and ethnic group different from their own. Students can choose to complete an interview
with a member of a different ethnic or racial group or a health professional working with diverse
populations, visit a traditional ethnic neighborhood or store, or attend a traditional racial or ethnic event.
At the end of this activity, the student is able to learn and appreciate differences and commonalities
between the specific racial or ethnic group and themselves.
Both the CAF (Huff & Kline, 1999) and the PEN-3 (Airhihenbuwa, 1995) models describe frameworks
that must be taken into account when assessing the needs of diverse groups as part of the development of
health promotion and disease prevention programs. For example, Shoultz, Phillion, Noone, and Tanner
(2002) used the CAF as a basis for a research study to develop reliable and valid (cultural-tailored)
guidelines for the prevention of violence. Similarly, Scarinci et al. (2012) used the PEN-3 model to
develop theoretical-based culturally relevant intervention for cervical cancer prevention among Latina
immigrants.
Health educators must use cultural assessment to gather data and information that would be beneficial in
the development of cultural and linguistically appropriate health promotion programs. Yick and Oomen-
Early (2009) applied the PEN-3 model to the topic of domestic violence within the Chinese American
and immigrant community. By using this model, they provided suggestions for guiding domestic
violence education and prevention among this community. Similarly, Huff and Kline (2007) provided
suggestions on how to use the CAF when assessing cultural variables during program planning process.
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Conclusion
Today’s population growth and increasing population diversity validate health educators’ efforts to incorporate
cultural and linguistic competence into every aspect of planning, implementation, and evaluation of health
education and promotion programs. In this process, it is essential to employ theoretical models that describe
and explain culture and related concepts. It is vital for health educators to apply these cultural constructs in
every health education, promotion, and prevention intervention targeting diverse communities. In addition to
considering the models and assessments discussed here that focus on the role of culture in the prevention of
disease and promotion of health, health educators must also consider other theories discussed in this book
when addressing the needs of the multicultural population in the United States.
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Points to Remember
Health educators need to consider the concept of culture and cultural factors during the development
and implementation of culturally appropriate health education and promotion programs.
The Purnell model for cultural competence provides a comprehensive, systematic, and organized
framework with specific questions and a format for learning and assessing the concepts and
characteristics of culture.
Campinha-Bacote suggests that the process of cultural competence comprises five essential constructs:
cultural awareness, cultural knowledge, cultural encounters, cultural skills, and cultural desire.
The cultural assessment framework contains five levels of racial-, ethnic- and culture-specific
assessments that should be conducted when planning health promotion programs for multicultural
groups. These assessments can also be incorporated into such tools as surveys, focus groups, and other
formative evaluation processes.
The PEN-3 model provides a functional method of addressing culture in the development,
implementation, and evaluation of health education and promotion programs. It also allows health
educators to conduct culture-based research and develop effective interventions for combating illnesses in
racial and ethnic groups.
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Case Study
A group of health educators are in charge of developing community health education and promotion
programs for the members of a diverse community. The population of this community is 45 percent white, 35
percent African American, 10 percent Hispanic, 5 percent Asian and Pacific Islander, and 5 percent members
of other ethnic groups. Preliminary epidemiological data show differences in the incidence and prevalence of
chronic illness among these groups. For example, the African American population has a significant higher
mortality rate for heart disease, cancer, diabetes, and a higher rate of infant mortality.

1. What constructs could you use to assess the level of cultural competence among the team of health
educators?
2. What steps would you follow to assess the health education needs of this community?
3. What cultural factors do you need to consider when developing a program?
4. What cultural factors will influence the risk behaviors among members of this community?
5. Which cultural theory or model would be more appropriate to use when assessing the needs of this
community?
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KEY TERMS
Cultural assessment framework
Cultural awareness
Cultural competence
Cultural desire
Cultural encounter
Cultural knowledge
Cultural skills
PEN-3 model
Purnell model
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Note
1. For a graphical representation of this model, visit the Transcultural C.A.R.E. Associates website:
http://www.transculturalcare.net.
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CHAPTER 7

PLANNING, IMPLEMENTING, AND
EVALUATING CULTURALLY APPROPRIATE

PROGRAMS

Emogene Johnson Vaughn

Vickie D. Krenz

LEARNING OBJECTIVES
After completing this chapter, you will be able to

Describe the relationship of the concepts of culture, health, and linguistics.
Recognize the need for cultural and linguistic competence.
Assess the essential use of needs assessments in culturally diverse groups.
Examine cultural factors in the planning and implementation of culturally appropriate programs.
Describe challenges and strategies used in the design of culturally appropriate evaluations.

This chapter explores the relationship between the concepts of culture and health to show the basis of one’s
understanding of the need for cultural and linguistic competence, the capacity of an organization and its
personnel to communicate effectively and convey information in a manner that is easily understood by diverse
audiences, including persons of limited English proficiency, those who have low literacy skills or are not
literate, individuals with disabilities, and those who are deaf or hard of hearing. The concept of cultural
appropriateness will be the focus of factors that are important to the effective planning, implementation, and
evaluation of health education programs.

linguistic competence
The capacity of an organization and its personnel to communicate effectively and convey information in a manner that is easily
understood by diverse audiences, including persons of limited English proficiency, those who have low literacy skills or are not
literate, individuals with disabilities, and those who are deaf or hard of hearing

cultural appropriateness
Denotes an approach that considers multiple cultural factors (e.g., beliefs, values, norms, language, experiences, gender, sexual
orientation/gender identity, age, class, education) in the design and delivery of services, training, research,
collaboration/partnerships, and community engagement

We examine the need for cultural and linguistic competence by addressing the attributes of health
professionals who are expected, and often mandated, to apply professional and national standards such as
culturally and linguistically appropriate services (CLAS) in the planning, implementation, and evaluation of
programs appropriate for culturally diverse individuals and groups.
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Concepts of Culture, Health, and Linguistics
Concepts of health, illness, and death are as phenomenal and multifaceted as the concepts of culture. The
similarities among these concepts are that they are learned, acquired, and shared. The differences that exist
among them are multitudinous and cultural. The essence of this diversity is realized when such differences
find acceptance in our own concepts and, more important, when they are applied in the planning,
implementation, and evaluation of culturally appropriate health programs. Edberg (2013) defines culture from
such a multifaceted approach to include seven facets: classic, symbolic, ideologic, materialistic, linguistic,
mental or cognitive, and cultural and biocultural. To highlight one of the facets, the mental or cognitive
definition of culture, Edberg explains the concept of culture as something being primarily in the mind of
people within a particular group—a kind of shared conceptual framework that organizes thought and
behavior. It is from this facet that Edberg emphasizes “culture as not so much about what people do, but
about what they think and how that determines what they do” (p. 11). In essence, “culture is man’s way of
finding acceptance and making sense of what he does” (p. 11).

Edberg’s emphasis can be applied to the concepts of health and even illness and death as well. From a
multicultural perspective, a variety of questions can be raised: Is health one’s personal responsibility or illness
one’s own fault? Is health a divine reward, or is illness or death a due punishment? Is one’s health, illness, or
death due to sorcery or to be blamed on or caused by someone or something else? The responses to any one
question are as diverse as the many health-related behaviors that result from one’s cultural way of thinking and
doing. For health professionals, the mental or cognitive perspective may require an assessment of the role that
cultural-specific practices and beliefs, including race, ethnicity, socioeconomic status, age, gender identity,
sexual orientation, education, and language, play in the concepts of health, illness, and death that culturally
diverse individuals and groups hold.

Drawing again from one of Edberg’s multifaceted perspectives, linguistic culture is defined as language that
can make communication easier or difficult. It is interesting to observe persons from different geographies and
faraway lands using similar expressions and phrases. Differences in cultures and language may exist, yet a
conversation may be understood because the underlying message has a shared understanding. Expressions
such as “a toast to your health” or “have a healthy day” or “the apple does not fall far from the tree” may have
universal meanings. In contrast, cultural differences and languages may create confusions and
misunderstandings. One’s culture may dictate who speaks first or who extends a handshake. The cultural
appropriateness of these behaviors may be interpreted as kind and friendly gestures or as rude and
disrespectful actions. Cultural and language differences can help or hinder communication, compliance, and
acceptance of information, products, or services. A useful suggestion is to improve one’s cultural competence
by learning about a community’s history, resources, governance, and composition. Participating in community
activities such as graduation ceremonies, community dinners, funerals of honored members, and special events
such as neighborhood or block parties are recommended. A proactive strategy is to learn the language of the
target audience or at least culturally appropriate phrases and expressions of the language. Such participation
and interest build relationships and bonds of trusts that the health educator is accepted and welcomed in the
community.

One of the tenets from the Office of Minority Health (OMH) strongly supports the importance and
impact that communication and concepts of health and culture can have in the working relationships of health
professionals and individuals and groups from diverse cultures. According to OMH (2013),

Culture and language may influence:
health, healing, and wellness belief systems
how illness, disease, and their causes are perceived by the patient/consumer
the behaviors of patients/consumers who are seeking health care and their attitudes toward health care
providers
the delivery of services by the provider who looks at the world through his or her own limited set of
values, which can comprise access for patients from other cultures (p. 3).

The impact of cultural beliefs serves as an example of the intersection between a cultural factor and health
outcomes, for example, a simplistic view of an Asian cultural belief that the causes of diseases and illnesses
come from an imbalance in hot and cold (yin/yang) or an Afro-Caribbean view that supernatural spirits when
“vexed” can cause havoc in a person’s mind and body. These beliefs are in direct contrast to the pathogenic
theories of the biomedical system. How these contrasting beliefs are accommodated by both diverse
individuals and groups and by health educators and health care providers highly influences decisions for
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program intervention strategies and their possible outcomes. The choice of program intervention may be with
a healer using natural plants or herbs, or the choice may be toward the use of doctors using conventional
medicines. Imagine the Asian or Afro-Caribbean aging patient engaging in the cultural practice of drinking
an herbal tea along with the conventional practice of a daily low-dose aspirin to counteract his or her
inflammatory condition such as arthritis or heart disease. Such an intervention becomes a culturally
appropriate breakthrough in the integration of the acknowledgment and acceptance of cultural differences.
The coexistence of the cultural diversity of the individual or group, along with the health educator or health
care provider, is possible and feasible in that all sides acknowledge that all peoples have their own cultural
knowledge and practices (Edberg, 2013). Furthermore, one’s cultural knowledge and practices are neither
right or wrong; they are just different.
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The Need for Cultural and Linguistic Competency
Skills in cultural competency and linguistics are necessary for navigating health education programs that aim
to address the goals of Healthy People 2020, which emanated from the 1985 Report of the Secretary’s Task
Force on Black and Minority Health (Department of Health and Human Services, 1985). Healthy People
2020 continues to promote the adoption of healthy behaviors for all Americans as a strategy to improve the
quality of life, reduce health disparities, and extend life expectancy. However, the successes of this initiative
continue to dim as health problems like obesity and lack of physical activity remain while the challenges
continue to abound as measured by the initiative’s long-standing goals. First, gaps in life expectancies and
years of quality health still exist disproportionately and are threatened by ongoing observations that the life
expectancy of young people today is projected to be shorter than that of their parents (Olshansky & Carnes,
2012). Second, access to and the availability of health care and services is still limited for minorities and made
worse by inflationary health care costs and a lack of affordable health insurance even with the Affordable Care
Act. And third, health disparities among cultural and ethnic groups remain a major concern.

Following the 1985 health report, Braithwaite and Taylor (1992) warned even then of too little focus being
given to cultural competence as a strategy for effective health education or to close health gaps and disparities.
Since 1999, with the launching of the Reach 2010 project (American Association for Health Education,
2004a) and initiatives from the Office of Minority Health (Johnston, Denboba, & Honberg, 1998), greater
and growing interest has been directed toward culturally appropriate and community-driven strategies to
address selected diseases and health problems that disproportionally affect specific racial and ethnic groups.
To sum it up, the awareness and acceptance of the interrelatedness and connectedness of the concepts of
health and culture as a strategy to improve quality of life for all peoples make clear the need for cultural and
linguistic competence and should direct the planning, implementation, and evaluation of culturally
appropriate health programs.

The future quality of health and wellness for all cultural groups depends not only on the quality of the
health education for the diversity of the population, but also on the preparation of the new generation of
health professionals for working with the diverse population. Professional organizations like the American
Association for Health Education (AAHE) have responded to this challenge by publishing Guidelines for
Health Educators (2004b) and a position statement on cultural competency (2006). Also, in a joint venture
with the Health Resources and Services Administration, AAHE published a supplemental issue to its journal
that highlighted cultural competence as a strategy for eliminating disparities for vulnerable populations
(Schwartz, 2006). Whereas the composition of health professionals and health educators remains rather
constant and homogeneous, the demographics of minority groups have diversified more rapidly.
Consequently, the demand for health professionals to have diverse cultural and linguistic skills will become
more challenging to meet.

In the interim, the emphasis still remains on program content with too little regard for culture-specific
content, for the messenger, or how the message will be delivered. That is, the process for translating programs
continues to be overlooked as a strategic action plan. Many community health promotion programs have
failed due to lack of financial support, inability to reach target populations, especially those of high risk, and,
of equal concern, an inability to design programs that are meaningful to the health beliefs, practices, and
behaviors of the community to be served. The future realization of healthy lifestyles of specific target
populations traditionally underserved, or yet to be served, and underrepresented may depend on the country’s
ability to effect changes in unhealthy lifestyles and in its efforts to prepare health professionals for working
with racially and culturally diverse individuals and groups. When we ignore multicultural differences, a void
exists in the health education process. Health gaps and disparities continue to widen because goals and
behavioral outcomes may be set that are not shared by those of a different race or culture (Sue, 2001).

The goal of community engagement should be to build capacity and increase comfort levels when
interacting with diverse groups. Within this goal, the aim is to provide multicultural training and experiences
that challenge, stretch, and expand the health professional’s world and local view in any health setting. Higher
cultural competence is perceived when programs or services are culturally responsive, cultural differences are
acknowledged and reframed, and images of color and racial blindness are projected (Atkinson, Thompson, &
Grant, 1993).

diverse groups
A group of different or diverse people along the dimensions of gender, age, ethnicity, race, sexual orientation, socioeconomic
status, physical abilities, political beliefs, religious beliefs, or other ideologies
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Individually and collectively, addressing the cultural and linguistic competence of health professionals,
particularly to include health educators, has gained some attention as another strategy to increase the adoption
of healthy behaviors. Because health and social practices are usually manifestations of cultural beliefs and
individual life experiences (Braithwaite & Taylor, 1992), understanding and developing cultural and linguistic
competence should be of growing importance to health educators and other health professionals. Luquis and
Pérez (2003) urge health educators to “assume their inherent responsibility” and to be proactive in forging a
partnership and collaboration with federal agencies in establishing within the field of health education
“discipline-specific” guidelines and interventions for cultural competence. In the academic areas of counseling,
psychology, education, business, and advertising, the consensus is that through translators, culturally
competent health professionals are likely to be the key to getting people to adopt healthy behaviors and
creating supportive environmental conditions, thereby reducing the health gaps and disparities within the
United States.
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Program Planning Models and Cultural Diversity
The effectiveness of health education programs has focused on progress toward meeting the Healthy People
2020 outcomes. Program planning originated out of the Role Delineation Project of the 1970s. Over the
subsequent decades, numerous planning models have emerged that address the health disparities of diverse
populations. These models provide a systematic approach to identifying health issues and strategies and
developing effective programs that lead to measurable health outcomes. Planning models provide structure,
direction, and sequence to the planning process, thus allowing greater focus from the onset on program
outcomes. The integration and linkage of concepts of cultural competence help to direct the focus of the
planning model toward programs appropriate for the diverse population being served. Several planning models
are commonly used in health education programming, and they are considered to have made the program
planning process more effective in achieving desired program outcomes.

Planning models have been beneficial in providing structure and direction in the development of health
programs. Models focus on the steps necessary for a comprehensive approach in addressing potential health
issues within a particular community. However, a key element often missing from planning is the engagement
of the targeted population as active participants in the process.

More recently, planning models have focused on the strengths of community-based partnerships to address
health disparities at the local level. Community-based organizations can address the unique cultural factors
that have an impact on the disparities of health outcomes. However, these organizations often lack the
academic skills required to measure the outcomes of their interventions.

To address this issue, the community-based participatory research (CBPR) model was implemented to form
partnerships among constituents that address program planning, implementation, and evaluation of outcomes.
The CDC, OMH, National Institutes of Health, and state and nonprofit foundation funding sources
initiated this approach to strengthen the collaborative research relationships between community-based
organizations and academic institutions. As Minkler and Wallerstein (2003) noted, CBPR is a collaborative
approach that recognizes the unique strengths that community-based and academic organizations bring to
research endeavors. More specifically, “CBPR begins with a research topic of importance to the community
with the aim of combining knowledge and action for social change to improve community health and
eliminate disparities” (p. 4). Furthermore, Israel and colleagues (2003) point out that CBPR is presupposed by
the genuine partnership of colearning between academic and community partnerships. As a result of this
collaborative partnership, community members are trained and engaged in the research process, resulting in
shared ownership of knowledge and findings. Most notable, CBPR is intended to build strong long-term
commitments between community-based and academic partners in which the stakeholders equally and
collaboratively address health disparities at the community level.

community-based participatory research
A partnership-based approach to research and evaluation

Sandoval and colleagues (2012) have pointed out that the CBPR approach has gained considerable
attention and continues to be used to bring together community organizations and academic communities to
address health disparities with culturally and linguistically appropriate programs that have measurable
outcomes. Initiated by SOPHE, the Racial and Ethnic Approaches to Community Health program
(REACH 2010) demonstrated the beneficial aspects of CBPR and identified forty funded community
programs in collaborative partnerships to plan, implement, and evaluate strategies that addressed health
disparities (Satcher, 2006). REACH 2010 demonstrated the symbiotic relationship that can result from
collaborative partnerships between community and academic participatory research.

Collaborative partnerships have the potential to bring together the strengths of community-based leaders
with the research strengths of academic professionals. This relationship has the potential to plan, implement,
and evaluate culturally appropriate health promotion interventions that incorporate the strengths of all
partners at all levels of the planning process.

Recognizing the roles and contributions that all partners bring to the planning process is important.
Academic researchers bring the expertise of research methods and evaluation skills needed for evidence-based
outcomes. These technical resources, which funders often require, provide credibility and accountability of
program measures. However, academic partners often lack the cultural insights and nuances that community
partners bring to the relationship. Thus, it is imperative that mutual respect for the contributions and
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expertise of all partners be established to ensure the successful development of culturally appropriate programs.
The culture of academic institutions can bias researchers’ perceptions of culturally diverse populations. As

Wallerstein and Duran (2006) noted, academic researchers are often driven by an institutional agenda that
requires externally funded grants, a bias that can result in an overly zealous drive to pursue funding without
inclusion of the targeted community. In addition, the potential exists that academic researchers will bring a
paternalistic view that presupposes that they know what is best for the community. It is imperative that
academic researchers closely evaluate their biases throughout the planning process to ensure that the targeted
population is actively involved.
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Planning, Implementation, and Evaluation of
Culturally Appropriate Programs
In working with diverse community groups, health educators are charged with finding out more information
about what is going on and why and how cultural issues may or may not influence a health problem or related
risk behaviors. As information is gathered, a view of the community evolves that portrays what is and what is
needed. This view becomes a picture of the community’s strengths and resources and of its limitations,
barriers, and areas of needed improvements. The tools of needs assessments help to paint this big picture
(Hodges & Videto, 2005). The big picture is a social assessment, a term used to describe the quality of life
and health status of a community group (Green & Kreuter, 1991). Painting the big picture guides the
direction for targeting programs to specific populations. Succinctly stated, Hodges and Videto (2005) promote
the use of needs assessments to assist health educators in investigating the web of factors that affect the health
of the target population and the ability of health educators to have a positive influence on the cultural group
through language and communication skills and through knowledge of health beliefs and practices.

needs assessments
Process by which the health educator identifies the health needs of the target population and decides whether these needs are
being met

Edberg (2013) writes that gathering useful information that paints an accurate picture of community
capacity and community needs starts with forming partnerships with key leaders and community
organizations that can provide knowledge and expertise in collaborating on the conduct of a needs assessment.
Edberg points out that partnering with the community draws on acceptance, participation, and involvement,
which leads to a sense of connectedness and community ownership.

With this partnership, conducting a needs assessment acquires an added value in that “what is” and “what is
needed” now become what “we” look like and what “we” need to do. This inward shift in attitudes eliminates
the us/them evaluation and program attitude. Furthermore, it fosters the working relationship, team
effectiveness, and team enthusiasm for each other’s roles as equal program participants.

An underlying issue is the definition of culture, which is inherent at all levels of collaborative partnerships.
As noted, culture reflects the organization of thought and behavior that has meaning and sense among a
group of people (Edberg, 2013). The idea of culture is expansive and transcends a group’s race/ethnicity. It is
a complex and multifaceted set of experiences and personal histories that have meaning and sense to
individuals. For example, there are shared language, symbols, behaviors, and experiences among young
Americans that reflect a culture of youth. This group shares complex experiences in a technologically advanced
world that cross racial/ethnic backgrounds. Their lives reflect the power of the Internet, social networking,
smart and Android phones, high-definition television, and electronic learning systems. In comparison, their
grandparents have journeyed through an existence of rotary land phones, party lines, tube televisions,
transistor radios, and pencil and paper. Navas and colleagues (2005) propose that culture and the adaptation
of social contexts involve a sociocultural reality, including religious, social, educational, political, labor, family
relations, and ways of thinking (i.e., principles and values).

The academic community shares a pattern of thought and behavior that is reflected in the meaning and
sense of research. The principles and values of the academic culture focus on sound research methodologies
with statistical hypothesis testing to determine the effectiveness of programs for behavior change. The cultural
thought values fidelity of programs with measures of reliability and validity. As Wallerstein and Duran (2006)
pointed out, the culture of academic institutions focuses on being awarded external funding, along with
concerns for tenure and promotion.
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Conducting Culturally Appropriate Needs Assessments
Needs assessment tools and strategies provide primary, secondary, qualitative, and quantitative data helpful in
painting the big picture. A general recommendation is that a combination of tools and strategies be used to
ensure cultural appropriateness. The combination of approaches can provide a clearer picture than the initial
view of the target population.

Primary information-gathering strategies have the advantage of providing a more accurate and specific
baseline of information to describe uniquely what the community looks like. Qualitative means such as
interviews of key leaders and community organizations, conducting forums and nominal and focus groups,
and forming coalitions and advisory boards are helpful in discovering the community’s own perception of the
“way we look,” of “having our needs met,” and of the barriers to opportunities for “improving our community’s
quality of life.” Shadowing “community-folk,” an ethnographic, firsthand approach, and listening to the
storytelling of key and lay members of the community can provide a rich and vast amount of information that
often is overlooked or otherwise unavailable. Drawing qualitative data directly from the target community is
strategic in that it provides specific information that gives insight into socioeconomic characteristics and
cultural practices. Qualitative methods of information gathering are culturally appropriate for use with
community groups where written language is a barrier and oral tradition is preferred. Key and lay members of
a community may “talk your ears off” while they have a reluctance and a resistance to “filling out another
written form.” In situations where linguistics and education levels are not logistical issues, primary means to
capture quantitative data have become more convenient, sometimes free or at low cost with the use of the
Internet, to send out surveys, questionnaires, and checklists.

Secondary information-gathering strategies that help to paint the social assessment or big picture include
information from and collected by external social, education, governmental, private, voluntary health, and
humanitarian organizations. These external sources provide secondary information that represents studies of
larger populations at national or state levels. Comprehensive health assessments and health status assessments
can be obtained from a host of websites and other sources. Box 7.1 provides sources of information and
websites for secondary data that can be used for needs assessments.

BOX 7.1 SOURCES OF INFORMATION AND
WEBSITES

American Heart Association, www.americanheart.org/
Centers for Disease Control (CDC), www.cdc.gov/
Healthy People 2000/2010/2020 Report, www.healthypeople.gov/
Henry J. Kaiser Family Foundation, www.kff.org/
Morbidity and Mortality Weekly Report (MMWR), www.cdc.gov/mmwr
National Association of City and County Health Officers (NACCHO), sites available for each state
National Center for Health Statistics, www.cdc.gov/nchs
National Health Information Center, www/health.gov/nhic/
National Health Interview Survey (NHIS), www.cdc.gov/nchs/nhis.htm
National Institutes of Health (NIH), www.nih.gov/
Office of Minority Health, www.minorityhealth.hhs.gov/
Robert Wood Johnson Foundation, www.rwjf.org/
Rural Health Programs, www/ruralhealthweb.org/
Statistical Abstracts of the United States, www.census.gov/compendia/statab/
Youth Risk Behavior Surveillance System (YRBSS), www.cdc.gov/yrbs/

Population-based public health surveys have been widely used to provide prevalence and incidence data
essential for needs assessments. Large-scale surveys typically reflect greater precision in sampling
methodologies, representative sample sizes, and increased reliability and validity. However, problems arise
with research methodologies that were developed with Anglo American populations and are applied to
multiethnic survey samples. Pasick, Stewart, Bird, and D’Onofrio (2001) reported that the languages and
cultures of multiethnic populations can affect survey results. They identified the following problems with
multiethnic and multilingual survey data: questionnaire construct, diversity in cultural meanings, cultural
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appropriateness of survey items, nonequivalent connotations of translated items, and demographic
characteristics of participants. Numerous other researchers (Burn, Sudman, & Wansink, 2004; Sudman,
Bradburn, & Schwarz, 1996; Warnecke et al., 1997) have reported similar findings that the wording of
multiethnic surveys can lead to misinterpretation by respondents.

Population-based public health surveys are often used to provide an understanding of racial/ethnic health
outcomes. As a statistical construct, these surveys collapse broad ethnic groups into six categories: Caucasian
(white), Hispanic/Latino (non-white and non-black), black or African American, Asian/Pacific Islander,
Native American/Alaskan Native, and other. In this format, the categorical racial/ethnic groups are portrayed
as homogeneous groups. In reality, there is tremendous diversity among the ethnic groups that are represented
within these categories. For example, Hispanic/Latinos represent a wide range of ethnic backgrounds that
have unique aspects of their culture, language, and experiences. And Asian/Pacific Islanders do not share a
similar language, culture, or traditional experiences.

One the fastest-growing demographic groups in the United States is that of those who self-identify as two
races. According to 2010 Census data, 2.9 percent of the population reported multiple races, with the most
common reported multiple race combinations as white and black (1.8 million), white and some other race (1.7
million), white and Asian (1.6 million), and white and American Indian/Alaska Native (1.4 million) (Humes,
Jones, & Ramirez, 2011). Furthermore, data from the American Community Survey revealed that 5.6 percent
of children under 18 years are two or more races. California, Texas, New York, and Florida have the highest
number of multiracial people (US Census Bureau, 2012).
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Designing Culturally Appropriate Evaluations
Over the past several decades, greater attention has been given to the performance of public and nonprofit
funded programs. Increasingly, the knowledge of what works and does not has led to program improvements,
evidence-based policy decisions, and measurable health outcomes. Accountability of program funds has been a
major factor for evaluation requirements in federally funded programs. Under the Government Performance
and Results Act of 1993, federal agencies are required to establish annual quantitative performance targets
with annual reporting (US Office of Management and Budget, 1993). Many state and nonprofit funders have
followed this move to require evaluation of funded programs.

Considerable resources have been published in the field of program evaluation. Abundant volumes have been
written on evaluation design methodologies and measurement issues. Attention has been focused on the level
of evaluative precision, reliability, validity, and generalizability. However, the cost of an evaluation increases
with the level of precision to measure program outcomes.

program evaluation
A process to determine if a program’s goals and objectives have been achieved or to determine the effectiveness of a program

Evaluative research requires knowledge of research designs, including quantitative and qualitative
methodologies, while keeping in mind that each program evaluation is unique and brings a set of challenges.
The application of evaluation methodologies is as much art as it is science, so a cookie-cutter approach cannot
be used to address all health programs. Evaluation methodologies require a balance of the program goals and
objectives, the target population, and the resources available to implement the evaluation.

It is essential that evaluation planning begins at the inception of a potential program. Clear and measurable
program goals and objectives are the basis for guiding the direction of a program. Evaluation begins at the
start of the program with careful consideration as to the methodologies that will be used to measure whether
the goals and objectives were met. This ensures that data can be collected at appropriate intervals, including
preprogram assessments if they are required.

In addition, evaluation planning and evaluation do not occur in isolation but in a collaborative partnership
with all program staff, including representatives of the target population. Successful collection of data relies on
access to the targeted population throughout the funding period. Coordinated efforts between program and
evaluation staff ensure this process is achieved.

There remains a dearth of published work on the evaluation of community-based public health programs.
As interventions move from highly controlled settings to actual diverse settings, adherence to a new context
can compromise the original program’s fidelity. Achieving comparable control groups is often difficult in
community-based setting. Furthermore, cultural adaptations may have an impact on the reliability and validity
of evaluation instruments. These constraints have limited the publication of program results in the research
literature.

Matching evaluation designs and assessments to diverse populations can be a challenging task. Diverse
populations represent a constellation of considerations in determining how to design, adapt, or collect data. It
is essential to consider a variety of factors that have a direct impact on the evaluation methods to be used.
These factors include educational levels, verbal and written language constructs, cultural protocols, and
acculturation.
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Education
Education is an important consideration in program planning and implementation. As Ballantine and Spade
(2008) and Durkheim (2008) noted, formal education has a socializing effect that imparts essential
information about the values, skills, and information necessary to function within society. Students are
prepared to engage in the social responsibilities of literate citizens in political and economic issues. Thus,
formalized education is a mechanism by which individuals are taught how to function within the organization
of society. The use of language and customs are integrated into how individuals are expected to participate in
society (Bowles & Gintis, 2008; Sadovnik, 2008). As part of the educational process, students are familiarized
with the structure of how information is organized and interpreted within our society. A literate citizen is
expected to have the ability to communicate in verbal and written formats.

Western written format is generally organized in a linear and sequential manner. Print materials such as
books and periodicals are read from the top (upper left) of the page and from left to right. The educational
process instills in learners this organization to facilitate the efficiency of information in our society. This
organization of information is evident in everyday experiences, from reading food labels to following a recipe.

In addition, the educational process provides opportunities for learners to be exposed to assessment
constructs. Categorical constructions (gender, race/ethnicity, and so on) are “boxes” that students are taught
the meaning of early in their educational training. As they progress, they are introduced to more advanced
constructs that develop higher levels of cognitive skills. Thus, education provides opportunities to learn and
practice assessment constructs that are commonly used in planning and measuring program outcomes.

Multicultural education research (Padilla, 2012) has demonstrated that the lack of formal Western
education can compromise assessment constructs. Erroneous conclusions can result when the targeted
population lacks the ability to understand written formats or the constructs used in program assessment and
outcomes. Preliterate or low-literacy societies may have little or no experience with the abstract concepts of
scaled intervals. Deyo (1984) found that errors can be introduced in conclusions when respondents are not
able to perceive the meaning of intervals when asked, “On a scale of 1 to 5, with 1 being ‘strongly disagree’
and 5 being ‘strongly agree,’ how would you rate . . . ?” Singh-Manoux, Adler, and Marmot (2003) used a ten-
rung ladder scale to depict perceptions of social status and health outcomes. Similarly, Chen, Gee, Spencer,
Danziger, and Takeuchi (2009) assessed social standing among Asian immigrants in the United States using a
ladder graphic representation:

Think of this ladder as representing where people stand in the United States. At the top of the ladder are
the people who are the best off—those who have the most money, the most education and the most
respected jobs. At the bottom are the people who are the worst off—who have the least money, least
education, and least respected jobs or no job. The higher up you are on the ladder, the closer you are to
the people at the very top; the lower you are, the closer you are to the people at the bottom. What is the
number to the right of the rung where you think you stand at this time in your life, relative to other
people in the United States? (p. 862)
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Language
Language is a reflection of the culture of a population and has specific meaning to that population. This
brings a twofold challenge in designing culturally appropriate evaluations: words and concepts. Words can
have totally different meanings between dialects of a same language. For example, the word cake is translated
as torta in Peru, Colombia, and Venezuela, but a torta is a sandwich for people from Mexico. Similarly,
geographic regions may have unique terms or phrases for the same action, object, or concept. For example, a
cart used to transport groceries while shopping is called a “shopping cart” in California and a “buggy” in
southern Louisiana.

The translation of words to other languages brings a greater challenge. As noted, language has specific
meaning to a population. The meaning of a word in English may have no comparable translation in another
language. For example, the mental health term blue could be interpreted as “sad” or “depressed” in English.
However, the same term in German (blau) could be translated as “drunk” or “high.” Nezami, Zamani, and
DeFrank (2008) demonstrated that translation must accurately reflect a specific target population’s language,
standards, traditions, and culture.

Concepts are inherent in a cultural context and expressed in language. This poses a significant challenge in
culturally appropriate evaluation designs. An anecdotal comment from a Hmong colleague reflected his
experience in coming to the United States in the early 1980s as a refugee: “It was like getting on a plane in the
14th century and getting off in the 20th century.” The concept of disease (cancer, mental illness, and so on)
has shifted with acculturation to greater realization of a scientific basis (Fadiman, 1997). As Baker, Dang, Ly,
and Diaz (2010) demonstrated, Hmong often blend traditional shamanism with Western medicine and may
be distrustful of aspects of Western health care.

Precision of language has to be considered in culturally appropriate evaluations. Western languages are
precise in terms of time sequencing. For example, the concept of last year or last month has precise time
measurement. In comparison, the Hmong language does not have this level of precision. For example, elders
often use such references to “rainy seasons” as a measure of time so that a child’s age is measured in how many
rainy seasons have passed since his or her birth.

Lack of written language or the inability to read is also a significant challenge in evaluation design.
Preliterate ethnic groups may lack a written language and rely on spoken words and pictorial images to
communicate. For example, the Hmong use hand-stitched storytelling tapestries to depict events or life. A
Hmong tapestry, for example, depicts the invasion of the Hmong by communist soldiers in the Vietnam War
and their journey to the Western world. The story portrayed has distinctive meaning and sequence with the
older Hmong refugee culture. Oral administration of measurements such as face-to-face surveys has been used
to accommodate these limitations with open-ended questions or the use of visual aids, or both (Jacobs,
Karavolos, Rathouz, Ferris, and Powell, 2012). While face-to-face interview can result in high response rates,
they typically are more costly to administer (Newcomer & Triplet, 2004).

Culturally appropriate surveys must take into consideration the wording and constructs of specific cultural
groups. Pasick and colleagues (2001) investigated the effect of measurement in multiethnic surveys with
Latina, African American, Chinese, and other races/ethnicities with cultural appropriateness and
comparability of wording. Their findings reinforce the need for extensive qualitative and quantitative
formative research, with attention to each culture to be studied. In addition, administration of multiethnic
surveys must take into consideration literacy levels—both reading and writing skills. Researchers (Ashing-
Giwa, Padilla, Tejero, & Kim, 2004; Berknaovic, 1980; Solomon, Card, & Malow, 2006) have highlighted
the need to use qualitative data from key informant and focus group interviews to adapt instruments, back
translation, and pilot test measures to be incorporated into a final instrument.
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Cultural Protocols
Cultural protocols reflect the culturally sanctioned behaviors acceptable to a specific population. In many
cultures, men carry dominant roles, and women refrain from expressing opinions in mixed company.
Furthermore, sensitive topics such as sexual issues and male or female issues may be inappropriate to discuss
with members of the opposite sex. Thus, evaluation measures (e.g., focus groups, interview surveys) that
include both men and women together at one time may limit conclusions. Taylor and colleagues (2011) used
gender-appropriate interviewers with Cambodian American men and women from the same household on
hepatitis B knowledge and practices. However, differences between males (67 percent) and females (73
percent) were noted in the study response rates.

In many communities, cultural protocols may involve the manner in which community leadership is
identified and engaged. Among American Indian communities, tribal leaders, councils, and other leaders are
the culturally sanctioned facilitators of their communities. Researchers (Fisher & Ball, 2002; Unger, Soto, &
Thomas, 2008; Wallerstein & Duran, 2006) have highlighted the importance of gaining approval by these
official bodies prior to engaging in evaluation efforts and data collection. Furthermore, Letiecq and Bailey
(2004) reported that face-to-face meetings are preferred in many American Indian communities rather than
indirect forms for communication such as letters, telephone calls, and e-mails.

Cultural protocols are intrinsic in all communities. The patterns of behaviors pose considerable challenges
in the planning, implementation, and evaluation of community-based programs. Engaging community
partners as equal members of the research team contributes to understanding cultural norms, behavioral
practices, and critical issues. Furthermore, community partners are essential for opening avenues for
instrument adaptation, pilot testing, and participant recruitment.
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Reflections on Cultural Appropriateness in Working
with Diverse Individuals and Groups
Reflecting on Edberg’s multifaceted perspectives of culture and specifically on his mental or cognitive
definition that views culture as an outcome of what we think and how what we think influences what we do
allows us to ponder the importance of trust and sensitivity in working with diverse individuals and groups.
Trust and sensitivity are pillars in building positive working relationships and interactions between the health
professional and cultural groups. As pillars, trust and sensitivity create and establish a connectedness that
transcends the numerous factors (race, age, gender, economic difference, language) that are important to the
effectiveness of health program interventions. Trust and sensitivity make engagement and empowerment
realistic goals in making a difference in the quality of life of diverse individuals and groups.

Coupled with trust and sensitivity, cultural desire and cultural awareness are exemplified in the selection
and design of health education program approaches and materials used to acknowledge and incorporate the
existing knowledge, beliefs, and practices of diverse individuals and groups.

Fueled by cultural desire, strengthened by cultural awareness, and reinforced by cultural sensitivity, health
professionals can develop the personal sensitivity, trust, and credibility that are pivotal for integrating cultural
competence into the planning, implementation, and evaluation of health education programs.

Cultural appropriateness in working with diverse individuals and groups requires a collaborative partnership
that recognizes and respects the skills of all parties. Community partners bring tremendous knowledge and
experience within their cultural communities. They possess a practical intelligence that is not necessarily
measured by academic degrees.

A strength of the CBPR model is capacity building in community partnerships. The collaborative
relationship engages community partners in developing planning and evaluation skills that extend beyond the
project. Culturally appropriate collaborative CBPR partnerships extend beyond one project. Relationships
developed using this model can carry on to continued partnerships in other project areas and issues.

209



Conclusion
This chapter began by emphasizing the interrelatedness of culture, health, and linguistics. The
interrelatedness was reflected as intersections that encompassed the complexity of these terms. This
complexity was observed in the need for culturally and linguistically appropriate program planning,
implementation, and evaluation.

The chapter closes with an equal emphasis on the interrelatedness of culture and evaluation. The common
thread that intersects culture with evaluation is the concept of values. Culture shapes values, beliefs, and
health practices. Evaluation attempts to measure the merit or impact of cultural values, beliefs, and health
practices on the quality of life of diverse individuals and groups.

Several conclusions can be drawn from these discussions. First, in response to increasing demographic
changes and persistent and emerging health problems in the nation’s population, it is crucial that health
education initiatives speak to the need for culturally and linguistically competent professionals and programs.
Second, knowledge of the interrelatedness of culture, health, and linguistics and of the numerous factors that
bear on this interrelatedness is essential to the health profession’s ability to be effective in working with diverse
individuals and groups. Third, to be skillful and effective in conducting needs assessments, using community
participatory strategies, and designing health education programs, health professionals must have the desire,
awareness, and sensitivity, along with ability, to build a sense of trust in the community being served. The
attainment of our nation’s health goals depends on culturally appropriate health education programs, health
services, and health care.
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Points to Remember
The concepts of culture, health, and linguistics are interrelated, and the intersection of the three factors
may serve as a bridge to providing culturally appropriate programs.
Culturally competent health professionals are constantly examining their own culture-related views and
always striving to improve the quality of health education programs for all people.
Health education programs are more effective when they are designed and delivered with specific
cultural factors in mind, using basic principles and practices appropriate for diverse individuals and
groups.
Collaborative partners between academic evaluation researchers, program staff, and community leaders
(the CBPR model) can build on the strengths of all parties to address health disparities effectively.
Needs assessments are the starting point for program planning, implementation, and evaluation of
culturally appropriate programs.
Program implementation and evaluation must take precautions to ensure cultural and linguistic
appropriateness. Program evaluation occurs in a cultural context, and the process connects acceptable
methodologies with the participants’ customs and values.
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Case Study
The rate of teen pregnancy is rising in a culturally diverse community in which an estimated 25 percent of the
population are immigrants. In addition, the community is nearly 50 percent Latino and has a high number of
at-risk youth. Its high school graduation rate is 73 percent, well below the state average of 82 percent.
Statewide data estimate that 34 percent of the population 16 years and older in this community lack basic
prose literacy skills.

1. Define the steps required to develop a needs assessment of the problem in this community, including
primary and secondary data.
2. Who are the collaborative partners that need to be included in coalition to address the teen pregnancy
problem?
3. What steps are needed to develop a program, implementation, and evaluation plan?
4. Describe the cultural considerations that must be addressed in the program plan, implementation, and
evaluation design.
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KEY TERMS
Community-based participatory research
Cultural appropriateness
Diverse groups
Linguistic competence
Needs assessment
Program evaluation
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CHAPTER 8

CULTURALLY APPROPRIATE
COMMUNICATIONa

Raffy R. Luquis

LEARNING OBJECTIVES
After completing this chapter, you will be able to

Describe the components of the health communication model.
Understand the importance of communicating across cultures about health and disease.
Understand the effect of cultural communication on personal and community health.
Explain the similarities and differences in communication and marketing techniques.
Understand the language barriers minorities face in health education practice.
Use the guidelines for effective communication and cultural competence in planning health education
programs.

This chapter discusses communication models and process; the communication patterns among racial, ethnic,
and other groups; and the role of linguistic competence in delivering health education programs to these
population groups. The discussion focuses on the health communication process and strategies, cultural and
linguistic competence standards, historical perspectives on communication across cultures, communicating
across cultures about health and disease, communication and persona and community health, communication
and marketing techniques for various cultures, and communication patterns, barriers, and empowerment.

communication models
A graphical representation to help examine and understand the different parts of the communication process

community health
The health status of a defined group of people and the actions and conditions to promote, protect, and preserve their health
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Communication Model
While there are numerous definitions of health communication, the 2011 Joint Committee on Health
Education and Promotion Terminology (2012) defined it as “the art and science of using theory-based
communication strategies and technologies to inform and influence individual and community decisions that
advance health” (p. 12). Health communication involves more than just the production of messages and
materials. For health communication to be successful, there must be an understanding of the intended
audience’s needs and perceptions. The National Cancer Institute (NCI), which published “Making Health
Communication Programs Work” (a document also known as the Pink Book), described the communication
model in four distinctive phases: planning and strategy development; developing and pretesting concepts,
messages, and materials; implementing the program; and assessing effectiveness and making refinements
(NCI, 2008). These phases are arranged in a circular process that guides health educators through a
continuous loop of planning, implementation, and improvement (see figure 8.1). (The description and
explanation of each stage is beyond the scope of this chapter; thus, health educators are encouraged to review
that document for more detailed information on how to use and implement this health communication
process.)

Figure 8.1 Stages of the Health Communication Process
Source: Modified from National Cancer Institute (2008).

health communication
The art and science of using theory-based communication strategies and technologies to inform and influence individual and
community decisions that advance health

It is imperative that when using this process, health educators take into account diversity and culture at each
of these decision points when developing campaigns that target culturally diverse population subgroups. For
example, during the planning and strategy development phase, health educators must identify the health
problems and needs of the targeted group and determine if communication plays a role in addressing the
problem. During the second phase, health educators must understand the ethnic/racial group cultural
characteristics (language, acculturation, cultural values, and so on) and examine how these characteristics
influence people’s reaction to health messages (see more information in the “Strategies to Incorporate Cultural
and Linguistic Competence in Health Education” section). As part of the implementation phase, health
educators must put into action culturally relevant strategies designed to attract and keep the intended audience
interest in the program, such as the use of language, dance, folklore, and music. Finally, when working with
ethnic and racial subgroups, health educators must consider the use of mixed methods (i.e., qualitative versus
quantitative) as part of the outcome evaluation to determine the effectiveness of the program (Young, 2011).
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The Importance of Verbal and Nonverbal
Communication
A way to explore cultural differences is to examine the concepts representative of all cultures, which include
paralanguage, proxemics, and nonverbal behavior.

Paralanguage refers to language without the words, and it is more vast than the spoken word. It includes
loudness, body language, looks, rate, inflections, the use of the active or passive voice, the frequency of the use
of I, pauses, and silences. The analysis of paralanguage can reveal features of culture (Mehrabian, 1972, 1978).
For example, some members of the European American culture feel uncomfortable with silence, while silence
in other cultures, such as the Chinese and Japanese, is interpreted as a dignified expression, a desire to
continue speaking after making a particular point, or a sign of respect to elders (Sue & Sue, 1990). In Latin
American indigenous communities, silence is an expression of the beauty of being able to “have a dialogue
with one’s heart,” to examine what is being said, and to reflect before responding. As health educators, it is
important to understand that when individuals from other cultures are silent, it does not mean that they are
not understanding what is being said; instead they are being respectful or thoughtful. Nonetheless, health
educators must navigate a fine line between silence that implies respect and silence as lack of understanding.

Proxemics, which refers to the perception and use of personal and interpersonal space, is determined by
cultural backgrounds (Sussman & Rosenfeld, 1982). Hall (1976) identified four interpersonal distance zone
characteristics of US culture: intimate, personal, social, and public. In the United States, most people feel
comfortable with a three-foot radius of public space, which is not the case in other cultures. Social space varies
depending on the level of familiarity with the interaction group, personal space is the physical space around
them, and intimate space is one that is shared with only close relatives, spouses, and children. When people
from different cultures meet, the issue of proximity may lead to misunderstandings and confusion. For
example, in mainstream America, an individual who enters another person’s personal space without his or her
permission may imply intimacy; in other cultures, individuals do not adhere to personal space and instead
speak to each other in close proximity (Rose, 2011). Similarly, in some Hispanic subgroups, welcoming an
acquaintance with a hug and kiss on the cheeks is acceptable, while in other cultures, this represents intimate
behavior. Thus, understanding cultural parameters with regard to personal space will provide health educators
with an insight into cultural norms and communication.

Although language, class, and cultural factors all interact to create problems in communication between
health educators and ethnic and racial diverse communities, an often neglected area is nonverbal
communication (Harrison, 1989). The power of nonverbal communication is that it tends to operate at an
unconscious level of awareness but may be more trusted than words. It is therefore clear that the ways in
which people communicate—the proximity, tone of voice, and directness—is related to a specific cultural and
situational context.

Cultural knowledge comes through dialogue; it is intersubjective (Freire, 1987). One needs one’s own
cultural lenses to be able to have that dialogue. In this dialogue, the worlds of the interlocutors meet and
partly overlap. This is the space where meaning is created and knowledge is generated (Ringe, 2008). To have
a fruitful dialogue takes courage because it means making oneself vulnerable and putting one’s own framework
to question. The implications for health education practice are obvious. A culturally competent health
educator is one who through a constantly inquisitive and self-critical mind is able to generate a wide repertoire
of responses (verbal and nonverbal) consistent with the lifestyles and values of culturally different communities
and can build bridges between cultures by going beyond the obvious, visible, and surface of his or her own
worldview.
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Standards for Cultural and Linguistic Competence in
Health Education
In 2001, the Office of Minority Health (OMH) published the National Standards for Culturally and
Linguistically Appropriate Services in Health Care (CLAS Standards), which provides the framework for all
health care organizations to best serve the nation’s increasingly diverse communities. In fall 2010, the OMH
began an initiative to revise the CLAS to show the changes in the scope and advancements in this area. In
April 2013, the OMH released the enhanced National CLAS Standards, which “are intended to advance
health equity, improve quality, and help eliminate health care disparities by establishing a blueprint for
individuals as well as health and health care organizations to implement culturally and linguistically
appropriate services” (OMH, n.d.a, p. 1). These standards include a series of guiding principles to inform,
direct, and make possible processes associated with culturally and linguistically appropriate health services (see
box 8.1 and appendix). While the CLAS Standards are primarily directed to health care organizations, health
educators can integrate and use the standards to make their health education and promotion programs more
culturally and linguistically appropriate. Given this conceptual foundation, the enhanced standards are
structured as follows: “Principal Standard (standard 1), Governance, Leadership, and Workforce (standards 2–
4), Communication and Language Assistance (standards 5–8), and Engagement, Continuous Improvement,
and Accountability (standards 9–15)” (OMH, n.d.a, p. 2). When working on health communication, health
educators should place emphasis on the communication and language assistance standards, which are
mandates for all recipients of federal funds (OMH, n.d.b). These standards specifically address the need to
provide language assistance services, inform the individual of the availability of these services, ensure the
competence of those who are providing language assistance, and provide health-related material in the group’s
preferred language.

BOX 8.1 NATIONAL STANDARDS ON
CULTURALLY AND LINGUISTICALLY
APPROPRIATE SERVICES

Principal Standard
1 Provide effective, equitable, understandable, and respectful quality care and services that are
responsive to diverse cultural health beliefs and practices, preferred languages, health literacy, and
other communication needs.

Governance, Leadership, and Workforce
2. Advance and sustain organizational governance and leadership that promotes CLAS and health
equity through policy, practices, and allocated resources.
3. Recruit, promote, and support a culturally and linguistically diverse governance, leadership, and
workforce that are responsive to the population in the service area.
4. Educate and train governance, leadership, and workforce in culturally and linguistically
appropriate policies and practices on an ongoing basis.

Communication and Language Assistance
5. Offer language assistance to individuals who have limited English proficiency and/or other
communication needs, at no cost to them, to facilitate timely access to all health care and services.
6. Inform all individuals of the availability of language assistance services clearly and in their
preferred language, verbally and in writing.
7. Ensure the competence of individuals providing language assistance, recognizing that the use of
untrained individuals and/or minors as interpreters should be avoided.
8. Provide easy-to-understand print and multimedia materials and signage in the languages
commonly used by the populations in the service area.

Engagement, Continuous Improvement, and Accountability
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9. Establish culturally and linguistically appropriate goals, policies, and management accountability,
and infuse them throughout the organization’s planning and operations.
10. Conduct ongoing assessments of the organization’s CLAS-related activities and integrate
CLAS-related measures into measurement and continuous quality improvement activities.
11. Collect and maintain accurate and reliable demographic data to monitor and evaluate the impact
of CLAS on health equity and outcomes and to inform service delivery.
12. Conduct regular assessments of community health assets and needs and use the results to plan
and implement services that respond to the cultural and linguistic diversity of populations in the
service area.
13. Partner with the community to design, implement, and evaluate policies, practices, and services
to ensure cultural and linguistic appropriateness.
14. Create conflict and grievance resolution processes that are culturally and linguistically
appropriate to identify, prevent, and resolve conflicts or complaints.
15. Communicate the organization’s progress in implementing and sustaining CLAS to all
stakeholders, constituents, and the general public.

Source: Office of Minority Health: National CLAS Standards (n.d.a).

Moreover, health educators must become linguistically competent in order to address the needs of limited-
English-proficient individuals. In doing so, they will be also fulfilling the requirements of Title VI of the Civil
Rights Act of 1964, which requires all organizations that receive federal financial assistance, such as many
health care organizations, to provide effective communication between the entity and the limited-English-
proficient person (OMH, 2001). The National Center for Cultural Competence (NCCC) (2009) defined
linguistic competence as

the capacity of an organization and its personnel to communicate effectively, and convey information in a
manner that is easily understood by diverse audiences including persons of limited English proficiency,
those who have low literacy skills or are not literate, and individuals with disabilities, and those who are
deaf or hard of hearing. (para. 2)
Thus, health educators and health professionals must examine the capacity of their organizations to provide

linguistic appropriate services included in the CLAS and NCCC documents. Box 8.2 provides a list of
practices, procedures, and resources needed to support linguistic competence services and provide effective
communication to diverse populations.

BOX 8.2 PRACTICES, PROCEDURES, AND
RESOURCES THAT SUPPORT LINGUISTIC
COMPETENCE SERVICES

Bilingual/bicultural or multilingual/multicultural staff
Cross-cultural communication approaches
Cultural brokers
Foreign language interpretation services, including distance technologies
Sign language interpretation services
Multilingual telecommunication systems
Videoconferencing and telehealth technologies
TTY and other assistive technology devices
Computer-assisted real-time translation or viable real-time transcriptions
Print materials in easy-to-read, low-literacy, picture and symbol formats
Materials in alternative formats (e.g., audiotape, braille, enlarged print)
Varied approaches to share information with individuals who experience cognitive disabilities
Materials developed and tested for specific cultural, ethnic, and linguistic groups
Translation services, including those of:

Legally binding documents (e.g., consent forms, confidentiality and patient rights statements,
release of information, applications) and signage
Health education materials
Public awareness materials and campaigns
Ethnic media in languages other than English (e.g., television, radio, internet, newspapers,
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periodicals)
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Strategies to Incorporate Cultural and Linguistic
Competence in Health Education
Communication can be verbal (spoken) or nonverbal. Cultural differences in both of these areas can affect
communication and self-understanding and serve as barriers to effective communication. For effective
communication to take place, there must be a strong communication strategy. A communication strategy
describes how a message will be framed and delivered to the target audience. It is based on a thorough
understanding of the audience members and their knowledge, attitude, wants, beliefs, needs, values,
traditions, and the like. The strategy describes the target audience, the action the audience members should
take, the obstacles between the audience and the action to be taken, how audience members will benefit, and
how to reach them with the message.

communication strategy
Plans or methods for communicating information related to a specific issue, event, situation, or audience

According to the NCI (2008), as part of the second phase of the communication model, when working
with ethnic and racially diverse populations, health practitioners and educators must understand that culture
influences how people view and react to health messages and materials. Thus, in order to develop a successful
health communication strategy, health educators must understand how key aspects of culture influence the
intended audience and build that understanding into communication strategy. NCI stated:

Messages must take into account cultural norms in terms of what is asked (e.g., don’t ask people to make
a behavior change that would violate cultural norms), what benefit is promised in exchange (in some
cultures, community is most important; in others, individual benefit is), and what image is portrayed. The
symbols, metaphors, visuals (including clothing, jewelry, and hairstyles), types of actors, language, and
music used in materials all convey culture. (“Developing Culturally Appropriate Communications,” para.
2)
Although it is important to recognize culture within the intended group, developing distinctive messages

and materials for each cultural group is not always necessary. Instead, health educators should carefully
research the target audience to identify messages and images that will resonate across groups or situations in
which different message messages or images work better.

Finally, the NCI (2008) shared information from the Center for Substance Abuse Prevention Technical
Assistance Bulletin on considerations when developing culturally sensitive communication (see box 8.3).

BOX 8.3 DEVELOPING CULTURALLY SENSITIVE
COMMUNICATION

Acknowledge culture as a predominant force in shaping behaviors, values, and institutions.
Understand and reflect the diversity within cultures. In designing messages that are culturally
appropriate, the following dimensions are important:

Primary cultural factors linked to race, ethnicity, language, nationality, and religion
Secondary cultural factors linked to age, gender, sexual orientation, educational level,
occupation, income level, and acculturation to the mainstream

Reflect on and respect the attitudes and values of the intended audience—for example:
Whether the individual or the community is of primary importance
Accepted roles of men, women, and children
Preferred family structure (nuclear or extended)
Relative importance of folk wisdom, life experience, and value of common sense compared with
formal education and advanced degrees
Ways that wealth is measured (material goods, personal relationships)
Relative value put on different age groups (youth versus elders)
Whether people are more comfortable with traditions or open to new ways
Favorite and forbidden foods
Manner of dress and adornment
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Body language, particularly whether touching or proximity is permitted in specific situations
Are based on concepts and materials developed for and with the involvement of the intended
audience. Substituting culturally specific images, spokespeople, language, or other executional detail
is not sufficient unless the messages have been tested and found to resonate with the intended
audience. Formative research with audience members takes on added importance when planners and
designers have cultural backgrounds different from those of the intended audience.
Refer to cultural groups using terms that members of the group prefer. For example, many people
resent the term minority or nonwhite. Preferred terms are often based on nationality, such as Japanese
or Lakota.
Use the language of the intended audience, carefully developed and tested with the involvement of
the audience.

Source: National Cancer Institute (2008).

In addition, health educators should review information presented in the Gateway to Health
Communication and Social Marketing Practices website (Centers for Disease Control and Prevention, 2011).
This website gives health practitioners and educators access to resources to help build effective health
communication campaigns and programs. This resource provides information on how to analyze an audience,
how to choose the proper channels and tools, examples of health communication campaigns, and how to
evaluate health communication messages and materials. The CDC provides examples of successful
communication campaigns such as a multifaceted social marketing initiative (“Take Charge. Take the Test”)
designed to increase HIV testing among African American women, and a campaign to encourage black gay
and bisexual men to get tested for HIV (“Testing Makes Us Stronger”). The website provides Audience
Insights, in which the authors present information on different target audiences to use when developing
effective communication messages. For example, the “Cultural Insights: Communicating with
Hispanics/Latinos” describes information to help health professionals communicate more efficiently with this
cultural group in order to change their behaviors. And “Audience Insight: Communicating to the Responsible
Generation” addresses the characteristics and behaviors among those ages 64 to 84. Health educators should
give special attention to the documents on the elderly and Hispanics, two of the fastest-growing populations
in the United States (see chapter 1).
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Communication and Culture
Culture is a complex concept that can be defined in many ways. As discussed in chapter 6, culture integrates
“human behaviors that include thought, communications, languages, practices, beliefs, values, customs,
courtesies, rituals, manners of interacting and roles . . .; and the ability to transmit the above to succeeding
generations” (NCCC, 2000, p. 1). It is rooted in institutions such as families and schools and also in
communication industries. In our daily lives, we are constantly making decisions about such matters as what
foods to eat, what clothes to wear, how to greet others, what idiom of language to use when communicating
with others, what behaviors to exhibit in a group, and how to perceive the world around us. Such decision-
making processes are informed by our heritage and life experiences, and these lead us to develop our own
cultural identity.

Everyone comes from a culture, and individuals want to be associated with a culture. Cultural identity is
made up of the specific and often unique ways that people think and act within the norms of their group. It
encompasses a wide range of cultural influences on people’s behaviors, beliefs, attitudes, and values. It is
transmitted from generation to generation. Therefore, cultural identity is based primarily on a shared
historical, linguistic, and psychological lineage. People with a common culture live in accord with a shared set
of socially transmitted perceptions about the nature of the physical, social, and spiritual world, particularly as
they relate to achieving life goals (Basch, 1990).

cultural identity
The identity of a group or culture or of an individual as far as one is influenced by one’s belonging to a group or culture

It is paramount that planners and evaluators of health education programs and services carefully examine
the differences and the similarities in groups’ cultural perceptions, so that they understand health beliefs,
practices, knowledge, and attitudes more fully and hence address them appropriately within each group’s
particular context. Furthermore, they need to examine culture with a critical and open spirit. Culture is passed
down from generation to generation. People have come before us, and people will come after us. Therefore, all
individual moral and intellectual choices are superimposed on one’s social and cultural environment and occur
within a continuous, powerful, evolving belief system, faith, and set of values, customs, and traditions.

Cultural education with effective communication assists us in knowing the world better and the individual
self better. Each individual person carries the cultural burden regardless of his or her personal background.
Therefore, we have to come to an understanding of the cultural weight each of us carries and to empathize
with the different loads borne by those of other cultures. This common knowledge and understanding will
enrich us and free each of us from our culturally repressive ideas through intercultural communication
(communication between or among people of different cultures).

intercultural communication
The process of communication between or among people of different cultures

Whether a health educator is serving a client at the microlevel (e.g., a family or small group unit) or
working at a macrolevel (e.g., cooperating or collaborating with another service agency or health care facility),
he or she is participating in intercultural communication. Whether the desired result is knowledge gain,
behavioral change, attitude change, or skill acquisition, intercultural communication skills are needed. In fact,
in health education practice, whether a client is seeking information for primary, secondary, or tertiary
prevention, the ability to access information, persuade others, and participate in the selection of one’s own
health care protocols is essential. Intercultural communication proficiency empowers the individual or group
in the decision-making processes of both personal (individual) and community (group) health.
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Communication and Cultural Competence
Effective communication is the foundational building block for the health education profession. It cuts across
all seven areas of responsibility for a health educator (National Commission for Health Education
Credentialing, 2007), and it is the essential ingredient for conducting needs assessments and program
planning, implementation, and evaluation. Effective communication is central to interacting with clients and
community members and to serving as a resource person.

The communication model encompasses the message, the communication medium, the sender (teller or
speaker) of the message, and the receiver (listener or audience) of the message. For effective communication to
occur, the sender must send a concrete and clear message that the receiver understands with the same meaning
intended by the sender (Rowe & Paterson, 2010). Barriers to effective communication can arise from the
sender, the message, the channel of communication (medium), and the receiver of the message. Health
educators need listening and speaking skills that will enable them to detect and remove these barriers. Roman,
Maas, and Nisenholtz (2003) have addressed the issue of obstacles that stand between the audience (the
receivers of the message) and the action taken (what the receivers should do) after receiving the message.
When health educators know what real or perceived barriers stand in the way of clients’ taking action, they
have a tremendous opportunity to develop effective communication strategies. Understanding these barriers
helps health educators select either implicit or explicit action messages to which audiences are most likely to
be receptive. Rowe and Paterson (2010) recommend that health professionals can overcome language barriers
by using very clear and simple English, relying on body language, repeating the information to reduce
confusion, and reframing the question and providing the same information in different ways to ensure the
receiver clearly understands.

language barriers
The difficulties that people who have no language in common face when trying to communicate with each other

Furthermore, many cultures have traditional ways of communicating among group members. Long ago,
traditional news carriers were used to send messages from one place to another and announce special events in
the community. In the Yoruba culture of southwestern Nigeria, the town crier is a good example of how
messages are transmitted in the community. The oral tradition, that is, the spoken word, is one of the most
common ways of transmitting information in many cultures. Symbols are also used as a medium of
communication. Specific symbols mean different things. When a sender (a health educator) does not
understand the culture of an audience and hence faces a communication barrier, serious communication
breakdown can occur, which then affects the message. In many cultures, an oral tradition of storytelling plays
an essential role in transmitting information to children and adults alike. However, exercising cultural
competence also means that the health educator is aware of the ethical and cultural incongruence of assuming
the role of the storyteller without proper training or education for that role and without a thorough
understanding of the cultural implications of storytelling for learning in a specific cultural context.

cultural competence
The capacity to work effectively across racial, ethnic, and linguistically diverse groups

When a health educator is adapting a communication to a specific community, it is imperative for the
sender of the message to educate himself or herself in all aspects of the communication mechanisms (e.g.,
posters, flyers, pictorial symbols, storytelling) within the community’s culture. The educator needs to be
culturally competent in the community’s cultural expressions before embarking on any health education and
promotion intervention program planning, implementation, and evaluation. The health educator must be
aware that even when the chosen methods and materials of communicating health are appropriate, questions
about when and how they should be used may still need to be addressed. As Airhihenbuwa (1995) states,
“Alternative methods of cross-cultural communication should be explored to ensure that the process does not
dis-empower the target group” (p. 9).

A community is a group of individuals with a shared belief system, values, interests, or other attributes.
Each cultural community has established particular codes, symbols, and strategies as methods of
communication. These methods encapsulate the essence of meaning that such community groups bring to the
development and acquisition of knowledge. Health educators and program planners should carefully examine
these verbal and nonverbal communication methods as they relate to health behavior change processes and

226



influence cultural values and beliefs. The power of the spoken word (oral tradition) is an ancient cornerstone
of many cultures. Songs and dances too are found in the foundations of many cultures. Interpretations and
decoding of the spoken word are embedded in storytelling, which may be expressed in songs and dances.
Songs and dances are commonly used in different forms of rituals.
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Historical Perspectives on Communication across Cultures
Communication across cultures has been a dominant and recurrent theme throughout human history.
Misunderstanding and mistrust among communities due to lack of effective communication can result in
internal or external conflicts. This can be seen in all the wars that have taken place throughout history to the
present time. As Moroccan philosopher Mahdi Elmandjra (2003) said in discussing the prevention of such
cultural conflicts or clashes of value systems that result in war, “We need people to communicate, to respect
each other’s systems and cultural diversity. The international community has no choice but to survive
together” (p. 1). When a nation goes to war, the majority of its people label the people of the other nation
with a single label. For example, prior to September 11, 2001, most American did not consider Arabs and
Muslims to be terrorists; however, the “devastating terrorist attack of 9–11 caused a familiar and predictable
response in the United States on two fronts: government policies specifically targeting Arabs and Muslims;
and nationwide violence against Arabs and Muslims” (Akram, 2002, p. 79). It is a fact that the planners of the
9/11 catastrophe did inflict unprecedented damage to the people of United States; however, not everybody in
the Arab or Muslim world is a terrorist or has plotted to attack America. Consequently, other people’s
cultures need to be viewed both as wholes and as made of their own diverse parts rather than stereotypically.
Without this understanding, we will be enclosed by our own borders and become our own prisoners.
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Communicating across Cultures about Health and Disease
Most cultures have culturally specific perceptions and conceptual explanations of health and disease. Hence, it
is important to keep cultural competency in mind in discussions across cultures about health and disease.
Examples of such conceptual explanations are the demonic (caused by a demon), celestial (caused by God or a
higher being), phytogenic (caused by a plant), and miasmic (caused by an organism) theories of disease
causation. When taboos and myths exist for certain populations, it is important for health educators to be
familiar with them to effectively provide health education and promotion services to these clients. There are
three factors to consider when communicating across cultures: the audience’s degree of health literacy, the
audience’s level of knowledge about health and disease, and the audience’s attitudes toward health, disease,
and prevention.

Health Literacy
The degree of literacy, especially health literacy (the capacity to obtain, process, and understand basic health
information), is important when communicating across cultures with brochures and other written educational
materials because not everybody is at the same reading level. It does not make sense to use brochures written
at the high school level when the majority of the population has not finished high school. Such materials
create frustration and confusion. It is crucial to provide educational materials that are targeted toward the
appropriate reading and comprehension level for each cultural group. In addition, it is necessary to consider
using different communication strategies for different cultures. (Chapter 9 provides more information about
health literacy.)

Level of Knowledge
The level of knowledge regarding health and disease is an important factor to consider when dealing with a
diverse population. People from a small, rural community may be less educated than those who live in a large,
urban area; therefore, health educators need to learn to communicate on the same level as the audience for
ease of comprehension. This is imperative because in many instances, people with less knowledge are those
who need health care and health education the most and may not be getting it due to their circumstances of
health illiteracy.

Attitudes
Another consideration when communicating across cultures is cultural sensitivities or attitudes toward health.
It is understandable that different cultures have different ways of explaining and interpreting health and
disease concepts. Nonetheless, a majority of ethnic and racial diverse groups have little understanding of the
medical concepts of disease process. Prevention is the key to living a healthy and quality life, and a lack of
understanding of how to prevent illness can lead to devastating health effects. Taboos are especially important
factors to consider when providing health care services to clients, both the well and the sick.
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Communication and Personal Health
Health communication uses communication strategies to inform and influence individuals’ and communities’
health decisions. As such, it can raise individuals’ awareness of health risks by informing them of potential
hazards they may face. One of the seven areas of responsibility for health educators is to serve as a resource
person (National Commission for Health Education Credentialing, 2007). Communicating how to avoid
health risks is therefore an essential role for health educators.

Health risk communication is a two-way process: delivering a message to an interested party about the
nature, significance, and management of the risk and the receipt of such a message for the ultimate use of the
information provided (message) for decision making (by the intended audience) in disease prevention, health
protection, health promotion, and health maintenance. Therefore, both health educators and their intended
audience have responsibilities and high stakes in the avoidance of health risks. Health educators provide the
health information, and the clients need to comprehend that information to make informed decisions about
their health. The communication must be a two-way process for any meaningful, positive health outcome to
occur. It is the duty of health educators to pass along health risk communication as new data and research
arise. Health educators may discuss risks individually with a client or may provide information through the
mass media and thereby communicate with a community (Nicholson, 1999). For example, from time to time,
there are commercials telling people of warnings about and recalls of pharmaceutical products due to the
availability of new research and data on the adverse health effects of these products. A health educator aware
of such recall or warning information might discuss with a client the risks in the use of such a product. The
ultimate decision is for the client to make. The role of the health educator is to assist in providing available
science-laden information. In addition, the health educator can direct the client in enriching her health by
promoting a better quality of life for her and preventing disease occurrence.

In communicating personal health (health of the individual) information, the health educator must be
mindful of the influence of cultural factors on the client’s knowledge base, attitude, and behavior.
Communicating personal health information must result in changes in the individual’s belief system.
Knowledge and attitude changes alone will not lead directly to a behavioral change. In order to change a
personal health behavior, a person must have motivation to change (Glanz, Rimer, & Lewis, 2002). This has
been demonstrated through the stages of a health behavior change model known as the transtheoretical
model, which is fully discussed in other health education textbooks (Prochaska & DiClemente, 1983;
Prochaska, DiClemente, & Norcross, 1992). Health educators are better able to motivate an individual and
reduce a risk when they are able to determine in which stage the person is. For example, a person in the
precontemplation stage does not intend to change within the next six months. If this is the case, having a
health educator discuss with him the potential risks of not changing his behavior may move him along to the
contemplation stage. Sometimes people need just a little push to get started. The health educator can apply
communication strategies to that little push to start this person on the path to behavioral change.

personal health
An individual’s health status

Health communication can help individuals find other people who are in situations similar to theirs by
encouraging them to attend group therapy or other meetings. Group therapy, such as that offered through
Alcoholics Anonymous, can help some individuals overcome obstacles by providing support. However, people
from certain cultural groups (e.g., indigenous people from Oaxaca in Mexico) prefer not to discuss personal
issues in public settings; thus, health educators must be aware of this preference in order to provide them with
the proper counseling therapy. Having support for a person in a difficult situation can enable that person to
change his or her behavior and be less likely to slip back to the old behavior. Ultimately it will reinforce a new
attitude toward changing a behavior to a healthier lifestyle. Group therapy is a positive aspect of health
communication.

Public health is constantly changing, which means that the needs of individuals are changing also. One
community may need a specific service, whereas another community may not. Communicating with
individuals in a community can help health specialists decide which services are needed and which are not. A
poor and underserved community may need assistance such as the WIC program in providing young children
in the area with nutritional food, whereas a privileged community may not need such assistance. It is the
responsibility of the health educator to serve as the resource person in assisting individuals and groups to find
the needed resources for health promotion, health protection, and disease prevention.
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Communication and Community Health
Community health refers to the “health status of a defined group of people and the actions and conditions to
promote, protect, and preserve their health” (Joint Committee on Terminology, 2012). Community health
communication can be powerful when it is approached correctly. It has the ability to influence the public
agenda, advocate for policies and programs, promote positive changes in the community, improve health care
delivery services, and create supportive partnerships within the community.

As a community becomes more informed through health education, its members begin to recognize the
health-related problems occurring in the community. When the goal is to bring change to policies and
programs, a community is much more powerful than individuals are alone. A community has the ability to
make its public and commercial buildings smoke free, for instance. However, it must get a majority of the
community to agree with a smoking ban in order to implement that change. The only way to change the
minds of the people on such a subject is to influence them through health communication. A strong
community is built by strong individuals; therefore, it is important to get through to the individuals by using
diffusion of innovation and mass communication theories. Among the different ways to get a message across
to a large population are news releases, radio and TV commercials, newspapers, magazines, and
advertisements.

Community health communication can also promote other positive changes in the community, such as
changes in the physical environment. Communicating to a population about the benefits of exercise and well-
being may make people realize that their environment does not provide easy access to exercise. Some
communities do not facilitate nonvehicular transportation. Successful community health education in this area
could promote a change of scenery (Pérez, Weiller, Morrow, Martin, Caldwell, & Jackson, 1999). One
contemporary example of such change is building a bike path or sidewalks so that people can transport
themselves in more vigorous ways. One of the ways health communication can translate into advocacy is
through social organization and action. Social action is the empowerment or mobilization of community
members to take matters into their own hands, in this case for the improvement of their mutual health and
the protection of their environment. The health educator is the change agent for such a mobilization, using
effective communication strategies to begin and support the process.
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Communication and Marketing Techniques
When dealing with various cultures, it is of primary importance for health educators to identify their target
audience before proceeding to communicate and market products or ideas to them. Doing this first will save
the health educator precious time and money. It will also enable the health educator to be more effective in
communicating and marketing (responsiveness to the needs, demands, and wants of target audience) because
he or she will understand the culture of the people he or she is working with.

Many different techniques are used in marketing public health to promote social change (Siegel &
Lotenberg, 2007). Some of the common methods are brochures, mailings, advertisements (in magazines,
newspapers, billboards, and so on), commercials, websites, and social media. Although these are all effective
techniques, it is necessary to determine the target audience prior to selecting a method. Marketing
professionals who were trying to market a health product to a poor, rural village in a developing country using
a website or e-mail would not be effective because the villagers most likely do not have access to computers.

Health education professionals should realize that there are differences in the ways people learn and think.
Even in the developed world, not everybody thinks the same way. Cultures are unique, and in order for health
educators to be effective in communicating with the public, they need to identify the differences in learning
and thinking patterns among the various cultures. Making false assumptions about a culture and stereotyping
are common and can have negative effects when they are used in marketing a new product to the target
population. It is important to consider not only a country’s dominant culture but also its subgroup cultures.
Knowledge and understanding of such subcultures can make health educators more accepted by the public
when planning programs for them.

stereotyping
Oversimplified standardized image of a person or group

A given message will not be equally effective in all cultures. In order to understand why this is so, health
educators need to be aware of the different communication strategies and their uses. Communication
strategies are tied to effective program planning and marketing techniques. Understanding a community’s
culture is one way to establish good marketing techniques for that community. This cultural understanding
makes it easier to transmit information to the community. For example, Japanese audiences prefer indirect
verbal communication and symbolism as the source of information; the Yoruba people of southwestern
Nigeria prefer spoken words embedded in language codes, symbols, images, songs, and metaphors; and
American advertising primarily relies on the spoken and written word as the source of information. Marketing
techniques have strategic elements that are often described as the four Ps: product, price, place, and
promotion. In order to address cultural differences it is necessary to adjust at least one of the four Ps. The
most commonly changed P is promotion, which is basically the language of the advertisement.

Marketing techniques and strategies must frequently be revised when marketing to multiple cultures (Siegel
& Lotenberg, 2007). Translating a message should be entrusted only to a professional translator or advertiser.
Also, as suggested earlier, symbols and icons may not have meanings in one culture but may have very strong
meanings in another. When marketing to various cultures, keep in mind that each culture holds different
values, and some strategies will not be as effective as others.
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Communication Patterns and Language Barriers
According to the US Census (2011), 60 million people ages 5 and older (21 percent of the population) in the
United States speak a language other than English at home, and 25 million have limited English proficiency.
This typically makes it difficult for these individuals to access health care, and health educators face major
problems when planning, implementing, and evaluating health education services or programs for these
individuals. Because of these problems, these individuals’ quality of care can deteriorate. The language barrier
makes it difficult for the patients and health care providers to communicate effectively. It is the responsibility
of health educators in the health care setting to ensure that translators are sought for such patients in order to
provide them with optimal health care.

Some studies (Flores, 2006; Luquis & Pérez, 2005; Murty, 1998; Peinkofer, 1994; Ponterotto, 1995; Velde,
Wittman, & Bamberg, 2003; Wang, 2005) on the issues of communication patterns, cultural competence, and
the language barriers minorities face in the delivery of health care in general and health education services in
particular were reviewed for this chapter. These reviews make it clear that language issues play a major role in
the quality of all health care delivery services, including health education services. Effective communication is
a cornerstone of the delivery of health care services. The importance of developing listening and speaking
skills cannot be overemphasized for all those involved in health care delivery services. Health care providers
(including health educators) must demonstrate skill in listening, speaking, empathizing, probing, advocating,
confronting, conveying immediacy, caring, and showing concern while responding to the health care needs of
their clients and clients’ families. They must understand the literacy levels of their clients and promote cross-
cultural understanding. They should be prepared to recognize and meet the physical, social, emotional,
mental, and spiritual needs of their clients.

Client confidentiality (as set out in the Health Insurance Portability and Accountability Act), informed
consent, and client rights are extremely important in the delivery of care. The more that effective
communication occurs between the provider and the client, the better the care is that is provided and the
healing process. To stimulate health care discussions between provider and client, a brief introduction of the
provider with reference to his or her qualifications, care philosophy, cultural background, interests, and
relevant health topics to the client’s well-being will be in order. Communication barriers impede the delivery
of care and the healing process.

In conclusion, the language barrier among ethnically and racially diverse groups needs to be addressed. The
issue is getting more attention, but it appears that rural and underserved areas and special populations in
particular need help urgently. Although this is a relatively small population, these people are the ones who
need health care the most. A greater percentage of ethnically and racially diverse groups live in metropolitan
areas, but they are mainly being targeted by existing interventions. It may seem impossible, but this issue must
be addressed everywhere in the world, in large cities like New York and in small towns in rural America,
Southeast Asia, Africa, and elsewhere. In addition, efforts should be directed toward helping all diverse
groups—whatever their difference, disability, or ethnic or racial identity—overcome their language barriers.
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Conclusion
The chapter highlights health educator guidelines for effective health communication as part of the planning,
implementation, and evaluation of health education and intervention programs. Health educators working
with clients whose health knowledge, beliefs, practices, and attitudes differ significantly from those of the
health educator should be aware that such cultural factors influence clients’ responses to health education and
health communication and that these clients require culturally and linguistically appropriate health education
programs to influence their knowledge, attitudes, and behaviors. It is imperative that health educators
demonstrate through their communication skills that they respect and value cultural diversity and encourage
others to do so as well, while also unobtrusively observing clients’ verbal and nonverbal behaviors and cues.
Such behaviors and cues may be obstacles to effective communication.

Furthermore, it is crucial for health educators to exemplify how health practitioners in general are supposed
to communicate with different clients, demonstrating how to interact with racially and ethnically diverse
populations in order to provide them with adequate health information to encourage clients to make decisions
concerning their health and health care.

Culture-specific and sensitivity training will assist health educators in becoming more flexible in inferring
motives or attributing meanings to another’s behavior, thereby increasing their communication effectiveness
and cultural competency. They must continually advocate for effective cross-cultural communication and
remember to focus on the important elements of communication, cultural sensitivity, marketing techniques,
and language barriers as they carry out their roles and functions in their various practice environments.
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Points to Remember
The communication model described four phases that can guide health educators to work through a
continuous loop of planning, implementation, and improvement of health communication.
It is imperative that health educators take into account the diversity and culture of the population when
developing health communication campaigns that target culturally diverse populations.
Health educators should acknowledge the group culture and diversity within the culture, including
language, images, values, and attitudes, when developing culturally appropriate health communication
strategies.
Health educators should always be willing to analyze and select effective communication channels that
are likely to reach and influence the program participants that are sensitive to those participants’ cultural
underpinnings and use multicultural message strategies appropriate and relevant to the cultural
environment.
Health educators must possess active listening and speaking skills so that effective communication
ensues.
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Case Study
As a health educator, you have been invited to participate in a project on breast cancer prevention among
immigrant women. Data from national studies show that while breast cancer screening has increased among
white women, barriers for screening remain among women from Asian, Arab, and Latin countries. Latina,
Asian, and Arab immigrant women are less likely to participate in clinical breast examination and
mammography than white women. In addition to socioeconomic factors, cultural and religious beliefs may be
barriers to breast cancer screening among these women. You are in charge of developing a health
communication campaign to increase breast cancer screening among these groups.

1. What cultural and religious factors must you take into consideration when developing this campaign?
2. What other factors must you consider when developing an effective health communication message for
these groups?
3. What communication strategies would you consider using as part of this campaign?
4. What are the implications of this case study for health education practice?
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KEY TERMS
Communication model
Communication strategy
Community health
Cultural competence
Cultural identity
Health communication
Intercultural communication
Language barrier
Personal health
Stereotyping
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CHAPTER 9

FOUNDATIONS FOR HEALTH LITERACY
AND CULTURALLY APPROPRIATE HEALTH

EDUCATION PROGRAMSa

Miguel A. Pérez

LEARNING OBJECTIVES
After completing this chapter, you will be able to

Define literacy.
Define and discuss health literacy.
Explain the impact of health literacy in the health status of individuals.
Discuss health literacy in relationship to the Healthy People 2020 goals.
Discuss the importance of health literacy to health educators.
Discuss the relationship between health literacy and cultural competence.

Literacy has been defined as the ability to comprehend written and oral messages and includes the ability to
apply received information to mundane activities such as reading maps, understanding warranty information,
and balancing a checkbook (Irving, 1991). It is presumed that literacy represents a fundamental skill necessary
to fully enjoy life and function in today’s information society (United Nations Educational Scientific and
Cultural Organization, 2003, 2005).

literacy
The ability to comprehend written and oral messages and to apply received information to mundane activities such as reading
maps, understanding warranty information, and balancing a checkbook

The National Adult Literacy Survey of 1993 (NALS) is a seminal national initiative designed to measure
Americans’ literacy at three distinct levels: prose literacy, document literacy, and quantitative literacy. Each of
these domains is designed to ascertain an individual’s ability to decode written and oral messages. Data from
the NALS indicate that approximately 21 percent of Americans had a relatively low literacy level (level 1 on a
scale from 1 to 5) and an additional 27 percent had a level 2 literacy level. “While there are no exact grade
equivalents, Level 1 literacy is generally defined as less than fifth-grade reading and comprehension skills, and
Level 2 is generally defined as fifth through seventh grades reading and comprehension skills” (Federal
Highway Administration, 2012, para. 3). It should be noted that in the NALS sample, all adults with a level 1
literacy level experienced some dysfunction in their ability to read, write, and perform everyday functions such
as completing an employment application, reading a food label, or reading a story to a child. “While most of
these adults are not considered ‘illiterate,’ they do not have the full range of economic, social, and personal
options that are open to Americans with higher levels of literacy skills” (Federal Highway Administration,
2012, para. 3).

A follow-up study, the 2003 National Assessment of Adult Literacy (NAAL), found that 14 percent of
American adults were below basic levels in the prose domain (National Assessment of Adult Literacy, 2009).
The study also found that 66 percent of adults age 60 and over have either inadequate or marginal literacy
skills, a finding similar to what was noted in the 1993 NALS, which impairs their ability to fully function in
the information age (Kutner, Greenberg, Jin, Paulsen, & White, 2006). Table 9.1 presents demographic
characteristics of the NAAL sample, as well as the percentages scoring below the basic prose level.

Table 9.1 NAAL Sample Demographics
Source: National Assessment of Adult Literacy (2009).

Characteristic Percent in Below Basic Prose Population Percent in Total NAAL Population

Did not graduate from high school 55 15

241



No English spoken before starting school 44 13

Hispanic adults 39 12

Black adults 20 12

Age sixty-five and over 26 15

Multiple disabilities 21 9
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Health Literacy
Health literacy is the result of a symbiotic relationship of the health care system, educational systems, and
social and cultural factors that take place at home, at work, and in the community. It allows individuals to
read, understand, and apply information designed to improve their quality of life, including the weighing of
risks and benefits associated with personal behaviors.

health literacy
The degree to which individuals have the capacity to obtain, process, and understand basic health information and services needed
to make appropriate health decisions

The definition of health literacy continues to evolve (Nutbeam, 2008). It can be defined as “the degree to
which individuals have the capacity to obtain, process, and understand basic health information needed to
make appropriate health decisions” (National Network of Libraries of Medicine, n.d., para. 2). This is the
definition used in Healthy People 2020. Similarly, in 2012, the Joint Committee on Health Education and
Promotion Terminology (2012, p. 13) defined health literacy as “the degree to which individuals have the
capacity to obtain, process, and understand basic health information and services needed to make appropriate
health decisions.”

The 2003 NAAL (2009) identified four levels of health literacy: below basic, basic, intermediate, and
proficient. Box 9.1 provides a definition for each of these levels as well as an example of the limitations that
may be experienced by a person in each of them.

BOX 9.1 HEALTH LITERACY LEVELS
Below Basic Level

Adults at the below basic level have the most elementary literacy skills. These skills range from being
nonliterate in English to being able to locate easily identifiable information in short, commonplace
prose text. An adult at this level might be able to locate and circle the date of a medical appointment
on a hospital appointment slip.

Basic
Adults at the basic level have the skills necessary to perform simple, everyday activities such as reading
and understanding information in short, commonplace texts. An adult at this level might be able to
state two reasons a person with no symptoms of a disease should be tested for the disease, based on
information in a clearly written pamphlet.

Intermediate Level
Adults at the intermediate level have the literacy skills necessary to perform moderately challenging
activities, such as summarizing written text, determining cause and effect, and making simple
inferences. An adult with this level of skill might be able to determine a healthy weight range for a
person of a specified height on the basis of a graph that relates height and weight to body mass.

Proficient Level
Adults at the proficient literacy level have the skills to perform complex activities, such as integrating,
synthesizing, and analyzing multiple pieces of information. An adult might find the information
required to define a medical term by searching through a document.

Source: Kutner et al. (2007).
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Health Literacy Impact
The 2003 NAAL found that 90 percent of Americans lack the health literacy levels necessary to understand
primary prevention strategies and may also lack the ability to follow medical directives designed to improve
their health status. Individuals with low health literacy levels are unable to understand information necessary
for properly using safety equipment, reading food labels, or making informed decisions when it comes to vote
on a proposal for a local smoking ban. In addition, low health literacy levels also prevent individuals from
becoming engaged in advocacy efforts designed to improve their health status. This alarming fact led former
US Surgeon General Richard Carmona to conclude, “We must close the gap between what health
professionals know and what the rest of America understands” (Carmona, n.d., para. 6).

In its 2004 report, Health Literacy: A Prescription to End Confusion, the Institute of Medicine (IOM)
identified self-management/health literacy as a national priority. The IOM concluded that unless changes
were implemented at all levels, efforts to transform the health care system and manage increasing health care
costs would fail. Despite the relevance of health literacy to the nation’s health care system, questions have
been raised about efforts to improve it (Parker & Kindig, 2006).

The 2003 NAAL identified specific characteristics of adults who possessed below basic health literacy
levels. Its data suggest that men have lower health literacy than women, Hispanics have the lowest health
literacy of all ethnic groups in the United States, adults living below the poverty level had lower health literacy
levels, and adults age 65 and older had the lowest health literacy levels. It also found differences in health
literacy levels by ethnic group. Whites tend to have higher levels of health literacy than nonwhites in the
United States (National Center for Education Statistics, 2009). The study also found that health literacy
declined dramatically with age, even after researchers made adjustments for years of school completed and
cognitive impairment (Paasche-Orlow, Parker, Gazmararian, Nielsen-Bohlman, & Rudd, 2005). As Carmona
had suggested, below basic health literacy levels contribute to health disparities, lack of access to preventive
services, and poor health outcomes due to lack of compliance with health care directives.
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Health Literacy and Healthy People 2020
The mounting evidence establishing the integral relationship between high health literacy levels and good
health status provides the foundation for the incorporation of health communication and health information
technology as one of the goals of Healthy People 2020 (box 9.2).

BOX 9.2 HEALTHY PEOPLE 2020 HEALTH
LITERACY GOALS

HC/HIT-1 (Developmental) Improve the health literacy of the population
HC/HIT-1.1 Increase the proportion of persons who report their health care provider always
gave them easy-to-understand instructions about what to do to take care of their illness or health
condition
HC/HIT-1.2 Increase the proportion of persons who report their health care provider always
asked them to describe how they will follow the instructions
HC/HIT-1.3 Increase the proportion of persons who report their health care providers’ office
always offered help in filling out a form

Source: National Institutes of Health (2012).

While Healthy People 2020 focuses its attention on increasing the proportion of persons who report their
health care provider always gave them easy-to-understand instructions about what to do to take care of their
illness or health condition (e.g., HC/HIT-1.1), these goals have an impact on health literacy and present an
opportunity for health educators to assist Americans to improve their health status.

Health educators’ attention is specifically called to goal HC/HIT-1, which calls for the improvement of
health literacy levels among the general population. This challenge, coupled with the areas II and VII of the
Responsibilities and Competencies for Health Education Specialists (National Commission for Health
Education Credentialing, 2008), provides a clear mandate for health educators to take specific steps.

Similarly, HC/HIT-13 calls for increasing social marketing in health promotion and disease prevention
programs. The ease of diffusion of social messages underscores the need for the development of clear, up-to-
date, and easily understood messages that provide accurate information and do not perpetuate
misunderstanding that can be too easily distributed to mass audiences. (Chapter 8 contains a more detailed
discussion on communication.)
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Health Literacy and Health Status
In the United States, five chronic diseases—heart disease, cancer, stroke, chronic obstructive pulmonary
disease (e.g., asthma, bronchitis, emphysema), and diabetes—cause more than two-thirds of all deaths each
year, making primary prevention a key domain for health educators, who often work with individuals to
prevent the onset of disease and infirmity. Given the leading morbidity and mortality indicators in the United
States, it should be surprising that prevention programs are designed to strengthen protective factors and
reverse or reduce risk factors.

Acknowledging the symbiotic relationship of prevention and health literacy, the National Prevention,
Health Promotion, and Public Health Council developed the National Prevention Strategy in 2011. This
initiative focuses on increasing life expectancy and quality of life and emphasizes four areas:

Building healthy and safe environments
Expanding quality preventive services
Empowering people to make choices
Eliminating health disparities, using prevention strategies and health education strategies that use
appropriate health literacy levels

One tenet of the National Prevention Strategy is that prevention is not an added component to wellness but
rather a foundation that should be woven into every aspect of daily life. Efforts are currently under way to
ensure that the plan’s seven priority areas are implemented in a way that addresses low health literacy levels.
According to the plan,

Information needs to be available to people in ways that make it easy for them to make informed
decisions about their health. Providing people with accurate information that is culturally and
linguistically appropriate and matches their health literacy skills helps them search for and use health
information and adopt healthy behaviors. For example, providing people with information about the risks
and benefits of preventive health services can motivate them to seek preventive care. Providing people
with information (e.g., nutrition information on menus and food product labels) can help increase
demand for healthy options and may influence supply, because companies are more likely to provide
healthy options when they perceive consumer demand for such products. (National Prevention Council,
2011, p. 22)
Primary prevention efforts are predicated on the public’s ability to receive, process, and apply interventions

designed to prevent the onset of medical conditions. Adequate levels of health literacy assist individuals in
understanding directions, adhering to medication schedules, and, most important, engaging in health-
protective behaviors. Individuals with low health literacy may not be able to engage in self-assessment
activities (e.g., glucometer, peak flow meter, blood pressure monitoring), engage in self-treatment (e.g.,
insulin, steroids, diuretics), or engage in correct health care utilization (e.g., insurance coverage, knowing
when to seek a specialist).

The research literature shows that individuals with low health literacy levels not only experience preventable
medical problems, but may also contribute to the congestion of emergency rooms and unwillingly contribute
to increasing health care costs (Baker, 2006; Berkman, Pignone, DeWalt, & Sheridan, 2004; Weiss &
Palmer, 2004). The estimated additional health care expenditures due to low health literacy skills were over
$70 billion in 1998 dollars.

Studies have found that people at the lower end of the health literacy spectrum experience a large number of
health conditions, many of them preventable (Berkman, Pignone, DeWalt, & Sheridan, 2004; Gazmararian,
Williams, Peel, & Baker, 2003; Weiss, Hart, McGee, & D’Estelle, 1992) (see box 9.3). Additional issues that
can be affected by limited health literacy include misunderstanding and misapplication of health warnings
regarding food safety, missed opportunities to avail oneself of preventive screenings including vaccinations,
misapplied information about emergency preparedness, and misunderstanding important information such as
the quality of water in a given community. The National Prevention Strategy clearly calls for health educators
to not only be knowledgeable about health literacy but to apply skills ensuring that their clients obtain
accurate, up-to-date, and easy-to-understand information.

BOX 9.3 SELECTED HEALTH ISSUES THAT
INDIVIDUALS WITH LOW LITERACY LEVELS
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ENCOUNTER
Difficulty taking medications appropriately and interpreting labels and health messages
Higher rates of hospitalization, emergency care visits, and lower rates of flu immunizations
Less health knowledge and comprehension of health information
More likely to report their health as poor
For seniors, worse health status and quality of life and early mortality

Source: Berkman et al. (2004).
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Health Literacy and Cultural Competence
Health literacy must be understood and addressed in the context of race, culture, and language. Cultural
background encompasses communication patterns, behavior, language preference, customs and beliefs, and
self-care. Culture is a multilayered and dynamic process that includes body language, religious affiliation,
approach to problem solving, decision-making processes, and the balance between individual rights and the
collective good. It is influenced by a person’s education and, in the case of immigrants, affected by their
acculturation levels.

Cultural competence is a concept designed to facilitate communication between health care providers,
including health educators, and the populations they serve. It requires that individuals and organizations have
a clearly defined, congruent set of values and principles, and demonstrate behaviors, attitudes, policies,
structures, and practices that enable them to work effectively cross-culturally. It has been suggested that
cultural competence requires three components: the head, hands, and the heart: the head to understand that
people think, believe, behave, perceive, and understand; hands to implement the skills and knowledge to work
effectively with those who are different; and a heart to comprehend (not necessarily accept) the differences
and similarities between and among people (National Resource Center for Family Centered Practice, 2009).

cultural competence
A developmental process defined as a set of values, principles, behaviors, attitudes, and policies that enable health professionals to
work effectively across racial, ethnic, and linguistically diverse groups

In some instances, culture may be perceived as an adverse partner in health education efforts. Cultural
practices such as the use of alternative medicine, different time orientation, and a family rather than individual
orientation present challenges that many health educators are ill prepared to address. However, culture cannot
be discounted, no matter how assimilated a target group may be. In fact, it could be argued that until the
health educator identifies the cultural factors that shape an individual’s health status, his or her health
education efforts will have limited impact.

Public health professionals in general and health educators in particular have their own culture—one that is
defined by their educational level, commitment to help others, and educational level. An honest assessment of
the health educator’s own cultural values will enable him or her to deliver health education and primary
prevention programs more effectively.
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Improving Health Literacy
Data from the 2003 NAAL suggest that individuals with limited health literacy experience a number of
preventable health issues and may experience adverse effects in chronic conditions (Bryan, 2008; Clement,
Ibrahim, Crichton, Wolf, & Rowlands, 2009; Eichler, Weiser, & Brügger, 2009). It is therefore easy to
conclude that by improving health literacy levels, improving communities’ access to health information, and
enabling individuals to use it correctly, we empower disenfranchised populations (Howard, Sentell, &
Gazmararian, 2006; Nutbeam, 2000; Nutbeam & Kickbusch, 2000; Office of the Education Council, 2010).

Health educators have a responsibility not only to assess needs, assets, and capacity for health education
programs but also to implement those programs among high-risk populations (National Commission for
Health Education Credentialing, 2008). Health literacy, however, is often not considered part of health
educators’ responsibilities, which leads to the erroneous assumption that clients fully understand delivered
messages.

The medical profession has taken specific steps to address health literacy among patients. The Newest Vital
Sign, the Rapid Estimate of Adult Literacy in Medicine, and the Test of Functional Health Literacy in
Adults are some of the tools at the disposal of health care professionals (Baker, Williams, Parker,
Gazmararian, & Nurss, 1999; Cotugna, Vickery & Carpenter-Haefele, 2005; Ryan et al., 2008; Shea et al.,
2004). More recently, physicians have been encouraged to use the Ask Me 3 approach when dealing with
their patients (National Patient Safety Foundation, 2007). It is time for health educators to adopt specific
strategies designed to improve health literacy.

The North Carolina Program on Health Literacy (2011) has identified a number of health literacy
assessment instruments designed to ascertain patient health literacy levels. Box 9.4 lists and briefly describes
these instruments. Health educators are encouraged to become familiar with these tools and employ them in
their daily activities.

BOX 9.4 SELECTED HEALTH LITERACY TOOLS
Adult Basic Learning Examination (ABLE)

The ABLE is designed to measure the functional abilities in adults, specifically those whose education
does not exceed the eighth-grade level. No time limits have been set for this test, which is divided into
levels based on the years of formal education the patient has completed.

Literacy Assessment for Diabetes (LAD)
This diabetes-specific literacy assessment is a word recognition test that has three graded word lists
ordered by difficulty for the patient. It measures the patient’s ability to pronounce terms related to
health care. The terms are on a fourth-grade level or on a sixth- to sixteenth-grade reading level. It can
be administered in three minutes or less.

Newest Vital Sign (NVS)
The NVS consists of a nutrition label with six questions to assess literacy. It takes approximately three
minutes to administer and is meant to help health care providers make a quick assessment of a
patient’s literacy, which can help them adapt their communication to the client to achieve better
outcomes. It assesses literacy and numeracy and is available in English and Spanish versions.

Nutritional Literacy Scale (NLS)
The NLS, which consists of twenty-four questions, is designed to evaluate patients’ understanding of
current nutrition labels. The test uses actual nutritional labels that the patients refer to. The first
twelve questions are open-ended in nature, and the last twelve require the patient to decide between
two response options. The test can be administered without a time limit.

Rapid Assessment of Adult Literacy in Medicine (REALM)
The REALM is a screening tool designed to measure adults’ ability to read common medical words or
lay terms that correspond to anatomy or illnesses. It is a word recognition test and so does not assess
comprehension. However, it is highly correlated with other tests of comprehension. It takes
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approximately three minutes to administer and score.

Rapid Assessment of Adult Literacy in Medicine–Revised (REALM-
R)

This shortened version of the REALM is used to help identify adult patients’ literacy levels. It consists
of eight items and is used to measure how well individuals can read words they will encounter in a
medical setting.

Short Assessment of Health Literacy for Spanish-speaking Adults
(SAHLSA)

This is both a word recognition and a comprehension test that employs multiple-choice questions. It
was designed to assess the health literacy for adults who speak Spanish.

Single Item Literacy Screener (SILS)
This single-item instrument is designed to identify patients who need help reading health-related
information. The question is: “How often do you need to have someone help you when you read
instructions, pamphlets, or other written material from your doctor or pharmacy?” Responses range
from 1 (never) to 5 (always). The authors identified the cut-off point of 2 to capture all patients
potentially in need of assistance.

Slosson Oral Reading Test
The Slosson, which consists of tests from preschool to adult levels, is meant to be a quick estimate to
target word recognition levels for children and adults. It takes three to five minutes to complete and
assesses the level of oral word recognition, or reading level. It is meant only to measure certain aspects
of literacy.

Test of Adult Basic Education (TABE)
This exam, which is divided into three sections (English language, math, and reading), determines the
skill of a test taker in each one of the three areas. The results can help in placing test takers into adult
education programs. It measures academic skill up to the twelfth grade.

Test of Functional Health Literacy in Adults (TOFHLA)
The full test consists of a reading comprehension section and a numeracy section. The former is
composed of fifty questions, the latter of seventeen items. The entire test usually takes up to twenty-
two minutes to administer. The reading passages and numeracy question are from common medical
scenarios. The s-TOFHLA is a truncated version that uses questions only from the reading
comprehension subsection of the full test. There are thirty-six items that are administered in seven
minutes. The scoring categorizes respondents into inadequate, marginal, or adequate levels of health
literacy.

Wide Range Achievement Test (WRAT)
The WRAT measures literacy in reading recognition, spelling, and arithmetic computation. It takes
twenty to thirty minutes to complete. There is a level for children ages 5 to 11 and another level for
ages 12 to 64. In health-related research, most investigators have used only the reading recognition
subtest, which takes about five minutes to administer.

Source: Cecil G. Sheps Center for Health Services Research (2011).
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Written Communication
An important step in improving health literacy is found in Public Law 111–274, the Plain Writing Act of
2010, which requires all levels of the federal government to develop written materials in easy-to-understand
language. (Examples of federal efforts to implement this law may be found at
http://www.plainlanguage.gov/examples/before_after/index.cfm.)

The NIH’s Office of Communication and Public Liaison is taking the lead in this “clear communication”
initiative to “cultivate a growing health literacy movement by increasing information sharing of NIH
educational products, research, lessons learned, and research in the area of health literacy” (National Institutes
of Health, 2012, para. 4).

One of the most frequently employed educational tools that health educators used is written material.
Unfortunately, often those materials are developed without much thought about the health literacy of the
target populations (Friedman & Hoffman-Goetz, 2006; Hoffmann & McKenna, 2006). Box 9.5 provides a
summary of the NIH’s tips for using plain language in health education messages.

The literature has identified incorrect readability levels in the development of both written and oral
prevention messages as contributors to low health literacy (Kirkpatrick & Mohler, 1999; Ratzan, 2001;
Taylor, Skelton, & Czajkowski, 1982). Aguilera, Perez, and Alonso Palacio (2010) found that the majority of
education materials for clients with diabetes reviewed as part of their study did not reach their intended
audience because of the high readability levels of those materials.

BOX 9.5 RECOMMENDATIONS FOR PLAIN
LANGUAGE MESSAGES

Engage the Reader
Consider who the audience is (e.g., by gender, educational level). Often there is more than one
reader.
Consider what the reader needs to know. Organize content to meet these needs.
Write for the appropriate reading level.
Use common, everyday words whenever possible.

WORD CHOICES
Use common, everyday words
Use other personal pronouns such as you.
Use must instead of shall.
Avoid using undefined technical terms.
Use positive rather than negative words.
Avoid using gender-specific terminology.
Avoid long strings of nouns.

VERB FORMS
Use the active voice.
Use action verbs.
Use the present tense.

STRUCTURE
Use parallel construction.
Be direct.

Display Material Correctly
Appearance is an important aspect of clear communication. A document that is pleasing to the eye will
be more likely to attract readers’ attention. Appearance can also be an aid to readers by improving their
comprehension and retention. Appearance has several aspects:

Organization. Strong, logical organization includes an introduction followed by short sentences and
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paragraphs. Organize messages to respond to reader interests and concerns.
Introduction. In lengthier documents, use an introduction and a table of contents to show the reader
how the document is organized.
Short sentences and paragraphs. Sentence length should average fifteen to twenty words. Sentences
that are simple, active, affirmative, and declarative hold the reader’s interest. Generally each
paragraph should contain only one topic. A series of paragraphs may be used to express complex or
highly technical information. The more that writing deviates from a clear and to-the-point
structure, the harder it will be for readers to understand.
Layout. Layout refers to how material appears on a page; it encompasses, for example, margins,
headings, and white space. Provide white space between sections to break up the text and make it
easier for readers to understand. Use headings to guide readers; the question-and-answer format is
especially helpful. Try to anticipate readers’ questions and pose them as your readers might. Use
adequate margins.
Tables. Tables make complex information readily understandable and can help readers see
relationships more easily. They may require fewer words than straight text.
Typography: Typography relates to the fonts chosen and typographical elements used for emphasis,
such as bullets or italics.

Evaluate Your Document
To ensure that you are communicating clearly, evaluate the document or have another person read it
and offer suggestions for clarification. They should look over the document for:

Correct spelling, grammar, and punctuation
Inclusion of appropriate devices, such as dating, page numbering, and consistency
Visual appeal
Consistency and effectiveness of layout and typographical devices (avoid overuse)
Line breaks that inadvertently separate part of a name or date in a way that reduces clarity.

Source: NIH (2012).

Many times the oversight in ascertaining readability levels is unintentional; in fact, most health education
programs lack a health communication course in their undergraduate or graduate curriculum. Nevertheless,
health educators are encouraged to ascertain the readability levels for all education materials they develop and
use in their education (Adkins, Elkins, & Singh, 2001; Schillinger et al., 2002; Sondra, 2006). Box 9.6
provides an overview of some commonly used assessment tools.

BOX 9.6 COMMON TOOLS FOR ASSESSING
READABILITY LEVELS

Simplified Measure of Gobbledygook (SMOG) Readability Formula
To use the SMOG formula, researchers do not have to evaluate the entire written document; a sample
of thirty sentences is sufficient. The sample consists of ten sentences from the beginning of the
material, ten from the middle, and another ten from the end. In this sample, any word with more than
three syllables is circled. The circled words are tallied, and the nearest number that equals a perfect
square root of this figure is found. Finally, the square root is added to a constant that is equal to 3. The
number that is the sum is the grade level required to understand the reading material (McLaughlin,
1969).

Readability Assessment Instrument (RAIN)
This instrument measures the readability of health-related materials comprehensively; it looks at
components of text unity, graphic placement, font color and size, coherence, vocabulary, cultural
appropriateness, and so on. To start the evaluation process, investigators must list all the components
to be evaluated. Studies found this method effective and easy to administer (Adkins et al., 2001;
Kirkpatrick & Mohler, 1999).

Fry Readability Method
In this method, researchers obtain three samples of one hundred words from a document, omitting
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headings, and determines the number of syllables in the sample. The average numbers of syllables and
sentences are calculated from the three samples and the results used to plot a point on the Fry graph.
The x-axis represents the number of syllables in the sample average, and the y-axis represents the
number of sentences in the sample average. The graph has a curve with markers that represent grade
levels, permitting researchers to identify the grade level of the plotted point that represents the sample
(Taylor et al., 1982).

Flesch-Kincaid Readability Formula (FK)
The FK readability formula (Flesch, 1945) measures vocabulary difficulty. The literature shows that
this formula has been used to test the readability of health information materials, although it was not
designed to evaluate health materials only. The result of the application of the formula is identification
of the grade-school level at which a person can read and understand the text (Cotugna et al., 2005).

Flesch Reading Ease Score (FRE)
The FRE measures the average number of syllables per word and the average number of words per
sentence. The score ranges from 0 to 100. It is widely available through a built-in Microsoft Word
adequate readability tool. This feature is not turned on by default; therefore, the user must be sure to
check the “show readability statistics” function (Friedman & Hoffman-Goetz, 2006).

Gunning Fog Index
This index measures the average number of words per sentence and percentage of words with more
than two syllables. It requires less time to administer than the FRE and FK Readability formula.
However, it cannot measure the reading difficulty of text in tables (Friedman & Hoffman-Goetz,
2006).

The New Dale-Chall Readability Formula
This formula measures the number of syllables per sentence and the percentage of difficult words. It is
developed primarily for health education materials with the highest validity when tested for reader
comprehension. It is not available in word processing software (Wang, Capo, & Orillaza, 2009).

Suitability Assessment of Materials
This tool measures the suitability of print, media, and audiovisual tools. It appears to be the only tool
that can assess the influence of illustrations on comprehension. Completing the assessment process can
exceed thirty minutes (Hoffmann & McKenna, 2006; Wallace, Turner, Ballard, Keenum, & Weiss,
2005).

Sources: Aguilera (2006); Aunprom-me and Aunprom-me (2009).

In addition to using the tools described in box 9.6, health educators are encouraged to use a variety of other
simple yet effective tools to improve the readability levels of their educational materials:

Large font. Assists individuals with visual impairments to read. It is much easier to read a 14 point font
than it is to read a 10 point font.
Use clear headings. Short subheads in bold break up the text and have a greater visual appeal than a sea of
paragraphs without any breaks.
Simple words. It is worth repeating that easy-to-understand terminology (e.g., cancer rather than
carcinoma) improves the understanding of written material.
White space with pictures. The use of culturally appropriate graphics encourages readers to stay with the
materials. Be sure to obtain copyright permission before including graphics in your materials; availability
on the Web does not mean it is free.
Bright contrasting colors. The use of color increases the visual appeal of written materials, although it also
increases reproduction costs.
Short sentences. While professors and bosses may be impressed with complex and long sentences, the
literature suggests that short sentences are better for health education messages.
How to. Don’t forget to include a how-to section to enable the reader to practice the skills that have been
introduced.
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Presentations
Group presentations are an easy way to reach large audiences, though poor planning, implementation, and
delivery can limit their impact. The following suggestions are designed to improve delivery:

Be comfortable. Good public speaking skills are the result of much practice and do much to allay anxiety.
Be sure to practice your presentation several times—in front of a friend or other trusted individual, for
example.
Face people at all times. It is too easy to turn your back to the audience when using visual cues such as a
slide presentation. If necessary, keep a small stack of cards with salient notes, but never read the slides to
the audience.
Speak slowly, clearly, and loudly. A group presentation is not an opportunity to develop your rapid
speaking skills. The speaker needs to be aware of the audience’s engagement and response to the tempo
and loudness of the presentation and adjust them accordingly. A good rule of thumb to use is to think
you are speaking to the last person in the farthest part of the room.
Reduce background noise. The audience should be able to focus on the speaker and not be distracted by
ambient or extraneous noise whenever possible.

Many health educators employ slide presentations to assist in the delivery of their messages. The following
recommendations can improve these presentations:

Decide on the goal of the presentation. Are you trying to inform or influence the audience?
Use large fonts. Using sizes lower than 24 points is rarely advised.
Select colors with high contrast. Noncontrasting colors or pictures may make it difficult to read the
materials, especially for those sitting in the back.
Use bullet points as opposed to complete sentences.
Present one bullet point at a time. This can be accomplished by using the simple animation effect.
Avoid excessive animations during the presentation, which tends to be confusing to the audience.
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Bridging Health Literacy and Culture
Low health literacy affects all segments of society, and language limitations compound problems associated
with it. The following recommendations are designed to ameliorate the impact of culture and language on
health literacy levels:

Differentiate among culture, race, and ethnicity. As we have seen throughout this book, the terms culture,
race, and ethnicity are not synonyms. This erroneous classification may lead to erroneous assumptions
about people; for instance, we might think a person to be of a given race given his or her skin color, but
that person’s cultural identity or ethnicity may not correspond to that color. Health education
interventions that have no relevance to the target community will not succeed. Along with information
gathered from Western-style medicine, we need to include information that is relevant to the
community. Whenever possible, provide a contrast between the Western and non-Western approach to
health and illness, beliefs, and practices. Be careful not to show reverence for one and disdain for the
other.
Avoid stereotypes. Low health literacy affects individuals regardless of their race, culture, or ethnicity. It
also affects individuals regardless of their educational level and even their ability to read and write.
Health educators will do well to ascertain individuals’ literacy levels at the beginning of all their
interventions.
Be cognizant of language preference. Generally first-generation immigrants require translation of materials
and spoken words into their native language; less obvious is the need to provide materials in different
languages to those who are second and subsequent generations in the United States. Language
preference, however, is a key factor in delivering culturally appropriate health education programs since it
allows people to communicate their needs and wants in an appropriate format. Language preference also
refers to selecting and using the terminology employed by the target population rather than the technical
language we are used to. Finally, language preference refers to having qualified personnel, regardless of
cultural or ethnic background, proficient in the language. Do not assume that all Nisei speak Japanese.
Understand what translation and interpretation are. Simple translation of materials from one language to
another without interpretation may result in inadequate educational tools. Cultural interpreters are
necessary in the development of written and visual materials to ensure they are relevant to the diverse
populations that health educators reach. Using plain language, eliciting cultural beliefs and attitudes, and
using the teach-back method are all effective tools to reaching diverse populations. Use a medically
trained interpreter or translator as needed.
Incorporate CLAS standards. The standards were re-released in 2013. A list is provided in the appendix .
Avoid jargon. The excessive use of technical terminology has been found to be detrimental to
implementing effective health education programs. Using simple language (e.g., painkiller rather than
analgesic) and defining technical terms, using the active voice, breaking down complex information into
understandable chunks, and organizing information so the most important points come first are useful
tools in working with diverse populations.
Ascertain acculturation levels. Acculturation has been defined as the degree to which an immigrant adopts
the culture and behaviors of the host country. Income, education, and language preference are all proxies
for acculturation but do not represent the complete picture. A highly educated English-proficient first-
generation immigrant may still practice alternative medicine while proficiently navigating the US health
care system.
Incorporate diversity in teaching methods. Inadequate incorporation of multiple learning modalities
produces less-than-desirable outcomes. Health educators need to incorporate a variety of teaching
methods (e.g., lecture, role play, case studies) into their interventions (Clement et al., 2009).
Use narratives. The use of anecdotes relevant to the audience enables the assimilation and practice of the
materials being discussed.

256



Health Literacy and the Electronic Frontier
The number of people turning to electronic resources for health-related information has increased
exponentially in the past two decades. There is, however, a significant digital divide between the haves and
have-nots, which affects the ability to access reliable and current health information. Health educators
intending to use the Web or social media to educate their target populations should consider how well their
clients can use these materials, and indeed whether they have access to a computer.

The Research-Based Web Design and Usability Guidelines developed by the US government (available at
http://www.usability.gov) provide a road map for health educators who want to use electronic media as an
educational tool. The guidelines, which health educators would do well to become familiar with, include
information on design process and evaluation, the optimization of the materials for users, accessibility, page
layout and navigation, usability testing, and text appearance among others.

While many health educators may take for granted the use of technology in their day-to-day activities, not
everyone in the audience will have the same level of competency in using the technology the health educator
employs. The two recommendations that follow are provided to improve health literacy through the use of
technology:

Supplying the hardware and software is insufficient. While one of the goals of Healthy People 2020 is to
increase the number of people who use technology, including the Web, to obtain health-related
information and to communicate with their health care providers, health educators using technology as
part of their arsenal need to provide training and technical assistance on computer and Internet use.
Support staff must be provided for computer maintenance and troubleshooting. Certainly technology
opens a world of possibilities, but it can and will break from time to time. Health educators need to
provide gatekeepers to use technology with their clients.
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Conclusion
In today’s information society, a healthy person is also a health-literate person. Health educators have a
responsibility to convey easy-to-understand messages that may be acted on, are easily understood, and are
easily applied. Ascertaining a person’s health literacy level may be difficult because it is not directly related to a
person’s educational level, race, or language preference. The literature indicates, however, that improving
health literacy levels will in fact result in more effective primary prevention messages.
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Points to Remember
The ability to understand and apply health-related information, including verbal, written, and electronic
messages, is key to living a healthy life.
Health educators have a responsibility to understand the health literacy levels of the populations they
work with and tailor their interventions to meet those needs.
A number of tools are designed to improve the health literacy levels of materials that health educators
develop.
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Case Study
A health educator is assigned to work in a nonprofit agency serving farmworkers. Ms. Rodriguez, a native-
born English speaker with a fourth-grade education, expresses her frustration with her fourth pregnancy after
indicating she has unsuccessfully tried several birth control methods. She says she has spoken to both doctors
and nurses who have “lectured” her about the efficacy of the methods she employs but have never truly
answered her questions. The last time she saw a health care provider, she was given a series of pamphlets on
birth control to read. She tries to avoid coming to the clinic where her doctor is located because she has
trouble navigating the large medical complex. Since she cannot get straight answers from her medical
providers, she usually turns to friends for questions related to contraceptives.

1. What cultural elements are present in this situation, and how might they affect health literacy?
2. What are the health issues that must be considered as priorities in this case?
3. What steps can you as a health educator take to assist Ms. Rodriguez?
4. How can you improve Ms. Rodriguez’s health literacy levels?
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KEY TERMS
Cultural competence
Health literacy
Literacy
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CHAPTER 10

THE AGING US POPULATION

An Increasing Diverse Population
William H. Dailey Jr.

Bertha Felix-Mata

LEARNING OBJECTIVES
After completing this chapter, you will be able to

Describe the characteristics of the aging population.
Understand why health promotion efforts and priorities for aging populations should be developed
through interactive interprofessional collaboration among health education practitioners,
gerontologists, and health care professionals.
Understand the importance of culturally competent programs for aging minority older adults.
Understand the importance of providing primary prevention programs for older adult populations.
Identify the scope of health promotion practices affecting older adults who wish to maintain their
individual quality of life.

Despite increasing research on the graying of America, most people continue to view aging as a mysterious
and fearsome process, surrounded in myths and stereotypes extending from health to economics; there is an
almost universal fear of getting old. Regardless of how we define aging or when we believe it starts, there is
one truth: we cannot escape the aging process. If we live long enough, we are all bound to experience what
Walt Whitman poetically romanticized as one of the four seasons in our lives.

We tend to measure age along a chronological continuum, viewing individuals as aging in distinct cohorts
that share similar birth years; go through infancy, childhood, adolescence, adulthood, and midlife; and then
reach their retirement years, signifying old age. For example, the baby boomers’ age cohort was born between
1946 and 1964 (Alwin, McCammon, & Hofer, 2006).

This chapter addresses the older adult population as members of a generation who share a unique culture
and life experiences that shape their individual identities as older adults. It also addresses the building of an
interprofessional collaboration, among practitioners in health education, health care roles, and gerontologist. In
addition, Kemp states that the foundation for public health is rooted in the pioneer work of C.E.A. Winslow
(1920), who stated that public health

interprofessional collaboration
An innovative strategy where two or more professionals learn about, from, and with each other to enable effective collaboration
and improve health outcomes, as well as better response to the health needs of those they service as practitioners

is the science and art of preventing disease, prolonging life, and promoting physical health and efficiency
through organized community efforts for the sanitation of the environment, the control of community
infections, the education of individuals in principles of personal hygiene, the organization of medical and
nursing for the early diagnosis and preventive treatment of disease, and the development of the social
machinery which will ensure to every individual in the community a standard of living adequate for the
maintenance of health.
Professionals in the areas of health and aging provide a wide range of programs, services, and support

systems for assisting older adults. The overall aging process can create significant challenges and opportunities
for gerontologists, health educators, and public health practitioners (Atchley & Barusch, 2004; Hillier &
Barrow, 2010). Health educators play an important role in the lives of the older individuals they come in
contact with (Keller & Fleury, 2000).

According to Kemp (2012), “Public health has been the driving force in the United States in creating an
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infrastructure and programs for protecting the population’s well-being” (p. 3). Kemp notes as well that the
discipline of public health and health care roles differs among health care practices, programs, services, and
resources for the general population. Often practitioners represent their distinct field of practice. For example,
public health educators may focus on the environment, community health, or health care administration,
whereas gerontologists may focus on chronic disease, health prevention options, long-term care necessity, and
end-of-life aspects of aging. Thus, building an interprofessional collaboration effort among health educators
in partnerships with practitioners in the field of aging to address the challenges of living longer, being
healthier, and remaining independent is imperative. Practitioners have many opportunities to incorporate new
ideas, programs, and services from older adults’ life experiences, perceptions, and overall ideals about aging
overall to promote the concepts of managing health and safety, promoting improved health, preventing the
consequences and suffering associated with chronic disease as we age, and developing coping strategies toward
successful aging.

Many older adults face major losses: loss of independence, economic status, social position, and loss of one’s
spouse, family, and friends. Other challenges include health difficulties, limited transportation, affordable
housing options, affordable health care resources, and personal care resources to allow older adults to age in
place (Albert & Freedman, 2012; Hillier & Barrow, 2010).

This chapter presents an overview of the older adult population demographics, a brief summary of the
health status of its members, and a focus on older adults’ interactions with health educators, gerontologists,
and the health care professions in general serving older adults.
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Demographic Characteristics of Older Americans
According to the Profile of Older Americans (Administration for Community Living, 2012), some 41.4
million Americans, or approximately 18 percent of the population, are over the age of 65. Adults age 65 and
over are expected to reach 74.4 million by 2040 and 92 million by 2060. Currently the older adult population
represents one in eight Americans, that is, 13.3 percent of the population; in 2030, older adults will represent
one in five adults over the age of 65, representing 20 percent of the total population.

In 2012, approximately 21 percent of older adults represented racial and ethnic minority populations,
totaling 8.5 million, and are projected to reach 20.2 million in 2030, representing 28 percent of older adults. A
significant demographic projection shows a tenfold increase among those 65 years of age and older since the
1900s Older adults represented 3.1 million compared to the projections for 2060 representing 92 million older
adults.

The population pyramids in figure 10.1 provides health educators, gerontologists, health care professionals,
and community stakeholders a picture of an increasing older adult population from 2010 to projections for
2030 and 2050.

Figure 10.1 Gender and Age of the US Population, 2010 and Projected for 2030 and 2050
Source: U. S. Census Bureau International Database.
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Future population pyramids will include centenarians, who represents a new age cohort of older adults
experiencing increased life expectancy. According to Hillier and Barrow (2010), the population pyramids
show that “the proportional changes in the 85+ group as well as all age groups age 65+ represent dramatic
growth in numbers and population” (p. 18).

In 2010 there were 49,121 centenarians age 100 to 104, 3,893 age 105 to 109, and 330 age 110 and over
living in the United States (US Census Bureau, 2010). In fact, it has been suggested that the impact of the
baby boomer generation will be equal to that of immigration during the first part of the twentieth century.
The majority of health educators seem ill equipped for dealing with these demographic changes affecting the
US population (Albert & Freedman, 2012; Wallace, 2005).

Current and future demographic changes among the population of older adults require an examination of
the racial and ethnic composition of that population group. In 2000, a majority of the individuals aged 65
years and over (84 percent) were non-Hispanic whites. As we view the fastest-growing segment of older
adults reaching 85 and older, we see that race and ethnic diversity add challenges for meeting the needs facing
older adults. Table 10.1 shows significant increases among race and ethnic minorities’ reaching this aging
milestone in their lives as older adults.

Table 10.1 Projected Distribution of the Population Aged 85 and Older, by Race and Hispanic Origin, 2010,

268



2030, and 2050 (in thousands)
Source: U.S. Census Bureau, 2008.

As might be expected, the older adult population is not evenly distributed over the fifty states. In 2011,
eleven states reported comparatively high proportions of older adults in their populations: California, Florida,
New York, Texas, Pennsylvania, Ohio, Illinois, Michigan, North Carolina, New Jersey, and Georgia
(Administration on Aging, 2012, p. 6).

One of the reasons for the large number of individuals in the age 65 and older category is the increase in life
expectancy for US residents. For instance, individuals born in 2000 can expect to live an average of twenty-
nine years longer than someone born in 1900. Better access to health care, advances in medical science, and
less dangerous occupations account for the increases in life expectancy. One thing that has not changed much
since the turn of the century, however, is the difference by gender. In general, women tend to live longer than
men (51 years on average in 1900 and 85 years in 2011 for females and 48 years in 1900 and 82 years in 2011
for males).

Minority ethnic groups constitute the fastest-growing segment within the US aging population. Yet health
and health care disparities continue to disproportionately affect these minority communities across the US
health care system. Older adults who are members of ethnic minority groups face higher morbidity and
mortality rates for such diseases as diabetes, cancer, and heart ailments. The impact of race and ethnic
minorities among older adults is projected to increase significantly during the next four decades. For example,
in 2010, non-Hispanic whites accounted for 80 percent of the US elderly population, while 9 percent were
African Americans, 3 percent Asians, and 7 percent Hispanic (any race). By 2050, the proportion of non-
Hispanic whites will decrease to 58 percent, while other ethnic groups will continue to increase; projections
are that the relative percentages then will be 20 percent Hispanic, 12 percent African Americans, and 9
percent Asians. In addition, the number of the oldest old will increase significantly among all racial groups.
Vincent and Velkoff (2010) concluded, “Although each race and ethnic group is projected to increase in the
proportion age 65 and over between 2010 and 2050, the percent 65 and over varies by race and Hispanic
origin. Some groups will see increases of nearly 13 percentage points, while others will see increases less of
than 3 percentage points” (p. 6).

Figure 10.2 shows the percentage distribution of adults age 65 and up by race and Hispanic origin in 2010
and projected for 2050.

Figure 10.2 Population Age 65 and Over, by Race and Hispanic Origin, 2010 and 2050 (Projected)
Source: U.S. Census Bureau, 2011. 2010 Census Summary File 1; U.S. Census Bureau, Table 4: Projections of the population by sex, race, and
Hispanic origin for the United States: 2010–2050. Interagency Forum on Age-Related Statistics (2012).
Note: These projections are based on Census 2000 and are not consistent with the 2010 Census results. Projections based on the 2010 Census
will be released in late 2012. The term “non-Hispanic White alone” is used to refer to people who reported being white and no other race and
who are not Hispanic. The term “Black alone” is used to refer to people who reported being black or African American and no other race, and
the term “Asian alone” is used to refer to people who reported only Asian as their race. The use of single-race populations in this figure does not
imply that this is the preferred method of presenting or analyzing data. The U.S. Census Bureau uses a variety of approaches. The race group
“All other races alone or in combination” includes American Indian and Alaska Native alone; Native Hawaiian and Other Pacific Islander alone;
and all people who reported two or more races. Reference population: These data refer to the resident population.
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Issues Facing Older Adults
The academic literature and research on aging that focuses on challenges, barriers, and overall health status
suggest that the major issues facing older people in the United States today are loss of independence, loss of
economic or social position, changes in marital status including loss of spouse, and changes involving loss of
family members and friends (Albert & Freedman, 2012; Hillier & Barrow, 2012; Novak, 2012). Additional
challenges to healthy aging are a higher likelihood of developing chronic diseases and the limited availability of
affordable transportation resources, housing options, health care options, and personal care to help people
remain independent (Bernstein et al., 2003; Hogson & Chi, 2001).

healthy aging
The development and maintenance of optimal physical, mental, and social well-being and overall functional health among older
adults

One group within the older adult population that requires specific discussion is the baby boomer
generation, which markedly affects the proportions of the elderly and the “oldest old” in the total population
(Eggebeen & Sturgeon, 2006). It is projected that one in five people will be 65 years old or older by 2030
(Federal Interagency Forum on Aging-Related Statistics, 2012). Clearly health educators must become more
educated in strategies designed to reach the older population.

Ageism refers to negative stereotypes and discrimination based on age (Bahr, 1994; Moody, 2006; Stallard,
Decker, & Sellers, 2002). When directed toward older adults, it tends to be based on negative assumptions
about the expected biological slowdowns that occur naturally with advancing age. Ageism tends to be
experienced mostly by aging populations but is also exhibited toward teenagers (Hagestad & Uhlenberg,
2006). The term ageism when attributed to the elderly accentuates negative stereotypes, placing this
population as out of touch, unable to learn, and unwilling to adapt to an ever-changing world. These
stereotypes, added to the health needs of diverse seniors, call on medical care providers to take an
interprofessional collaborative management approach.

ageism
Discrimination against those who are in the later period of adulthood. For example, media articles, cartoons, and greeting cards
illustrate some aspects of ageism focusing on negative aspects of the aging process

Findings from the National Health Interview Survey (NHIS) show that a majority of Americans aged 65
and over report having good to excellent health (Albert & Freedman, 2012; Schiller & Bernadal, 2004). This
trend is supported by older individuals’ increasing years of active life, increasing participation in prevention
activities, and fewer complications from previously fatal health conditions (Bernstein et al., 2003; Centers for
Disease Control and Prevention, 2004).

As they develop new public health strategies and community models for the older adult population seeking
a healthy lifestyle as they age in place, health education and gerontological practitioners will need to address
issues of health literacy, cultural competencies, disease prevention, and health promotion. Any planned
combination of educational, political, environmental, regulatory, or organizational mechanisms that support
the actions and conditions of living conducive to the health of individuals, groups, and communities, resources
targeting needs, expectations, as well as positive health outcomes to maintain older adults’ overall quality of
life and their personal well-being.

health promotion
Any planned combination of educational, political, environmental, regulatory, or organizational mechanisms that support the
actions and conditions of living conducive to the health of individuals, groups, and communities
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Building Culturally Appropriate Health Promotion
Programs
For some time, health care professionals have focused on three distinct health care models (Novak, 2012),
each with specific approaches for caring for individuals:

The medical model views health care as sickness. It requires a diagnosis, a treatment plan, and
rehabilitation to meet the needs of patients seeking medical treatment.
The social model defines health care more broadly and refers to it as more than the absence of disease. It
focuses more on an individual’s abilities to function with the support of family and community in the
social world where they are most comfortable.
The health promotion model focuses on disease prevention and delaying disability.

A continuum level of care is vital as we explore the incorporation aspects of each of these models.
In the health care professions, as well as in academia, the foundations of health care training, education, and

health care outcomes have been rooted in the medical model. In recent years, health care professionals,
gerontologists, and health care professions have started to recognize a need for interprofessional collaboration
to incorporate improved outcomes through working together. The World Health Organization in 2010 noted
that “interprofessional collaboration in education and practice is an innovative strategy that will play an
important role towards the integration of the overall health care work force” (p. 8).

A study conducted by Bainbridge, Nasmith, Orchard, and Wood (2010) found that interprofessional
collaboration in health care education revolves around six domains that contribute to interprofessional patient-
related care and interprofessional communication among health care professionals:

1. Role clarification
2. Patient/client/family community context
3. Team functioning
4. Collaborative leadership
5. Interprofessional communication
6. Dealing with interprofessional conflicts

These six domains establish the foundation for interprofessional collaboration in health care work focusing
on patient safety, health, shortages in human resources, and effective and efficient care. A focus on healthy
aging strategies to improve quality of care as well as keeping one’s independence is vital for successful aging.

successful aging
A superior quality of life; in other words, older adults should be able to engage completely in their lives by maintaining their
physical strength, cognitive functions, and positive relationships throughout their life

In the field of public health, aging and social work have focused on similar health-related topics and
research and addressed the overall challenges, issues, and resources of the increasing numbers of older adults.
The American Public Health Association’s Task Force on Aging (TFA) established guidelines and objectives
to guide its work. Among its recommendations, it noted that efforts to connect community and public health
agencies working on aging issues should consider population diversity that includes ethnic identification,
socioeconomic status, and age groups 75 years of age and older. The TFA’s report, “Scope of Public Health
and Aging” (2004), identified eight key focus points:

1. An emphasis on healthy aging, health promotion, disease prevention, and injury risk reduction
initiatives at the individual, community, state, and national levels
2. Partnerships among public health departments, area agencies on aging, state units on aging, and
disease-specific voluntary organizations in carrying out health promotions
3. An awareness of the critical role played by family, neighbors, and friends and informal caregivers in
dealing with chronic disease management and access to community resources
4. Health care workforce and research
5. Health regulations, consumer protections, and access to services
6. Population-based interventions
7. Community orientation
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8. Health and disease orientation
Also, in 2003, the Centers for Disease Control (CDC), in partnership with the Administration on Aging

(AOA) and the US Department of Health and Human Services (DHHS), launched a collaborative research
project, The Aging States Project: Promoting Opportunities for Collaboration between the Public Health and
Aging Services Network. This project gathered significant data and resulted in a wide range of
recommendations for building interprofessional collaboration to meet the needs of an increasing older adult
population. This research study also described older adult attitudes and beliefs regarding wellness, self-care,
and participation in health promotion activities. And it identified these key factors for developing
collaboration efforts among health educators and health care practitioners (Vincent & Velkoff, 2003):

1. Promote improved collaboration between state health departments and state units on aging
2. Support health promotion/disease prevention for older adults
3. Promote needed training and technical assistance
4. Promote collaboration and communication among agencies

There are challenges for partnerships in learning and collaborative efforts to develop effective programs.
They include cultural limitations (e.g., lack of available language interpreters), low levels of health literacy, not
enough printed media resources, socioeconomic restraints (e.g., low-income resources, lack of transportation,
poverty), health care access, and transportation barriers. The perceptions of elders of participation in and
acceptance of community endeavors involves other considerations too: their willingness to accept community
support, financial constraints, and lack of previous knowledge about community resources available to them.
Wallace (2005) has identified three components important for public health educators to focus on in their
efforts: “an emphasis on health rather than disease, a proactive rather than a reactive approach, and the focus
on the population rather than the individual” (p. 5).

In establishing new guidelines for health promotion and disease prevention through the Healthy People
2020 Initiative, the US Department of Health and Human Services (2000) identified a major goal for older
adults as to “improve the health, function, and quality of life for older adults” (p. 1). In its overview of older
adults, the initiative states that “60 percent of older adults, age 65 and over, will have at least one chronic
condition by 2030” (p. 2). Older adults have a higher risk for developing chronic diseases and disabilities that
include diabetes mellitus, arthritis, congestive heart failure, and dementia.

A key health indicator among older adults is their quality of life, which is affected by increased
hospitalizations, nursing home admissions, and loss of their ability to live independently. The objectives of
Healthy People 2020 for adults age 65 and older address a number of important factors for this age group:
overall quality of life, understanding the health of older adults, the impact of social environments, and quality
of health care community-based resources and social services care management. It identified emerging issues
as well: coordinated care options, self-care management, and quality measures and training opportunities for
health care workers.

Smith (2003) has stated that “we’d likely either group public health with the medical profession or define it
as the local health department. Public health (care) professionals work on ways to prevent health problems
that affect large segments of the population” (p. 9). Furthermore, wrote Smith, public health professionals are
associated with ten essential public health services that include the interprofessional roles of public health
professionals, medical personnel, and gerontologists as they share responsibilities for dealing with preventive
health problems that affect the larger population. Finally, Smith also stated the benefits in public health
partnering with health care education:

Teaching students about health and how it affects society and history
Strengthening the connection between students and their school or community
Encouraging an interdisciplinary integrated approach to health
Exposing students to careers in public health
Finally, Albert and Freedman (2012) have shown that the focus of the overall goals of public health and
aging are to “create circumstances under which a population is likely to achieve health through health
promotion and disease prevention” (p. 34). The roles of public health and aging overlap on social and
clinical aspects of health, the human aging process, social needs, and maintaining health.
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Health Literacy among Older Adults
Health literacy may be defined as “a multidimensional issue encompassing the ability to read, understand, and
use health information to make appropriate healthcare decisions and follow instructions for treatment that
allow patients to manage their health and improve the quality of their lives” (Brown et al., 2004, p. 150). It is
a key issue to consider when dealing with older populations because it influences patient-provider interactions,
including compliance with treatment (Greene, Hibbard, & Tusler, 2005; National Institute on Aging, 2006;
Osborne, 2005).

Results from the 2003 National Assessment of Adult Literacy (NAAL) show that 29 percent of the adult
population 65 years old and older had a health literacy proficiency of 30 percent and were at the basic level, 38
percent were at the intermediate level, and only 3 percent of the participants were at the proficient health
literacy level (Kutner, Greenberg, Jin, & Paulsen, 2006; National Institute on Aging, 2006). According to
these findings, adults age 65 and older have the lowest health literacy level when compared to the other age
groups (Kutner et al., 2006; National Institute on Aging, 2006).

Lee, Gazmararian, and Arozullah (2006) conducted a study “examining health literacy, social support, and
their relations to health status and health care use among older adults” (p. 324). They noted that older adult
populations with low health literacy tend to be comparatively isolated from the society in which they live;
therefore, they obtain less social support, and their health tends to diminish as a consequence. Similarly,
findings from the NAAL indicate that adults categorized as being in the below basic range of health literacy
have difficulties reading documents, filling out medical forms, and navigating the health care system
(Osborne, 2005; Powell, Hill, & Clancy, 2007).

Osborne (2005) discusses the importance of considering a person’s background before starting to convey
information. For example, health educators should be aware of clients’ personal health, such as the presence of
chronic illnesses, complications, and medications, because this knowledge will be important to implementing
health promotion programs. Health educators can meet the needs of older adults by determining the health
literacy of the target population and then employing good communication skills and well-written instructions
that are at the appropriate level for this population.

Osborne (2005) also suggests that information presented to older adults should be limited to a few
important points, adjusted according to the audience’s attention span, and repeated to ensure understanding.
Nakasato and Carnes (2006) suggest that health promotion programs targeting older adults address three key
needs of these individuals: maintaining a low risk of experiencing disease and disease-related disabilities,
maintaining a mentally and physically active lifestyle, and maintaining their engagement in life. The following
strategies can be applied in these health promotion programs:

Create a shame-free atmosphere where older adults can comfortably acknowledge when they do or do not
understand the materials being presented to them. Group participants can be encouraged to draw from their
vast experiences and share their lifelong learning about health. Health educators can work to update the
information clients have when it does not conform to established scientific standards.
Create an environment conducive to learning and good communication, with large visual aids, well-lit rooms,
and quiet spaces to talk. Culturally apt and age-appropriate graphics that are easy to read and follow can
facilitate the learning process. Health educators working with older adult populations need to be mindful
of their voice projection to ensure they can be heard without shouting or sounding condescending.
Make spoken information concrete and concise. Voice projection is important in delivering information to
and discussing issues with older adult populations. Health educators should also seek to decrease their
use of jargon and technical language that their target audience may not understand. Examples should be
placed within a context that is familiar to the target population.
Engage in short trips “down memory lane.” Older adults enjoy recalling facts they have learned, the
experiences they have had, and the people with whom they shared these experiences.
Incorporate social activities into health education and promotion programs. Active learning must be
encouraged and promoted throughout health promotion programs.
Using a geragogy model of teaching when teaching older adults. Build on adult learning theory and teaching
patients interventions designed to accommodate physical, sensory, and cognitive deficits.
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Cultural Competence with Older Adults
Betancourt, Green, Carrillo, and Ananeh-Firempong (2003) find that health care can be considered culturally
competent when it is based on an understanding of the ways in which patients’ society and culture influence
their health behaviors and health beliefs. Hillier and Barrow (2010) noted that culture competence refers to “the
ability to honor and respect styles, attitudes, behaviors, and beliefs of individual families, and staff who receive
and provide services among older adults” (p. 6).

Health education practitioners can build cultural competence with aging populations by using the core
curriculum in ethnogeriatrics, examining the aging, health, and ethnicity of an elderly individual with respect
to his or her culture, beliefs, and practices that influence choices and behavior when it comes to health care
services. The Stanford Ethnogeriatrics teaching curriculum model was developed in 1999 and 2000 by the
Stanford Geriatric Education Center (SGEC). The center collaborative noted that there are flaws and
limitations in the US Census data that affect our ability to learn about cultural and demographic groups (Yeo,
2000).

The SGEC is a widely recognized leader in the field of ethnogeriatrics—that is, health care for elders from
diverse populations. Since its inception in 1987, the center has provided extensive training in medicine,
nursing, social work, psychology, occupational therapy, pastoral counseling, and related fields. It has
established a set of ethnogeriatric competencies for training health providers:

1. Assess and describe their own cultural and spiritual/religious values and discuss the effect of those
values on their health care beliefs and behavior.
2. Identify and understand the heterogeneity within categories and groups of elders and their families.
3. Assess their clients’ position on the continuum of acculturation in relation to their preferences,
perceptions, and definitions and their explanatory models of physical and mental health and illness, their
health literacy, and their health behaviors.
4. Demonstrate interviewing skills that promote culturally appropriate decision making and mutual
respect between health care providers and ethnic clients and their families in patient-centered care
throughout their lives, including end-of-life care.
5. Communicate effectively, and elicit information from elders of any ethnic background and their
families, particularly those who speak little or no English, with appropriate use of interpreter services and
information technology.
6. Communicate with ethnic elders and their families using oral and written strategies that are mindful of
health literacy levels and abilities.
7. Explain the importance of cultural and historical experiences (e.g., historical trauma from racism and
discrimination).
8. Describe their effect on older clients’ help-seeking behaviors and their access to and use of health care
services, including emergency preparedness.
9. Identify the resources for older individuals, their families, and their communities for promoting and
maintaining elders’ physical, mental, and spiritual health, and support those resources in a respectful way.
10. Advocate for policies and practices that facilitate cultural humility and ethnically sensitive and
proficient health care within patient-centered medical homes, institutions, organizations, and
professions.
11. Maintain up-to-date knowledge of health disparities in geriatric care and the effect of ethnicity and
culture on the physical and mental health care of older adults.

Yehieli, Grey, and Werff (2004) cited three critical questions to ask in their report to establish a
comprehensive knowledge base for health professionals working with diverse aging groups:

1. What are the cultural backgrounds of some of the most significant minority and newcomer elder
populations in the United States?
2. How do the cultural, religious, and socioeconomic backgrounds of these minority seniors affect their
perspectives on health and the health care system? How do these seniors from different cultures define
health?
3. What should health care providers know about these minorities and newcomers that will help them
provide the best possible care to those who are aging?

Demographic data and ethnic and cultural perspectives affect the educational community programs
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developed to meet the needs of our growing population of older adults. Acknowledging ethnogerontological
educational resources may provide the context for better collaborative efforts among aging populations and
health education practitioners and thus better learning outcomes

A study in rural Florida found that even physicians showed ageist perceptions, especially toward people 85
years of age and older and those living in nursing homes (Gunderson, Tomkowiak, Menachemi, & Brooks,
2005). Health promotion programs need to reduce this type of discrimination, which can be achieved by
creating culturally competent programs with linguistically appropriate educational materials.

Figure 10.3 depicts the context of ethnogeriatrics for working with older adult populations. It emphasizes
the interrelations of aging, ethnicity, and health, transculture health in all human cultures—“a transcultural
ideal of freedom embracing all the peoples of the world” in collaboration with the field of geriatrics and ethno
gerontology.

Figure 10.3 The Context of Ethnogeriatrics
Source: Stanford Geriatric Education Center (2012).
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Healthy Aging and Health Education
The expected economic impact on the nation’s health care system resulting from population increases among
individuals aged 65 and over demands that additional prevention services be developed and implemented for
that population group (Wallace, 2005). According to the Federal Interagency Forum on Age-Related
Statistics (2012), the projected increase in the size of the population 65 and older will translate into even
higher levels of health care service demands and expenditures for this population group. The average health
care expenditures for older non-Hispanic blacks, for example, were $19,839 compared to a health care cost for
older Hispanics of $15,362 in 2008. Overall health care cost varies among older adults experiencing no
chronic disease compared to older adults with five or more multiple medical issues costing on average
$24,658. Elders living in long-term care facilities cost $61,318 compared to elders living in community
settings, costing on average $13,150 per year. Additional health care cost includes utilization of prescription
drugs, health insurance, alternative residential services, and veterans’ services. The utilization of health care
cost varies among older adults seeking health care services that include long-term care settings, hospice, in-
patient hospitalization, home health care services, and prescription drugs.

In 2010, national health expenditures were $2.6 trillion, over ten times the $256 billion spent in 1980
(Kaiser, 2012). Further review of increased health care costs has identified such factors as the cost of improved
technology, plus prescription drug use, which accounts for 10 percent of total health care expenditures among
older adults; home health care, 3 percent; nursing home care, 5 percent; other health, residential, and personal
care, 5 percent; hospital care, 31 percent; and physician services, 20 percent. These expenditures continue to
rise with increases in the number of people with chronic disease, increased use of technology, and increases in
prescription drug costs, plus the overall administrative costs of delivering health care to citizens. Given the toll
this will take on economic as well as personal resources, it is not surprising that public health professionals are
being called on to assist older adults in improving their quality of life and preventing or avoiding debilitating
and expensive treatments (see figure 10.4).

Figure 10.4 National Health Care Expenditures in the United States, 2012
Source: Kaiser EDU (2012).

The expected increased demand for health care services and subsequent increased costs is partially due to
the fact that approximately one out of every three older adults has at least one chronic condition affecting his
or her ability to function (Kaiser EDU, 2012).

Given population shifts, it is not surprising that the Centers for Disease Control has identified three areas
that need to be addressed in our attempts to reach the elderly in the United States: adoption of a healthy
lifestyle, one that incorporates physical activity, proper nutrition, and avoidance of tobacco products; the early
detection of disease, including the use of diagnostic exams such as sigmoidoscopy, colonoscopy, and tests for
colorectal cancer; and the use of specific immunizations, such as for flu, pneumonia, and shingles. Attention
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to these areas improves the likelihood of a happy and functional transition to retirement (Atchley & Barusch,
2004; Hillier & Barrow, 2010).
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Suggestions for Working with Diverse Groups among
the Aging Population
For those working with the aging population, knowledge of their unique cultural, social, psychological, and
economic needs is critical (Yehieli et al., 2004). Health care practitioners should expand their knowledge in
order to widen their perspective and address the needs of each age cohort in order to provide the services they
need.

The foundation of aging programs, services, and community resources was laid in 1965 when President
Lyndon Johnson signed into law the Older Americans Act (OAA). This legislation established the authority
for grant distribution to states to address the increasingly diverse needs of the elderly through community
planning and social services, research and development, and personnel training. Subsequently, the OAA
legislation funded the Administration on Aging to administer federally funded projects for older individuals.
The administration is charged with funding the majority of organizations, community-based programs, and
social and nutrition services working with elderly groups. (Administration on Aging, 2012). In 2011 the
Administration on Aging (AoA) published a training tool kit designed for groups serving diverse aging
populations. The toolkit addresses four areas:

1. Assessments, including a self-assessment questionnaire to survey an individual provider’s knowledge of
services and identify training needs
2. Identifying community resources
3. Tailoring services
4. Program evaluation (Administration on Aging, 2012)

The goal of this tool kit is to provide care providers with a guide and a method that is respectful, inclusive,
and sensitive to a diverse community and is grounded on a set of principles that address the following areas:

Delivering outreach and other services based on a population’s values and perceptions. This is the core of
successful service delivery.
Serving diverse populations is not a one-size-fits-all process. It requires asking the right questions to
help address the population’s needs and concerns.
The meaning of diversity goes beyond race and ethnicity. It includes individuals with disabilities; lesbian,
gay, bisexual, and transgender older adults; homeless seniors; older adult immigrants; and many other
populations.
Diversity is all around us. It is part of daily life and offers us opportunities to grow and learn about
others.

The original Administration on Aging tool kit has been augmented with a series of ethnic-focused
materials addressing African Americans, Asian and Pacific Islanders, and Hispanics. The kits provide
materials aimed at family members dealing with issues that generally have not been previously addressed, such
as elder abuse, mental health needs, legal services, and caregiving resources.

In 2012, the US Department of Health and Human Services reorganized the Administration on Aging, the
Office on Disability, and the Administration on Developmental Disabilities into a single agency, the
Administration for Community Living (ACL). The ACL has greater policy and program support for cross-
cutting initiatives and efforts focused on the unique needs of individuals, including older adults. Its goal is to
increase access to community support and full participation while focusing attention and resources on the
unique needs of older Americans and people with disabilities (Administration for Community Living, 2012).
All Americans, including people with disabilities and older adults, should be able to live at home with the
supports they need and participate in communities that value their contributions (Administration for
Community Living, 2012).

In addition, the World Health Organization, as a global health leader, encourages a framework to “provide
strategies and ideas that will help policy makers implement the elements of interprofessional education and
collaborative practice that will be most beneficial on their own jurisdictions” (World Health Organization,
2011). In 2011, in response to the need for a trained multidisciplinary workforce, the World Health
Organization commissioned the development of a framework for action promoting collaborative work among
health care colleagues around the world to share their expertise. This expansion of a global perspective on
health and human resources provides a knowledge base for the next generation of health workers with
capacity-building strategies bolstering a global health workforce.
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In support of the Interprofessional Education and Collaborative Practice framework, a panel of health
professional experts published a report encouraging a vision of interprofessional collaborative practice as the
key to safe, high-quality, accessible, patient-centered care (Interprofessional Education Collaborative Expert
Panel, 2011). The panel suggested that the training of educators in health interprofessional core competencies
needs to move beyond profession-specific educational efforts to engage students of different disciplines. The
practitioners ascertained that each profession’s disciplinary competencies can be strengthened with
competencies taught within their profession. Yehieli et al. (2004) address these in a pocket guide with
practical resources for health care providers who are working with elder immigrants, refugees, and minorities
in the United States. Another important point they outline is how the health condition of minority seniors is
predominantly determined by broad differences in income, education, living conditions, lifestyle practices,
insurance coverage, family support systems, and socioeconomic factors that can be changed and less by genetic
differences that cannot be changed. Furthermore, the authors assert that an increasing number of diverse
seniors are generally groups representing immigrants, refugees, and minorities.

Integrated health and educational policies require a workforce dedicated to health care and policymaking
plans with integrated, interprofessional education and collaborative practice. Accordingly, the delivery of
interprofessional education development has two themes:

1. Educator mechanisms: Academic staff training, champions, institutional support managerial
commitment, and learning outcomes
2. Curricular mechanisms: Logistics and scheduling, programming content, compulsory attendance,
shared objectives, adult learning principles, and contextual learning assessment

Once the specific training mechanisms are identified, the next step is to outline the three working
parameters to elicit the systemic support needed:

Institutional support mechanisms: Governmental process, structural protocols, common operating
resources, personnel policies, and supportive management practice
Working culture mechanisms: Communications strategies, conflict resolution policies, shared decision-
making processes
Environmental mechanisms: The built environment, facilities, space design (World Health
Organization, 2010)

The challenges for partnerships in learning and collaborative efforts to develop effective educational venues
require dealing with cultural limitations, social and economic constraints, health care access, and
transportation barriers. Older adults’ participation in and acceptance of community endeavors involves
additional considerations, such as their willingness to accept community support, their personal financial
constraints, and their lack of previous knowledge about community resources useful to them.

Health promotion programs targeting the elderly should be designed to promote well-being in old age and,
more specifically, to promote productive, robust, and successful aging. To meet these criteria, health
promotion and educational programs should take into account cognitive changes that people experience as
part of the aging process, physiological changes and limitations, and the expectations of program participants
(Flood & Scharer, 2006, see also Hooyman & Kiyak, 2010). Health promotion and aging programs focusing
on older adults promote an early focus on disease prevention, injury and disability prevention, mental health,
and physical health and should also encourage social engagement (Nakasato & Carnes, 2006).
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Conclusion
The reality of an increasing aging population is upon us, bringing challenges and opportunities for
practitioners in the areas of public health and aging to open a dialogue on developing a broad perspective on
innovative public policies, program, services, and community resources to meet the challenges, barriers, and
overall impact of living a long and productive live as an elder. This demographic transition is also bringing up
changing perspectives facing older adults, for example, a culturally diverse older adult population dealing with
socioeconomic limitations, a lack of affordable housing, and alternative transportation needs for those who
have given up driving. There are as well changing perspectives that are more positive: improved health care
technologies, improved overall health outcomes, limited disabilities experienced in later years, and a more
productive and positive aging process.

As a result, new opportunities abound for health care professionals who will use the concepts addressed in
this chapter to enhance the development of interprofessional conversations focusing on elders’ life experiences
and the changing dynamics of this population.
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Points to Remember
Thanks to medical advances, an increase in health care access, and decreased danger in workplaces, the
life expectancy of Americans went up by an average of twenty-nine years between 1900 and 2000. Yet
many public health professionals are not adequately prepared to provide preventive services to older
Americans.
Among the issues that the elderly face are ageism, loss of family and friends, reduction in socioeconomic
status, loss of independence, and the development of one or more chronic diseases.
Health educators should familiarize themselves with education techniques designed especially to reach
the aging population. In particular, they should be prepared to overcome low levels of health literacy.
Non-Hispanic whites are a majority of the older population, but the proportions of other ethnic and
racial groups are growing rapidly. Health educators working with older adults need to become culturally
competent.
The context of the ethnogeriatrics model (see figure 10.3) relates ethnicity, aging, and health and thus
provides a structure for building cultural competence for working with older adults. Ethnogeriatric
materials are designed to contribute to the attainment of the Healthy People 2020 goal by increasing
functional life expectancy.
Health promotion and prevention programs for older adults may be best carried out by partnerships of
state and local departments of public health in cooperation with state and local area agencies on aging,
which include community-based programs focusing on older adult health issues as elders continue to age
in place.
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Case Study
Dave, a recent master’s of public health graduate with a community health emphasis, has been hired by a rural
community health center that works with older adults who represent the diverse ethnic groups that have lived
in this rural community for more than five decades. Dave has been asked to develop a demographic profile
and identify three to five objectives for meeting the needs of the elders he will be working with throughout the
year and then develop and implement a National Institutes of Health and the National Institute on Aging
(2001) Go4Life exercise program for older adults:

1. What resources will Dave have to use to develop a comprehensive demographic profile for the
community?
2. What suggestions would you give him for developing a survey of community elders in this diverse rural
community?
3. What goals and objectives should Dave incorporate as key health concerns for older adults who
participate in the community health center?
4. Dave wants to learn more about older adults and their health care needs. What would you recommend
as valuable resources Dave can use to expand his overall knowledge of older adults?
5. What strategies need to be implemented to establish the Go4Life exercise program for elders willing
to participate in this weekly program?
6. What are Dave’s options for meeting the diverse ethnic groups who attend the rural community
center?
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KEY TERMS
Ageism
Healthy aging
Health promotion
Interprofessional collaboration
Successful aging
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CHAPTER 11

CULTURE AND SEXUAL ORIENTATION

D. Kay Woodiel

Joan E. Cowdery

LEARNING OBJECTIVES
After completing this chapter, you will be able to

Acknowledge the diversity within the gay cultures.
Recognize health risks and common health concerns specific to lesbians and bisexual women, gay and
bisexual men, transgender individuals, and racially and ethnically diverse LGBT people.
Increase awareness of and sensitivity to health issues relevant to the LGBT culture.
Demonstrate cultural competence when working with and addressing the LGBT culture.

Culture involves behaviors and beliefs characteristic of a particular social, ethnic, or age group. It can go
beyond behaviors and beliefs and present a dynamic set of shared values, customs, communication patterns,
and norms often influencing the behaviors and action of the group (Campinha-Bacote, 1999). This definition
of culture provides ample evidence for the inclusion of a chapter about the lesbian, gay, bisexual, and
transgender (LGBT) community in a multicultural health education book. A section on lesbian, gay, bisexual
and transgender health is included for the first time in Healthy People 2020. In Healthy People 2010, the
LGBT companion document (Gay and Lesbian Medical Association, 2001) highlighted the need for more
research to address the social determinants that contribute to health disparities in the LGBT community.

Members of the LGBT community can share a culture regardless of their race or ethnicity in the same way
that workers in the automobile industry share a culture regardless of race or ethnicity. So it is important for
health educators to extend their definition of culture beyond race and ethnicity to include socioeconomic
status, physical abilities and limitations, religious beliefs, and political affiliation, as well as sexual orientation.
The LGBT culture is an undeniable fact, as evidenced by the symbol of the rainbow flag, pride parades, pride
proms, and drag queens.

All health educators and health professionals should strive to provide culturally competent services. Yet the
majority of LGBT people do not feel they are receiving culturally competent care (LGBT Medical Education
Research Group, 2011). The high profile assigned to human immunodeficiency virus (HIV) and acquired
immunodeficiency syndrome (AIDS) has led many health educators and health professionals to conclude that
this is the only health issue affecting the LGBT community. There is a lack of knowledge and appreciation
for the extent of the problems facing this unique cultural group. This may be related to the fact that certain
segments of the US population do not wish to recognize LGBT people as a cultural group. It is imperative
that health educators and professionals recognize that the gay culture is made up of a collective of LGBT
populations that are as diverse as their members.

Perhaps the most significant health disparity that the LGBT community faces is the comparative lack of
research, especially in the area of transgender health. Previously several well-recognized health agencies have
acknowledged that research on LGBT health is inadequate. The National Institute of Mental Health (US
Department of Health and Human Services, National Institute of Mental Health, 2008), the Centers for
Disease Control and Prevention (2011a, 2011b), the American Medical Association, and the Institute of
Medicine (2011) have all released reports indicating that health care research in lesbian, gay, bisexual, and
transgender communities is largely inadequate.

In spite of positive societal changes over the past decade, much remains unknown about the health status of
the LGBT community. This research is complicated by the fact that lesbian, gay, bisexual and transgendered
individuals are separate groups, and each has subgroups with unique needs (Institute of Medicine, 2011). The
Institute of Medicine (2011) has given LGBT researchers and advocates a powerful new tool in its report,
“The Health of Lesbian, Gay, Bisexual and Transgender People: Building a Foundation for Better
Understanding,” which recognized the previous tendency to treat all LGBT individuals as one homogeneous
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group. It details what is known about these individual groups at different stages of life. The report also
proposes a research agenda and identifies the data needed to reduce disparities for the LGBT community.
This document is considered to be historic because it is the first time the federal government laid out a
blueprint of the health challenges of the LGBT culture and reframes the research from a scientific perspective.

This chapter addresses the health behaviors of the LGBT community. It explores cultural factors and
myths, offering culturally sensitive information for health educators and health professionals who work with
the community. We have included definitions for the key terms in this chapter in box 11.1. We hope this
information will assist in decreasing the common confusion surrounding terminology for this culture.

BOX 11.1 DEFINITIONS OF KEY LGBT TERMS
Ally: Someone who advocates for and supports members of a community who are different from
their own. A person who confronts homophobia, heterosexism, transphobia, and heterosexual
privilege.
Bisexual: A man or a woman with a sexual and emotional orientation toward people of both sexes
(US Department of Health and Human Services, Office on Women’s Health, 2001).
Coming out: The process by which LGBT people acknowledge that they are not exclusively
heterosexual. It may involve two phases: coming out to oneself and then coming out to others. This
may occur over a short, intense period or gradually over time. Coming out is influenced by the
person’s comfort level and both internal and external influences.
Gay: Most commonly refers to men whose primary emotional and sexual attraction is to men but
may also be used to refer to a homosexual person of either sex. Some lesbians identify as gay (Gay
and Lesbian Medical Association, 2001).
Gender identity: A person’s sense of self as being male or female. Gender identity does not always
match biological sex. Unlike sex, which is biologically determined, gender is considered a social
construct (Peterkin & Risdon, 2003; US Department of Health and Human Services, Substance
Abuse and Mental Health Services Administration, 2000). Rejection of the traditional gender binary
classification (Institute of Medicine, 2011).
Heterosexism: A belief that heterosexuality is the only “natural” sexuality and that it is inherently
healthier than or superior to other types of sexuality (Shankle, 2006).
Homophobia: Irrational fear or hatred of lesbian, gay, bisexual, or transgender people (GLMA et al.,
2001).
Homosexual: An outmoded term used primarily for diagnostic purposes, meaning same-sexual
(Peterkin & Risdon, 2003).
Lesbian: A woman whose primary emotional and sexual attraction is to other women (Gay and
Lesbian Medical Association 2001).
LGBT: Acronym for lesbian, gay, bisexual, and transgender. (The preferred order of these four terms
may vary, resulting in other acronyms in other books or articles.)
Queer: Once a derogatory term for gays and lesbians, this term is now being used with a sense of
pride by members of the LGBT community, especially the younger members of LGBT
communities (Peterkin & Risdon, 2003).
Questioning: Someone who is not sure of his or her gender identity or sexual orientation, or both.
Sexual identity: A chosen mode of self-presentation, based on social identity, sexual behavior, or
both. A person may choose to publicly identify with a term that does not strictly conform to his or
her sexual behavior (a self-termed “bisexual” woman may be intimate only with women). How one
identifies is a personal choice (Peterkin & Risdon, 2003).
Sexual orientation: Includes behavior (activity), attraction (desire), and identity (personal and social)
(Institute of Medicine, 2011). This term should replace sexual preference, which implies that these
desires are a matter of choice rather than a result of one’s nature (Peterkin & Risdon, 2003).
Transgender: A person whose gender identity or gender expression is not congruent with his or her
biological sex. This term is sometimes used as an umbrella term encompassing transsexuals and
cross-dressers (GLMA et al., 2001). “Trans” used as slang.
Transphobia: Irrational fear or hatred of transgender or transsexual individuals (GLMA et al., 2001).
Transsexual: An individual whose gender identity is that of the biologically opposite sex. There are
female-to-male and male-to-female transsexuals. A transsexual may or may not have had sex

289



reassignment surgery (Burrows, 2011; GLMA et al., 2001).
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The LGBT Culture
Given that sexual orientation includes attraction, behavior, and identity and that patterns for all three can
range along a continuum, attempts to estimate the size of this population can be challenging. One recent
analysis by the Williams Institute (Gates, 2011) cross-compared a number of different population surveys and
placed the number of LGBT individuals at approximately 3.5 percent of the population and transgender
individuals at 0.3 percent. Recently the US Department of Health and Human Services (HHS) announced it
would begin to collect data on sexual orientation and gender identity by 2013, partnering with the National
Center for Health Statistics (Melby, 2011). This provides hope that more useful data can be collected to
address health disparities in the LGBT culture.

It is important to realize that the LGBT community is a diverse group of people. They vary in
sociodemographic characteristics such as ethnic or racial identity, age, education, income, and place of
residence (Mayer, Bradford, Makadon, Stall, & Landers, 2008). This diversity extends to the degree to which
they may or may not self-identify with the community. As a result, the community is referred to by a myriad
of names. Terms such as LGBT and GLBT and queer, homosexual, gay, and lesbian are often used
interchangeably. The terminology chosen will be specific to the individual’s own personal identity and politics
(Ferris, 2006). It is crucial that health educators and public health professionals not assume that any one term
captures everyone who identifies as LGBT. For example, some lesbians may prefer the term gay to the term
lesbian. Some members of the LGBT community, especially those born after 1970, may be very comfortable
with the term queer, whereas many other members of the community find the term extremely offensive
(Peterkin & Risdon, 2003). Although terminology is certainly not the foundation of any community, it can be
relevant and helpful as health educators and health professionals address and target a community for disease
prevention and health promotion (Ferris, 2006).
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Health Issues of the LGBT Community
National data regarding LGBT health disparities are limited by the lack of population-based data collection
systems that include items related to sexual orientation and gender identity. As a result, much of the
epidemiological evidence comes from limited studies of specific populations within the LGBT community
(GLMA, 2001). This research suggests that as with other marginalized groups, the LGBT community suffers
multiple health disparities as a result of discrimination and homophobia. LGBT health disparities include a
myriad of physical, mental, and social health issues including HIV/AIDS, substance abuse, depression,
suicide, violence, and access to affordable care (Institute of Medicine, 2011; US Department of Health and
Human Services, 2010).

Heterosexism and homophobia are the two most obvious social health issues for the LGBT community.
Studies show that lesbian, gay, bisexual, and transgender populations have the same basic health needs as the
general population but experience health disparities and barriers related to sexual orientation and gender
identity or expression. Many individuals avoid or delay care or receive inappropriate or inferior care because of
perceived or real homophobia and discrimination by health educators and health care professionals (Institute
of Medicine, 2011; Shankle, 2006).

Recently more research has begun to focus on health issues affecting the LGBT community. This increased
emphasis can be traced in part to the companion document for LGBT health that was released in conjunction
with Healthy People 2010 and, more recently, the inclusion of a separate topic area and objectives as part of
Healthy People 2020 (US Department of Health and Human Services, 2010). As a federal blueprint for
building a healthier nation, the Healthy People objectives provide a framework for research and prevention
activities, as well as helping to inform policymaking (GLMA et al., 2001; US Department of Health and
Human Services, 2010).

In the past, the limited research in this area led to a lack of sensitive curricula and program policies that
forced many gay youths to become the invisible minority (Anderson, 1997). When youth feel invisible, their
health status will be negatively affected. LGBT youth are at increased risk for psychiatric disorders, including
suicide, depression, and substance abuse (Mayer et al., 2008). In addition, this lack of research supports the
existence of homophobia and heterosexism among health educators in the schools, which increases the
invisibility of gay youths. It is impossible for gay youths to feel emotionally safe in schools if they feel invisible
(Woodiel, Angermeier-Howard, & Hobson, 2003).

For example, one study revealed that one-third of health teachers indicated gay and lesbian rights are a
threat to the American family and its values (Telljohann, Price, Poureslami, & Easton, 1995). In addition,
more than half of the health teachers indicated that gay and lesbian support groups would not be supported by
their school administrator (Telljohann et al., 1995). Another study looked at physical educators’ confidence in
teaching health education content areas and revealed that they felt least confident about teaching about sexual
orientation (Larson, 2003). In another study, students who identified as gay or lesbian reported that the
subject of homosexuality was virtually absent from classroom instruction (Lindley & Reininger, 2001). The
same study revealed strong support for sexuality education, but homosexuality was the least-supported subject
in the survey (Lindley & Reininger, 2001).

The Gay, Lesbian, and Straight Education Network (GLSEN) conducts the only annual survey to
determine the school climate for LGBT youth. The 2011 National School Climate Survey indicates that 82
percent of gay youth are verbally harassed at school and 40 percent are physically harassed (Kosciw, Greytak,
Bartkiewicz, Boesen, & Palmer, 2012).

One of the biggest issues common to LGBT communities is substance abuse, including smoking tobacco,
drinking alcohol, and using drugs. US prevalence estimates are that approximately 20 percent of adults are
smokers (Centers for Disease Control, 2011a). Smoking prevalence within the LGBT community is often
much higher than the national average. Recent estimates show that gay men are up to 2.5 times more likely to
smoke than straight men, and lesbians are twice as likely to smoke as straight women. Furthermore, at
estimated rates between 30 and 40 percent, bisexual men and women have the highest smoking rate of any
subgroup for which data are available (American Lung Association, 2010). Several factors contribute to this
high rate of smoking, including participating in the “bar scene” in order to be part of an LGBT community
and using smoking to deal with the stress of homophobia, transphobia, and LGBT discrimination and
oppression (GLMA et al., 2001).

It is important to note that programs specifically tailored for the LGBT community have been successful.
One study reported results from The Last Drag, a six-week, seven-session group education and support
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intervention tailored to LGBT smokers (Eliason, Dibble, Gordon, & Soliz, 2012). Sixty percent of the
participants were smoke free at the end of the study and 40 percent remained smoke free six months later.

Peterkin and Risdon (2003) found that along with higher rates of smoking, lesbians and gay men have
higher rates of alcohol consumption than heterosexual people do. As in the general population in the United
States, substance abuse in the LGBT community is associated with myriad challenges, including HIV and
AIDS, sexually transmitted diseases (STDs), violence (of particular concern are acts committed by and against
the LGBT community), and chronic disease conditions.

Depression and mental health issues also affect LGBT people at a higher level than found among
heterosexual people. Although homosexuality is no longer characterized by the American Psychiatric
Association as a mental disorder, gender identity disorder (GID) was listed in the Diagnostic and Statistical
Manual of Mental Disorders, Volume Four (DSM-IV) (1994). GID is the condition of significant discomfort
with one’s assigned gender (Peterkin & Risdon, 2003). Therefore, in order to receive health services, some
transgender people were forced to identify themselves as having a mental illness. This was not true for lesbian,
gay, and bisexual people who do not identify as transgender. The most recent edition of the DSM-5 has
changed the GID diagnoses to Gender Dysphoria (GD) (APA, 2012). GD describes the emotional distress
that can result from a marked incongruence between one’s experienced/expressed gender and assigned gender.

Regardless, studies show cases of depression among LGBT populations (GLMA et al., 2001). Like
substance abuse, this depression can be directly related to individuals’ LGBT identification, which can involve
navigating through the threat of hate crimes and violence, homophobic and transphobic laws and procedures,
and coming out to family members, friends, and coworkers.

In addition to depression and substance abuse, domestic violence is problematic in LGBT communities.
According to a 2001 study, 2,183 LGBT persons reported domestic violence to the National Coalition against
Domestic Violence. Forty-three percent of the domestic violence survivors were lesbians, 49 percent were
male, and 4 percent identified as transgender (National Coalition against Domestic Violence, 2003).
Although domestic violence centers on power and control in LGBT relationships, as it does in heterosexual
relationships, it also has unique elements when it occurs in LGBT relationships. One of the major ways that
abusers control victims is through the victims’ fear that their abusers will “out” them (disclosing their LGBT
identity to family, friends, coworkers, and others). This results in LGBT people not reporting domestic
violence. Another reason that LGBT people do not report domestic violence is fear of a homophobic and
transphobic legal system where same-sex relationships are not afforded the same legal rights as opposite-sex
relationships. This can become a tool used by the batterer, who may repeatedly tell the victim that he or she
will never be helped by the legal system. There are several institutional barriers to obtaining domestic violence
services as well. For example, crime victims’ compensation programs provide services only to legally married
couples. Because LGBT people cannot legally marry in the majority of the states in the United States, they are
often denied these services (Baernstein et al., 2006).

Herek (2009) conducted a national probability sample of gay, lesbian, and bisexual adults. Twenty percent
of the 662 participants reported a person or property crime based on their sexual orientation, and 50 percent
reported being verbally abused. Along with domestic partner violence, external anti-LGBT violence and hate
crimes also harm the health of LGBT people. Violence resulting from hate crimes, domestic violence, suicide,
and other forms of physical, sexual, emotional, and environmental violence takes a heavy toll on the LGBT
population.

Legal response to hate crimes is difficult to measure. Lack of reporting by authorities on the statistics of
these crimes and underreporting by the victims themselves are reasons for the difficulty in measuring. Often
victims do not report a crime because it will shed unwelcome light on their orientation and may invite more
victimization (Stahnke et al., 2008).

In addition, not all state reporting systems use sexual orientation and gender identity as reporting categories
for hate crimes. Therefore, it is hard to get accurate statistics about the rates of these crimes. However, we do
know that anti-LGBT crimes do exist and that the threat of hate crimes can affect people’s stress levels and
mental health. This issue goes beyond the LGBT community and becomes everyone’s responsibility. Hate
crimes affect the mental health of the victim, his or her family, and all other societal members.
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Health Issues of LGBT Youths
Adolescence is a difficult time regardless of sexual orientation, and a growing body of research on LGBT
youths indicates that they have health problems and needs that are different from those of heterosexual youths
(Heck, Flentje, & Cochran, 2011). The most prevalent health and social problems for gay teens are
depression, family rejection, suicide, substance abuse, running away, homelessness, prostitution, truancy,
victimization, violence, STDs, high-risk sexual behavior, and poor health maintenance (Peterkin & Risdon,
2003). In addition, these risk behaviors are more prevalent, begin at an earlier age, and are more frequently
clustered together than are those common among heterosexual youths (Hunter, Cohall, Mallon, Moyer, &
Riddle, 2006).

Many of the social and health issues that LGBT experience are interrelated. For example, recent research
estimates that between 30 and 40 percent of homeless youth identify as LGBT (Corliss, Goodenow, Nichols,
& Austin, 2011). Furthermore, the researchers report that LGBT homeless youth have greater risks and
poorer outcomes than heterosexual homeless youth (Corliss et al., 2011). These risks include more physical
and sexual victimization, sexual risk-taking behaviors, substance abuse, depression, and suicide (Corliss et al.,
2011). Similarly, research has shown that LGBT youths’ relationships with their families can have
consequences for their physical and mental health. Youth who experience higher rates of family rejection tend
to suffer poorer health outcomes, including depression, suicide, sexual risk taking, and substance abuse (Ryan,
Huebner, Diaz, & Sanchez, 2009).

Unfortunately, schools often provide a hostile and unsafe environment for LGBT students (GLSEN,
2009). For instance, one report revealed that Boston’s lesbian, gay, and bisexual youths were more likely than
their heterosexual counterparts to be threatened or injured with a weapon in school. They were also found to
be much more likely than heterosexual high school students to carry a gun or weapon and to be involved with
a gang (National Coalition for LGBT Health & Boston Public Health Commission, 2002). The average high
school student hears twenty-five anti-gay slurs each day. One out of three LGBT youths in Chicago had had
an object thrown at him or her, and one out of five had been kicked, punched, or beaten because of his or her
sexual orientation (Hunter et al., 2006). This victimization at school has been shown to be strongly linked to
mental health issues and increased risk of STDs and HIV for LGBT youth (Russell, Ryan, Toomey, Diaz, &
Sanchez, 2011).

LGBT youth use alcohol and other drugs for many of the same reasons as their heterosexual peers do: to
experiment and assert independence, relieve tension, increase feelings of self-esteem and adequacy, and self-
medicate for underlying depression or other mental health problems (GLMA et al., 2001). Although alcohol
consumption has decreased in these communities throughout the past two decades, there is still widespread
alcohol use among young gay and lesbian communities (GLMA et al., 2001).

Issues surrounding LGBT youths provide fuel for controversy in the schools, and for LGBT students
nationwide, discrimination and harassment have become the rule, not the exception (Woodiel et al., 2003).
Homophobia and heterosexism create a hostile environment that does not invite support from the other
students and teachers in the school. Therefore, it becomes difficult for heterosexual students and teachers to
be informed about and supportive of the special health issues of gay youths (Rienzo, Button, Sheu, & Li,
2006). A recent summary of current research on how teachers view their role in promoting safe schools for
LGBT students concludes that schools tend to assume that everyone in the school community (teachers, staff,
students) is or should be heterosexual and that few teachers are involved in countering the resultant
heterosexism (Vega, Crawford, & Van Pelt, 2012). In order to create safe schools for LGBT students,
teachers must be actively involved by addressing LGBT issues and topics (Vega et al., 2012). Health educators
in the schools are uniquely positioned to assume leadership roles in addressing and combating the issues of
homophobia and heterosexism in an effort to create safe school environments for LGBT students.

Access to adequate and affordable health care is an issue for many Americans. For LGBT youth, the
problem can be compounded by the social issues they experience. For example, although youth can now be
covered under their parents’ health insurance policies up to age 26, the high proportion of LGBT youth who
are not cared for by their families lack this coverage (Institute of Medicine, 2011). Furthermore, LGBT
youths often have had negative experiences with health professionals (Garofalo & Katz, 2001). Adolescents in
general are often reluctant to discuss sexuality and sexual behavior with health care providers. When they fear
rejection, stigmatization, lack of confidentiality, and embarrassment, they are even more reluctant to seek
health services, may avoid health education altogether, or do not reveal their sexual identity to the health
professionals (Ginsberg et al., 2002). Homophobia and heterosexism play a distinct role in their rejection of
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health care and health education.
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Health Issues of Lesbian and Bisexual Women
The health risks and health care needs of lesbians and bisexual women are similar to those of all women.
However, lesbian and bisexual women experience additional risk factors and barriers to education and care,
and these can affect their health. However, not enough research has focused solely on the concerns of both
lesbian and bisexual women. The majority of the research in this field focuses on lesbian women, and there is
a definite lack of information about the health concerns of bisexual women (Baernstein et al., 2006).

Among the main issues affecting lesbian and bisexual women are reproductive cancers. Although there is
nothing biological to suggest that lesbian and bisexual women are more at risk than heterosexual women,
lesbians are less likely to receive regular gynecological care, including regular Pap smears and breast exams
(Matthews, Brandenburgh, Johnson, & Hughes, 2004; Institute of Medicine, 2011). Lesbians and bisexual
women avoid regular visits to the gynecologist due to past negative experiences, placing them at higher risk of
late diagnosis of cervical, ovarian, and endometrial cancers. Fewer pregnancies and decreased use of
contraceptives also contribute to increased rates of ovarian and endometrial cancer, and human papillomavirus
(HPV), which is associated with cervical cancer, can be transmitted by unclean sex toys (Baernstein et al.,
2006).

According to the US Department of Health and Human Services’ Office on Women’s Health (2011),
another reason lesbians are likely to receive inadequate treatment is that some health care providers falsely
believe lesbians are immune to certain reproductive cancers, and they do not conduct the proper tests to screen
for cancer. Still, lesbian and bisexual women, like all other women, need regular gynecological care and breast
and STD screenings.

Along with cancer risks, lesbians and bisexual women are also at risk for obesity and heart disease. Heart
disease continues to be the number one killer of women regardless of sexual orientation (US Department of
Health and Human Services, Office of Women’s Health, 2011). Due to their higher rates of obesity,
smoking, and stress, lesbian and bisexual women are at increased risk for heart disease. There is evidence that
lesbians are more likely to be overweight than their heterosexual counterparts, possibly because of cultural
norms within the lesbian community and because lesbians may relate differently to, not accept, or not
internalize mainstream notions of ideal beauty and thinness (Aaron et al., 2001). On average, lesbians have
been found to have higher body mass indexes, which have been found to predict health status in regard to
obesity (Baernstein et al., 2006).
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Health Issues of Gay and Bisexual Men
Like other LGBT people, gay and bisexual men make up a diverse group of people who identify as different
races, ethnicities, nationalities, and religions and represent multiple socioeconomic classes from various areas
in the United States. These identities directly affect their health issues. However, we will focus on issues we
see as the most common and relevant and are sometimes overlooked in gay and bisexual men’s communities.

HIV, AIDS, and other STIs remain a major health concern among gay and bisexual men. Although overall
the rate of HIV infection has remained relatively stable, it has continued to increase among young and African
American men who have sex with men (MSM) (Centers for Disease Control, 2011b). Estimates are that gay
and bisexual men make up approximately 2 percent of the US population yet account for over half of new and
existing HIV cases (Centers for Disease Control, 2011b). Similarly, gay and bisexual men account for over 60
percent of US syphilis cases and are also at risk for HPV infection, which can lead to increased risk for anal
and oral cancers (Centers for Disease Control, 2011c).

Substance use and abuse continues to be an issue among gay and bisexual men and has a significant impact
on the health of this group (Hunt, 2012; Institute of Medicine, 2011). Reasons for the higher rates of
substance abuse among gay and bisexual men compared to their straight counterparts include the stress of
discrimination and victimization, a lack of cultural competency in the drug treatment and health care systems,
and targeted marketing by alcohol and tobacco companies (Hunt, 2012). The use of club drugs, such as crystal
methamphetamine (often referred to as crystal meth) and ecstasy, continues to be a concern in gay and bisexual
male communities (GLMA et al., 2001; Halkitis, Palamar, & Mukherjee, 2007; Institute of Medicine, 2011).
Crystal meth can cause erratic, violent behavior among its users. Effects also include suppression of appetite,
interference with sleeping behavior, mood swings, tremors, convulsions, and an irregular heart rate. The long-
term effects of the drug can include coma, stroke, or death (Partnership for a Drug-Free America, 2006). In
addition, crystal meth, as is the case with many other club drugs and alcohol, can increase the risk of HIV
transmission, as it lowers users’ inhibitions, which can result in unsafe sex practices (Boone, Cook, & Wilson,
2013; Reuters, 2004).

Eating disorders and negative body image also affect gay and bisexual men. Research indicates that eating
disorders occur more often among gay men than among heterosexual men (Feldman & Meyer, 2007; Meyer,
Blissett, & Oldfield, 2001). Eating disorders such as anorexia (characterized by self-starvation) and bulimia
(characterized by binging and purging food) can lead to kidney damage, cardiovascular disorders, dental
damage, and even death. Although women with eating disorders still outnumber men with eating disorders,
men’s eating disorders often develop at a later age. One study suggests that for the general population, the
average age for men developing an eating disorder is 21 compared to an age of 17 for women (Feldman &
Meyer, 2007).
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Health Issues of Transgender Communities
Transgender individuals remain the most misunderstood and underrepresented members of LGBT
communities. Often the term transgender is confused with transsexual. Transgender is accepted as an umbrella
term for a diverse group of individuals who cross culturally defined categories of gender. Transgender
individuals can be any sexual orientation.

Transsexuals are born into one gender identity, but feel emotionally connected to another and may be
transitioning to the other gender. Cross-dressers dress and take on mannerisms of the opposite gender but are
often heterosexual. Drag kings and queens dress and act as the opposite gender for entertainment and can be
gay, straight, or trans. Intersex individuals are also under this umbrella; they are born with some combination
of both male and female genitalia. Finally, gender benders or androgynous individuals consider categories to
be constraining and may exhibit both male and female characteristics.

Transgender individuals have a wide diversity of health care needs. The National Center for Transgender
Equality (NCTE) and National Gay and Lesbian Task Force (NGLTF) recently presented the results of a
national transgender discrimination survey (NCTE, 2010). The findings revealed significant discrimination
and access routinely denied to transgendered individuals. There are high levels of postponing medical care due
to discrimination and the lack of financial resources. Respondents reported over four times the national
average of HIV infection (2.64 percent compared to 0.6 percent in the general population, with rates for
transgender women at 3.76 percent, those who are unemployed at 4.67 percent, and those who have engaged
in sex work at 15.32 percent) (NCTE, 2010).

An alarming 41 percent of respondents reported attempting suicide compared to 1.6 percent of the general
population. In addition, respondents experienced twice the unemployment rate, especially in communities that
are racially and ethnically diverse, significant adverse job outcomes, higher poverty levels, and instability in
housing (Amnesty International USA, 2007).

In order to receive services from health care providers, transgender patients had to admit to having gender
identity disorder (GID). This presented problems on several levels. First, it required that transgender people
admit they had a psychiatric disorder, as GID was classified as such by the American Psychiatric Association.
Also, there was a rather lengthy evaluation system that accompanied diagnoses of GID. Therefore,
transgender people had to wait for extended periods of time before they could obtain services. Mental health
providers would make decisions about who could obtain hormone therapy and sex reassignment surgery and
who could not. This lengthy process and fear of being judged by mental health care providers often put
transgender people in the position of either not taking advantage of services at all or going to the street to
obtain hormones or surgery.

Fortunately, the revised DSM-5 will no longer use the term Gender Identity Disorder and being
transgendered will no longer be classified as a mental disorder. The new manual will diagnose transgender
people with “Gender Dysphoria,” which communicates the emotional distress that can result from “a marked
incongruence between one’s experienced/expressed gender and assigned gender.” This will allow for
affirmative treatment and transition care without the stigma of disorder (APA, 2012).

Often the lack of access to health care options results in the practice of dangerous procedures. Many
transgender women participate in injection silicone use (ISU): they inject silicone (or have someone else inject
it) directly into their breasts. Studies in cities across the United States have indicated that as many as 33
percent of transgender women have reported participating in ISU. Among the health risks associated with
ISU are the spread of viral infections such as HIV and hepatitis. It can also lead to systematic illness and
disfigurement and even death in some cases. The use of hormones acquired illegally on the street is also
extremely dangerous (National Coalition for LGBT Health, 2004). (Table 11.1 summarizes transgender
health needs, and figure 11.1 depicts the transgender umbrella.)

Table 11.1 Transgender Needs
Source: Long (2005). Reprinted with permission of the author.
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Figure 11.1 The Transgender Umbrella
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Health Issues of LGBT Racially and Ethnically
Diverse Communities
While all LGBT individuals are subject to negative health outcomes, those who are racially and ethnically
diverse are subject to cumulative negative health outcomes due to the combination of racism and the stigma of
their orientation or identity. Research indicates that black and Latino/a LGBT people are more likely to be in
poor health than their heterosexual and nontransgender counterparts within communities of color and their
white counterparts within the LGBT community (National Coalition for LGBT Health and Boston Public
Health Commission, 2002).

These disparities are influenced by limited access to health care and insurance, lower socioeconomic status,
fear of bias from providers, a lack of provider competence, and the stress of managing multiple types of
societal discrimination (Institute of Medicine, 2003) Perhaps the most significant concerns are the lack of
access to health care and insurance coverage. It is estimated that the ratio of uninsured gay and lesbian adults
to heterosexuals in the United States is two-to-one (Heck, Sell, & Gorin, 2006)

Racially and ethnically diverse LGBT people have some significant cultural factors contributing to their
identity. Cultural factors influencing identity for African American and Latino LGBT individuals include the
importance of family and traditional gender roles, conservative religious values, and widespread homophobia
(Rosario, Scrimshaw, & Hunter, 2004). All of these factors influence the formation of an LGBT identity and
the coming-out process. The recent endorsement of same-sex marriage by the NAACP (National Association
for the Advancement of Colored People) can make great strides in the conservative African American
religious values that have presented a significant barrier to the LGBT community (NAACP, 2012)

Another disparity for African American and Latino LGBT communities is the interaction of homophobia
and racism. A case study in Boston found that African American and Latino/a LGBT people often encounter
several forms of oppression and discrimination (National Coalition for LGBT Health & Boston Public
Health Commission, 2002). The intersection of homophobia and race can lead to the outcome of violence,
and a disproportionate number of victims of reported hate crimes are African American or Latino/a.

The last decade has brought much attention to LGBT families and LGBT families of color. An estimated
2 million children are being raised in LGBT families, and that number is expected to grow in the coming
years. LGBT families are more racially and ethnically diverse than families headed by married heterosexual
couples; 41 percent of same-sex couples with children identify as people of color compared to 34 percent of
married different-sex couples with children. Both black and Latino/a same-sex couples are more likely to raise
children than white same-sex couples (Movement Advancement Project, Family Equality Council and Center
for American Progress, 2011).

Many LGBT families of color would like to adopt or foster children. A handful of states, however, still
restrict or ban fostering by single people or unmarried couples (which by default restricts adoption by same-
sex couples, who usually cannot marry in their state). For instance, in Utah, the law bans fostering by all
unmarried cohabitors and gives preference to married couples. Same-sex couples can access second-parent or
stepparent adoption in only nineteen states and the District of Columbia. In the thirty-one remaining states,
neither of these options exists: children living in LGBT families of color lack legal ties to one parent
(Movement Advancement Project, 2011).

Until questions about the intersection of race, ethnicity, sexual orientation, and transgender status are
routinely included on health surveys, these cumulative disparities for racially and ethnically diverse
communities will continue for LGBT people of color. The inclusion of lesbian, gay, bisexual, transgender
health objectives in Healthy People 2020 provides hope for the future.
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Increasing Cultural Sensitivity toward the LGBT
Community
Some health educators may be invited to believe that the health care needs of the LGBT community are no
different from those of the general population. Indeed everyone needs age-appropriate health education and
treatment, as well as information about preventive measures for his or her health. However, the LGBT
community has specific health needs that should be recognized and addressed. Studies show that LGBT
populations, in addition to having the same basic health needs as the general population, experience health
disparities and barriers related to the expression of their sexual orientation or their gender identity (Kaiser
Permanente National Diversity Council and Kaiser Permanente National Diversity, 2004). Many avoid or
delay care or receive inappropriate or inferior care as a result of perceived or real homophobia and
discrimination on the part of health professionals and institutions.

In spite of the many differences that separate them, the members of the LGBT community have similar
experiences of discrimination, rejection, shame, and violence. There are numerous ways that health educators
and health professionals can reduce homophobia and heterosexism in their daily work. It is vital that all health
educators and practitioners strive to provide a welcoming, supportive, and inclusive environment in addressing
health promotion and disease prevention for the LGBT community.

Health educators must address their own attitudes and behaviors about gender identity and sexual
orientation (Matthews, Lorah, & Fenton, 2006). Failure to be authentically affirming and accepting will
invite the continuation of shame among this community. Consider the health educator who says things
intended to show that he is affirming and accepting but also immediately increases the physical space between
himself and his LGBT client. LGBT people will readily read such negative nonverbal and verbal cues and will
feel validated in their distrust of the health educators and professionals.

We need to provide a physically welcoming environment. Members of the LGBT community will
immediately scan our environments for clues that invite them to feel comfortable with a health care
experience. Simple symbols such as rainbow flags, pink triangles, and LGBT–friendly stickers can be placed in
offices, restrooms, or waiting areas (Dinkel, 2005). In addition, health educators and health professionals
should consider using posters or brochures that display racially and ethnically diverse same-sex couples or
transgender people. We can visibly display and provide a written copy of a nondiscrimination policy that
addresses gender identity and expression, along with age, race, ethnicity, physical ability or attributes, religion,
and sexual orientation (GLMA, 2006). And we can advocate for gender-inclusive (unisex) restrooms, which
are safer and more comfortable for transgender people than single-sex restrooms.

We should use culturally sensitive language. Forms, assessments, and conversation should employ inclusive
choices such as partner instead of spouse and relationship status instead of marital status. Adding the option of
transgender, with selections for male-to-female and female-to-male, will encourage a feeling of acceptance by
transgendered individuals. We can use the same language that the transgender person does to describe self,
sexual partners, relationships, and identity. Remember that an individual may not define herself through a
sexual orientation label, yet she may have sex with persons of the same sex or gender or with persons of both
sexes. For example, men who have sex with men, especially African American and Latino men, may identify
as heterosexual and have both female and male partners (GLMA, 2006).

We should not make assumptions about past, current, or future sexual behaviors. The fact that a woman
identifies as a lesbian does not mean that she has never had a male sexual partner or never had children. We
should include questions on violence as part of the screening or intake process. LGBT people are not exempt
from intimate partner and other domestic violence. However, the circumstances surrounding the violence and
the process of helping the victim can be different because of LGBT individuals’ fears of being outed to
employers and or family.

Health educators and other health professionals are encouraged to participate in LGBT cultural
competency training. The Sexuality Information and Education Council of the United States (SIECUS)
works with the Centers for Disease Control and Prevention’s Division of Adolescent and School Health to
provide one-day training (“culturally competent HIV prevention and sexuality education”) for health
educators. SIECUS also offers free educator resources to assist health educators in exploring culture and
sexual health. (SIECUS, 2011).

All of us can best achieve competency in this area by acquiring and applying skills in both simulated and
actual settings. Training should be skill based and used with LGBT people. Empathy training could be a part
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of the work, so that we all come to better understand the stigmas and discrimination that LGBT people face.
Finally, we can increase our knowledge of gay-affirming resources in our communities by finding and visiting
those resources.
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Conclusion
The American Journal of Public Health devoted its June 2001 issue to LGBT health issues. The demand was so
great that this issue sold out—the first time in the journal’s history that an issue had sold out. The decade
following this publication has seen many positive changes for the LGBT community. The US Department of
Health and Human Services (2000) has elevated sexual orientation from a noted disparity in their Healthy
People 2010 (DHHS, 2000) objectives to a target group for concern and improvement in Healthy People
2020 (DHHS, 2010). The recent announcement of the US Department of Health and Human Services that
it will begin collecting data in 2013 specific to the health concerns of sexual minorities gives new hope to the
prospect of being able to target and address the health disparities of the LGBT community. However, health
and politics are inextricably intertwined. The reality is that the progress of the past decade is precariously
linked to the current political climate and could be instantly reversed.

In a pair of landmark decisions, the Supreme Court recently struck down the 1996 law blocking federal
recognition of gay marriage, and it allowed gay marriage to resume in California by declining to decide a
separate case. The court invalidated the Defense of Marriage Act, which denied federal benefits to gay couples
who are legally married in their states, including Social Security survivor benefits, immigration rights. and
family leave. This was a powerful message that gay relationships deserve equal respect.

Without question, a celebration is warranted in the LGBT community. However, opponents have vowed to
fight same-sex marriage in the states. Including California, thirteen states and the District of Columbia allow
same-sex marriage. The Supreme Court rulings will help with the mental health issues associated with being
gay. As health educators and health professionals, it is crucial that we continue to advocate for the legal rights
of the gay community that are so closely linked to their mental and physical health.
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Points to Remember
Health educators and health professionals should acknowledge the LGBT community as a culture—one
with health disparities similar to those associated with race, ethnicity, socioeconomic status, and gender.
Health educators and health professionals should recognize and accept that there are more differences
among the individuals within a culture than there are between cultures. For example, there is more
diversity within the LGBT community than there is difference between the LGBT community and
other cultural identity groups.
When health educators and health care professionals deliver services to the LGBT community, it is
important to remember that LGBT individuals may have experienced real or perceived homophobia and
discrimination from others, including people in the field of health.
Health educators and health professionals are encouraged to look for ways to provide a welcoming
environment for the LGBT community. This includes using culturally sensitive language, not making
assumptions, and respecting self-identity. For example, behavior does not always dictate identity. Men
who have sex with men may not identify as gay.
It is vital that health educators and health professionals explore their own homophobia, transphobia, and
heterosexism and consider participating in training and workshops to increase their awareness and skills.
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Case Study
Casey is a sixteen-year-old high school student. She is an exceptional athlete, playing on the volleyball team,
and is an honor roll student. She has been nominated for homecoming queen. Two of her teammates are very
jealous of the homecoming nomination, as they believe they should have been nominated instead of her. One
day after an especially challenging practice, Casey is comforting her friend who was in tears because the coach
had been especially hard on her. Casey was giving her a hug and telling her that everything would be better
tomorrow. Her two jealous teammates observed this hug. That night, they went on Facebook and posted a
message that said, “Vote for Casey if you want to be represented by a dyke.”

The next day when Casey goes to school, she finds that everyone is avoiding her. Even her friends are
whispering and laughing, and they walk away when she approaches them. She notices that flyers have been
posted on the bulletin boards in school with her picture and “Vote for Casey the Dyke!”

1. What are the main issues in this case study?
2. Are the responsibilities of health educators different when someone is perceived as being gay versus
actually being out?
3. What options does Casey have?
4. What could the school health educator do to assist Casey? How could the Coordinated School Health
model be used in this case study?
5. What can the administration in the school do to address bullying and cyberbullying?
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KEY TERMS
Ally
Bisexual
Coming out
Gay
Gender identity
Heterosexism
Homophobia
Homosexual
Lesbian
LGBT
Queer
Questioning
Sexual identity
Sexual orientation
Transgender
Transphobia
Transsexual
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Resources
Centers for Disease Control and Prevention Lesbian, Gay, Bisexual and Transgender Health,
http://www.cdc.gov/lgbthealth/links.htm
COLAGE—Children of Lesbian and Gays Everywhere, www.colage.org
Family Acceptance Project, http://familyproject.sfsu.edu/home
Fenway Institute—Fenway Community Health Center, http://www.fenwayhealth.org
Gay and Lesbian Medical Association, www.glma.org
GLSEN—Gay, Lesbian and Straight Education Network, www.glsen.org
Human Rights Campaign—Key LGBT Health Resources, http://www.hrc.org/resources/entry/key-
lgbt-health-resources
National Coalition for LGBT Health, www.lgbthealth.net/
National Gay and Lesbian Task Force, http://www.thetaskforce.org/
National LGBT Cancer Network, http://www.cancer-network.org/
National LGBT Tobacco Control Network, http://www.lgbttobacco.org/
National Resource Center on LGBT Aging, www.lgbtagingcenter.org
Parents and Friends of Lesbian and Gays (PGLAG), www.pflag.org
UCSF Center for LGBT Health & Equity, http://lgbt.ucsf.edu/
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CHAPTER 12

CULTURAL COMPETENCY AND HEALTH
EDUCATION

A Window of Opportunity
Raffy R. Luquis

Miguel A. Pérez

LEARNING OBJECTIVES
After completing this chapter, you will be able to

Understand and explain the importance of cultural and linguistic competence in health promotion and
education.
Discuss ways to integrate cultural and linguistic competence into health promotion and education
programs.
Discuss strategies to promote cultural and linguistic competence in order to work effectively with the
individuals or communities served by your organization and address their health needs successfully.

Demographic estimates suggest that US racial and ethnic populations, such as the populations of African
Americans, Hispanics, Asians, Pacific Islanders, and others, will continue to grow in the next few decades.
Estimates show that by 2050, the percentage of non-Hispanic whites will be only half the total US population
(US Census Bureau, 2009). This increasing racial and ethnic diversification is making it essential to
incorporate the concept of cultural and linguistic competence into every aspect of the planning, implementation,
and evaluation processes of health education and promotion programs (Luquis & Pérez, 2005, 2006; Luquis,
Pérez, & Young, 2006; Marin et al., 1994; Pérez, Gonzalez, & Pinzon-Perez, 2006). Moreover, leading
public health organizations, including the Institute of Medicine (2004) and the Office of Minority Health
(2001), have advocated for a workforce capable of delivering culturally competent and linguistically
appropriate services to an ever more diverse US population.

linguistic competence
The capacity of an organization and its personnel to communicate effectively and convey information in a manner that is easily
understood by diverse audiences including persons of limited English proficiency, those who have low literacy skills or are not
literate, individuals with disabilities, and those who are deaf or hard of hearing

health education
Any combination of planned learning experiences using evidence-based practices and sound theories that provide the opportunity
to acquire the knowledge, attitudes, and skills needed to adopt and maintain healthy behaviors

What do these changes have to do with health educators? The field of health education is predicated on the
belief that providing health information and skills through planned learning experiences will enable the
individuals, groups, and communities receiving that education to make informed choices that will assist them
in making quality health decisions and attaining optimal health. Similarly, health promotion is based on the
belief that providing a combination of educational, political, environmental, regulatory, and organizational
mechanisms can support the actions and conditions of living conducive to the health of individuals, groups,
and communities. However, these foundational beliefs often fail to address the reality that given the current
diversity of the population in the United States, health education and promotion interventions found to be
effective in one racial or ethnic group might not be equally effective with another group. Thus, in order to be
effective, health education and prevention strategies must address each group’s unique culture, experiences,
language, age, gender, and sexual orientation and be culturally and linguistically appropriate.
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health promotion
Any planned combination of educational, political, environmental, regulatory, or organizational mechanism that supports actions
and conditions of living conducive to the health of individuals, groups, and communities

This chapter provides some final thoughts on the importance of cultural and linguistic competence and
discusses how to integrate these concepts into health education and health promotion programs. This chapter
also discusses some strategies for promoting cultural and linguistic competence that can assist health education
specialists in working with individuals or communities effectively and addressing their health needs
successfully. Finally, this chapter discusses standards to promote cultural and linguistic competence in health
education.
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The Need for Cultural and Linguistic Competence
The professional literature discussed in the previous chapters reveals that non-whites in the United States are
less likely than their non-Hispanic white counterparts to have access to health insurance and take advantage of
preventive services, are more likely to experience disproportionate levels of morbidity and mortality rates based
on leading health indicators, and are more likely to postpone obtaining health services until it may be too late
for effective treatment. These differences have been called health disparities.

health disparities
A particular type of health difference that is closely linked with a social, economic, or environmental disadvantage

Healthy People 2020, based on the accomplishments of previous Healthy People initiatives, and its
indicators continue to provide a directive for improving the health status of all ethnic and racial groups in the
United States. One of the four overarching goals of Healthy People 2020, “to achieve health equity, eliminate
disparities, and improve the health of all groups,” expands on previous goal for the nation (US Department of
Health and Human Services, 2012). Thus, now more than ever, there is a pressing need to address the health
of all groups.

While several studies have provided excellent suggestions for improving the health status of
underrepresented groups, the elimination of health disparities is a challenge as there is no single cause of the
problem (Health Resources and Services Administration, 2002). Health disparities are caused by a myriad of
factors, including lack of health information; lack of health insurance; individuals’ beliefs and attitudes about
accessing health care; a shortage of diverse health care providers; comorbidity involving other serious health
problems such as addiction and mental illness; and poverty. There are, however, several unifying factors that
have been identified in the literature, including income, race and/or ethnicity, and language competence. The
overwhelming evidence suggests that cultural and linguistic competencies play a significant factor in
decreasing health disparities. For example, lack of background information about different ethnic groups, lack
of culturally competent health care providers and health educators, a small percentage of racial and ethnic
minorities working in the health care and health promotion fields, an inadequate number of health
professionals with diverse skills, and culturally biased health care services have been identified as detrimental
factors for the health status among non-white populations (Brach & Fraser, 2000; King, Sims, & Osher, n.d.;
US Department of Health and Human Services, 2003).

Similarly, the National Center for Cultural Competence (NCCC) (Cohen & Goode, 1999, revised by
Goode & Dunne, 2003) has suggested a variety of reasons that cultural and linguistic competence are required
at the health care provider and patient levels. For example, beliefs about health and their perceptions of
disease and illnesses vary by cultural groups. Individuals’ cultural groups also influence their help-seeking
behaviors and their attitudes toward health care providers, and they play a role in their use of traditional and
complementary healing practices. Box 12.1 displays six of the salient reasons identified by the NCCC that
highlight the critical importance of cultural and linguistic competence in health care.

BOX 12.1 SIX REASONS THAT WE NEED
CULTURAL AND LINGUISTIC COMPETENCE IN
HEALTH CARE AND HEALTH EDUCATION

1. To respond to current and projected demographic changes in the United States. Significant population
increases are occurring among racially, ethnically, and culturally and linguistically diverse groups in
the United States. Health care organizations and programs must implement systemic change in
order to meet the health needs of this diverse population.
2. To eliminate long-standing disparities in the health status of people of diverse racial, ethnic, and cultural
backgrounds. Although there has been progress in the overall health of the nation, African
Americans, Hispanics, Native Americans, Asians, and Pacific Islanders still have poorer health in
many areas than the US population as a whole does. In response to these disparities, the federal
government has aggressively targeted and committed resources to six areas: cancer, cardiovascular
disease, infant mortality, diabetes, HIV/AIDS, and child and adult immunizations (see Centers for
Disease Control, n.d.).
3. To improve the quality of services and health outcomes. The delivery of accessible, effective, cost-
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efficient, and high-quality primary health care calls for health care practitioners who have a deep
understanding of the sociocultural backgrounds of their patients and their patients’ families and who
are also aware of the environments in which their patients live. Culturally and linguistically
competent health services facilitate encounters with more favorable outcomes, increase the potential
for a more rewarding interpersonal experience, and increase the satisfaction of the individuals
receiving health care and disease prevention services.
4. To meet legislative, regulatory, and accreditation mandates. Title VI of the Civil Rights Act of 1964
mandates that “no person in the US shall, on ground of race, color, or national origin, be excluded
from participation in, be denied the benefits of, or be subjected to discrimination under any program
or activity receiving Federal financial assistance.” In addition, in 2001, the Office of Minority Health
(OMH) published the National Standards for Culturally and Linguistically Appropriate Services in
Health Care (CLAS Standards). In April 2013, the OMH released the enhanced National CLAS
Standards, which “are intended to advance health equity, improve quality, and help eliminate health
care disparities by establishing a blueprint for individuals as well as health and health care
organizations to implement culturally and linguistically appropriate services” (OMH, n.d., p. 1).
Accreditation bodies such as the Joint Commission on Accreditation of Healthcare Organizations,
the Liaison Committee on Medical Education, and the National Committee for Quality Assurance
support these standards.
5. To gain a competitive edge in the marketplace. The current health care environment is concerned
with issues of health care cost and quality, the cost effectiveness of services delivery, and the
marketing of such services. Health care organizations that incorporate culturally competent policies,
structures, and practices into their services for people with diverse ethnic, racial, cultural, and
linguistic backgrounds are well positioned in the current marketplace and for the future as the
diversity of the US population continues to increase.
6. To decrease the likelihood of liability or malpractice claims. Lack of awareness about race, ethnicity,
and cultural differences and failure to provide culturally and linguistically appropriate services may
result in liability in several ways. For example, health care organizations might potentially be
challenged with claims that the failure on the part of their health care providers to understand and
appropriately respond to the beliefs, practices, and behaviors of patients breaches professional
standards of care. In addition, the practices of offering effective communication in languages other
than English and addressing the communication needs of persons with disabilities and those with
low or no literacy have been shown to be effective in reducing the likelihood of malpractice claims.

Source: Adapted from Cohen and Goode (1999); revised by Goode & Dunne (2003).

The recommendations listed in box 12.1 for incorporating cultural and linguistic competency in the health
care practice apply to health educators just as they do to health care providers. Our work is an essential ally of
health care services, and if that work is to fulfill all its functions, we must join forces with health care and
other health allied professionals in the elimination of health disparities to accomplish the goals enumerated in
Healthy People 2020.
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Cultural Competence
To become culturally competent, health educators and health promoters need to understand the complexity of
cultural competence. Recall that cultural competence is “a developmental process defined as a set of values,
principles, behaviors, attitudes, and policies that enable health professionals to work effectively across racial,
ethnic, and linguistically diverse groups” (Joint Committee on Health Education and Promotion
Terminology, 2012, p. 11). A similar definition is provided by the Office of Minority Health (2005):
“Cultural and linguistic competence is a set of congruent behaviors, attitudes, and policies that come together
in a system, agency, or among professionals that enables effective work in cross-cultural situations” (para. 1).
Although this definition provides a basic understanding of the concept, it does not go beyond defining the
capability of the individual to work with the existing racially, ethnically, and culturally diverse population.
Some of the chapter authors for this book have provided other definitions of cultural competence. Cross,
Bazron, Dennis, and Isaacs (1989) define cultural competence as “a set of congruent behaviors, attitudes, and
policies that come together in a system, agency, or among professionals that enables this system, agency, or
those professionals to work effectively in cross-cultural situations” (p. 4). Thus, in keeping with these
definitions, Luquis and Pérez (2003) have suggested that in the field of health education, we define cultural
competence as “the capacity of an individual and organization to understand, behave, and respect the values,
attitudes, and beliefs of different cultural groups, and to incorporate these differences in the development and
implementation and evaluation of policies and health education and promotion programs” (p. 113).

cultural competence
A developmental process defined as a set of values, principles, behaviors, attitudes, and policies that enable health professionals to
work effectively across racial, ethnic, and linguistically diverse groups

Health educators must also realize that the process of becoming culturally competent does not happen
overnight; it is a lifelong journey. The 2011 report of the Joint Committee on Health Education Terminology
(2012) defines this journey as “cultural confidence,” which includes a self-reflection on biases and prejudice as
well as a motivation to expand their limited understanding of complex issue. At the organization level, the
process of acquiring cultural competence requires a comprehensive and coordinated plan that specifies
interventions at many levels: policymaking, infrastructure building, program administration and evaluation,
the delivery of service and enabling support, and the individual (Goode & Sockalingam, 2000). At the
personal level, individuals must examine both their own cultural values and their awareness and acceptance of
the cultural values and beliefs among other diverse groups. In addition, the individual must make a
commitment to honor and respect the beliefs and values of other cultures. Working toward cultural
competence must also include acquiring the ability to develop, adapt, and implement practices and skills that
fit the cultural context of the individuals being served. Therefore, given the cultural diversity of the United
States, developing cultural competence must be seen as a complex process rather than an end point, and it is
unrealistic for an organization to expect to serve all cultural groups in a competent manner; rather, it must
create an environment that supports an ongoing process of becoming culturally competent.

At the organization level, the process for cultural competence requires a comprehensive and coordinated
plan, which includes interventions at different levels of policymaking, infrastructure building, program
administration and evaluation, the delivery of service, and enabling support for the individual (Goode &
Sockalingam, 2000). According to the NCCC’s Conceptual Concepts/Models, Guiding Values and Principles
(n.d.b, para. 4), Cultural competence requires that organizations:

Have a defined set of values and principles and demonstrate behaviors, attitudes, policies, and structures
that enable them to work effectively cross-culturally.
Have the capacity to (1) value diversity, (2) conduct self-assessment, (3) manage the dynamics of
difference, (4) acquire and institutionalize cultural knowledge, and (5) adapt to diversity and the cultural
contexts of the communities they serve.
Incorporate the above in all aspects of policy making, administration, practice, service delivery and
involve systematically consumers, key stakeholders and communities. (NCCC, n.d.b)

Therefore, given the cultural diversity of the United States, cultural competence becomes a complex process
rather than an end point, and it is unrealistic for an organization to serve all cultural groups in a competent
manner; rather, the organization must create an environment that supports an ongoing process of cultural
competence.
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Acquiring Linguistic Competence
Health educators need to understand the intricacy of linguistic competence in order to become linguistically
competent. The NCCC Conceptual Concepts/Models, Guiding Values and Principles (n.d.b) defines linguistic
competence as “the capacity of an organization and its personnel to communicate effectively, and convey
information in a manner that is easily understood by diverse audiences including persons of limited English
proficiency, those who have low literacy skills or are not literate, and individuals with disabilities” (para. 9). As
discussed in chapter 8, it is crucial for health educators to exemplify how health practitioners communicate
and interact with racial and ethnic diverse populations in order to provide them with adequate health
information to assist them in making decisions concerning their health and health care.

Linguistic competence includes the use of (1) bilingual and bicultural or multilingual and multicultural staff;
(2) cross-cultural communication approaches; (3) foreign language interpretation services, including distance
technologies; (5) sign language interpretation services; (6) multilingual telecommunication systems; (7) print
materials in easy-to-read, low-literacy, picture and symbol formats; (8) materials in alternative formats (e.g.,
audiotape, Braille, enlarged print); (9) materials developed and tested for specific cultural, ethnic, and
linguistic groups; (10) translation services; and (11) ethnic media in languages other than English (e.g.,
television, radio, newspapers). It requires that individuals and organizations have the capacity to respond
effectively to the health literacy needs of the populations served. The organization must have policies,
structures, practices, procedures, and dedicated resources that support this capacity.
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Cultural and Linguistic Competence in Health
Education
In 1994, the American Association for Health Education (AAHE) became a leader in promoting cultural
sensitivity among health educators when it published Cultural Awareness and Sensitivity: Guidelines for Health
Educators.1 Although the recommendations released at that time were accurate and still serve as a starting
point for working with diverse groups, today’s health educators need to be more than just sensitive to cultural
groups; they need to be culturally and linguistically competent as well. The approach to the cultural
competence process has continued to evolve, and in 2006, AAHE published an official position paper on
cultural competency and health education (this document is reproduced in appendix A). This position
statement acknowledges the fact that due to cultural differences, health promotion interventions found to be
effective in one ethnic or racial group cannot be assumed to be equally effective with another group.
Prevention strategies must be culturally appropriate and group specific if they are to effectively serve each of
various underserved populations.

In 2002, the Society for Public Health Education published “SOPHE’s Resolution to Eliminate Racial and
Ethnic Health Disparities: Process and Recommendations for Accountability,” which not only identified the
health disparity problem but also explored lessons learned and offered recommendations for decreasing health
disparities. In 2005, SOPHE invited some eighty-five researchers and practitioners to its Inaugural Summit
to Eliminate Racial and Ethnic Health Disparities, with the purpose of developing a research agenda focused
on eliminating health disparities by promoting research dealing with cultural issues (Airhihenbuwa, 2006).

Although the field of health education has made some progress in addressing cultural and linguistic
competence, the fields of medicine, nursing, and social work have taken active steps to address health care
disparities and provide culturally appropriate services (Dana, Dayger Behn, & Gonwa, 1992; Goode, Jones, &
Mason, 2002). In addition, several models for addressing cultural competence in the field of health care, as
described in previous chapters, have been developed in the past two decades (Campinha-Bacote, 2007;
Purnell, 2009). However, the field of health education continues to lag in addressing cultural and linguistic
competence for its people. To our knowledge, only two models have been developed to address the impact of
culture in health promotion and disease prevention (Airhihenbuwa, 2007) and to address culture when
planning health promotion programs for multicultural groups (Huff & Kline, 2007). In addition, as reflected
throughout the sources cited in this book, materials related to cultural and linguistic competence and
specifically developed for health educators are limited; most of the materials and textbooks used in health
education to address cultural issues were written for other fields.

Moreover, our field’s lack of focus on cultural issues is evident in the fact that none of the seminal
documents in health education (e.g., the report produced by the Role Delineation Project and the research
agenda of the Society for Public Health Education) specifically address diversity in health education. The
recent National Health Educator Competencies Update Project (National Commission for Health Education
Credentialing, Society for Public Health Education, & American Association for Health Education, 2006)
also fails to address cultural and linguistic competence as a core competency for health educators. In fact, the
new Competencies Update Project competency-based hierarchical model only briefly addresses (in four of the
subcompetencies for entry-level health educators) diversity, cultural sensitivity, and the use of appropriate
language (National Commission for Health Education Credentialing et al., 2006). Thus, the profession of
health education would benefit from the development of discipline-specific standards that address culturally
and linguistically competent health education programs. The development and implementation of cultural and
linguistic competence standards across the health education field would encourage the development and
implementation of culturally and linguistically appropriate health education programs (Luquis & Pérez, 2005,
2006; Luquis et al., 2006). Moreover, professional accreditation bodies such as the AAHE-National Council
for Accreditation of Teacher Education, the Council on Education for Public Health, SOPHE-AAHE
Baccalaureate Program Approval Committee, and the National Commission for Health Education
Credentialing should establish cultural and linguistic competence requirements to ensure standardized
objectives and content areas throughout the professional preparation of health educators, health promoters,
and public health professionals (Luquis et al., 2006).

Public Law 111–148, also known as the Patient Protection and Affordable Care Act (ACA), signed into
law on March 23, 2010, and amended by the Health Care and Education Reconciliation Act of 2010,
provides new opportunities for health educators to become leaders in terms of designing, delivering, and

319



evaluating cultural and linguistically appropriate programs. Among its provisions, the ACA amends the Public
Health Services Act and directs all health programs and population surveys that receive federal monies “to
collect and report data on race, ethnicity, primary language, and other demographic characteristics identified
as appropriate by the Secretary of Health and Human Services (HHS) for reducing health disparities”
(Andrulis, Siddiqui, Purtle, and Duchon, 2010, p. 2; GPO, n.d.).

The ACA also provides the collection and dissemination of data on health professionals, funding for
professional training in cultural competency and diversity, and funding for community health workers who
deliver programs using CLAS standards. It is important to note that while health educators are not
specifically listed in the ACA, health professional such as behavioral and mental health professionals, public
health professionals, allied health professionals, and community health workers are specifically listed in the
ACA. Thus, health educators who are or will be practitioners within these professional categories must learn
to work within the parameters of the ACA. Finally, section 5307 of the ACA also provides for the
development and evaluation of model cultural competent curricula and directs the OMH, which it elevates to
the level of institute, to disseminate that information through a website (Healthcare.gov, 2012; Health
Resources and Services Administration, n.d.).
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Strategies to Incorporate Cultural and Linguistic
Competence into Health Education
In a multicultural and diverse society, health educators and other health professionals alike must strive to
achieve cultural and linguistic competence and incorporate cultural competence training into health education
and promotion programs. In order to accomplish this goal, health educators do not need to become experts on
every racial, ethnic, cultural, and diverse group residing in the United States, but they do need to be cognizant
of differences, which may affect their ability to reach target populations, and be proficient in using techniques
to bridge cultural divisions (Luquis & Pérez, 2003). Health educators can begin to acquire these abilities by
pursuing some of the following strategies.

First, health educators must learn to recognize the importance of culture and respect diversity. Culture
influences many aspects of our lives, our families, and our communities and also how we operate in society. It
may be characterized by factors such as national origin; customs and traditions; length of residency in the
United States; language; age; generation; gender and sexual orientation; religious beliefs; political beliefs;
perceptions of family and community; perceptions of health, well-being, and disability; physical ability or
limitations; socioeconomic status; educational level; geographical location; and family and household
composition (US Department of Health and Human Services, 2003). Thus, health educators need to
understand all the factors surrounding culture and diversity and how they affect different groups’ views of
health and health education. For example, the REACH initiative has identified culture and history as one of
its key principles in the development of effective community-based strategies and interventions (Centers for
Disease Control, 2007).

Second, health educators should maintain a current profile of the cultural composition of their community
of interest. One of the most important steps in the development of health education programs is performing
the needs assessment. By maintaining a current profile of the population they serve (see the case study in
chapter 1, for example), health educators will be prepared to identify the culturally related needs of the
community, such as learning style and education, language and interpreter services needed, level of health
literacy, housing availability, and other health-related services. Information included in this community profile
should be updated frequently, because given ongoing demographic changes, such data can change rapidly (US
Department of Health and Human Services, 2003).

Third, health organizations, community-based organizations, schools, work sites, and other health-related
agencies should provide ongoing cultural and linguistic competence training to health educators and other
health staff. As stated throughout this book, the development of cultural and linguistic competence is an
essential element in the professional preparation of health educators. In previous studies, the chapter authors
found that health educators who attended cultural diversity training or education programs had achieved a
higher level of cultural competence than those who had not attended a similar program (Luquis & Pérez,
2005, 2006). This training should include basic cultural competence principles, concepts, terminology, and
frameworks and discussion about cultural values and traditions, family values, linguistics and literacy, help-
seeking behavior, and cross-cultural outreach techniques and strategies, among other issues (US Department
of Health and Human Services, 2003).

Fourth, health educators must involve cultural brokers from the targeted racial and ethnic groups during the
development of health education programs. These cultural brokers can include community leaders and
organizations representing diverse cultural groups. Collaborating with organizations and leaders who are
knowledgeable about the community is the most effective way of gaining information about the community
and assists health educators in assessing needs, creating community profiles, gaining trust with community
members, and ensuring that strategies are culturally and linguistically appropriate (US Department of Health
and Human Services, 2003). In addition, community leaders and key organizations can act as catalysts for
change in the community, including forging unique partnerships, which may be essential in the development
of effective health education and promotion programs (Centers for Disease Control, 2007).

Fifth, health educators must ensure that health education programs and services are culturally and
linguistically appropriate. For example, language can be a major barrier in the provision of health promotion
and disease prevention services. Health educators must ensure that written health information is translated
into one or more languages, as appropriate for the community to be served, and must consider the health
literacy level of the target population when developing written health-related materials (US Department of
Health and Human Services, 2003). Chapter 8 discussed the importance of culturally and linguistically
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appropriate health communication and described strategies for addressing this issue in health education and
promotion. The chapter also points out that effective communication is foundational for the health education
profession. Clearly it is essential for health promotion specialists to learn to communicate across cultures,
following the recommendations throughout this book.

Finally, health educators must continuously assess and evaluate the level of cultural and linguistic
competence in programs that are under way as well as the organizations where they work. Self-assessment,
process, and organization evaluation are keys to ensuring that health education programs are as effective as
possible. In a study designed to ascertain cultural competence training needs in a health services system in
California, Pérez, Gonzalez, and Pinzon-Perez (2006) “found that administrators reported participating in
activities related to cultural awareness twice as often as staff” (p. 106). The researchers concluded that “while
this commitment to cultural competence is commendable, it is at the same time disturbing that the people
most likely to come in contact with diverse populations are less trained” (p. 106).

Self-assessment will measure how health practitioners and health organizations are serving diverse
populations (NCCC, n.d.a). The NCCC’s Tools and Processes for Self-Assessment (n.d.a) provides several tools
and processes for self-assessment that determine the level of cultural and linguistic competence of both the
organization and the individuals working within it. Box 12.2 contains a selected list of tools identified by the
NCCC to conduct those self-assessments. Health educators should become familiar with and use these tools
to ensure that they and their organizations are effective in serving the diverse population in the United States.

BOX 12.2 SELF-ASSESSMENT TOOLS
Cultural and Linguistic Competence Assessment for Disability Organizations (CLCADO):
Assessment and Guide
Cultural and Linguistic Competence Family Organization Assessment (CLCFOA) Guide for
Using the CLCFOA
Cultural and Linguistic Competence Organizational Assessment Instrument for Fetal and Infant
Mortality Review Programs (CLCOA-FIMR)
Cultural and Linguistic Competence Policy Assessment (CLCPA)
Curricula Enhancement Module Series: Cultural Self-Assessment
A Guide to Planning and Implementing Cultural Competence Organizational Self-Assessment
Innovative Self-Assessment and Strategic Planning: Addressing Health Disparities in Contra Costa
County
Promoting Cultural and Linguistic Competency Self-Assessment Checklist for Personnel Providing
Services and Supports in Early Intervention and Early Childhood Settings. This tool is available in
Spanish.
Promoting Cultural and Linguistic Competency Self-Assessment Checklist for Personnel Providing
Primary Health Care Services
Promoting Cultural Diversity and Cultural Competency Self-Assessment Checklist for Personnel
Providing Services and Supports to Children with Disabilities and Special Health Needs and Their
Families. This tool is available in Spanish.
Promoting Cultural Diversity and Cultural Competency: Self-Assessment Checklist for Personnel
Providing Behavioral Health Services and Supports to Children, Youth and Their Families
Promoting Cultural Diversity and Cultural Competency Self-Assessment Checklist for Personnel
Providing Services and Supports to Individuals and Families Affected by Sudden Infant Death
Syndrome and Other Infant Death (SUID). This tool is available in Spanish.

Source: National Center for Cultural Competence. (n.d.a).
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Standards for Cultural and Linguistic Competence in
Health Education
The CLAS standards are designed to provide cultural and linguistic goals for health care providers. Cultural
and linguistic competence in health education focuses on the key issues of a trained workforce and health
education and prevention programs. The following standards proposed for health educators are based on an
extensive review of the professional literature, many years of work experience, and our own experiences.
A Workforce Trained for Cultural and Linguistic Competence

Professional preparation programs in health education must offer cultural competence courses that
transmit and discuss the history, traditions, values, belief systems, acculturation, and language of the
major racial and ethnic groups in the United States. These programs must include awareness-based,
knowledge-based, and skills-based objectives in their required courses to prepare students to become
culturally competent professionals.
Professional health educators must participate in continuing education designed to develop their ability
to become culturally and linguistically competent and to update the skills they learned in classroom
training and their work experience. In order to promote continued professional development among
Certified Health Education Specialists (CHES) and Master Certified Health Education Specialist
(MCHES), the NCHEC should set a minimum number of continuing education contact hours
(CECHs) in the area of cultural and linguistic competence as part of the seventy-five CECHs needed
over the five-year certification period.

Health Education Programs Designed for Cultural and Linguistic Competence
Health educators must conduct needs assessments that collect racial, ethnic, or cultural group–specific
demographic characteristics including age, gender, social class, education and literacy, religion and
spirituality, and language preferences, among others, in order to properly assess the needs for health
education programs and then to incorporate the local meaning and understanding of the health-illness
continuum as well as the differences of symptom expression in the prevention messages that they deliver.
Health educators must use culturally and linguistically appropriate tools to collect data that will help
them understand the attitudes and beliefs and also the educational, social, and economic conditions in
the community. They then can incorporate this information when developing, implementing, and
evaluating health education and prevention programs.
Health educators must work with members of their target communities and make them integral
members of the program team during the development, implementation, and evaluation of health
education and prevention programs.
Health educators must use the targeted racial, ethnic, or cultural group’s preferred language during the
development, implementation, and evaluation of a health education and prevention program. Health
educators should not use health education and prevention messages that are simply translated literally
from the English language because they may not convey the intended message in the group’s preferred
language.
A priority of health educators must be to empower racial, ethnic, and cultural communities to ensure
that health education and prevention programs are long-lasting and self-sustaining.
Health educators must ensure that health education and prevention programs are accessible, appropriate,
and equitable to all racial, ethnic, and cultural groups in the community.
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Conclusion
The increasing racial and ethnic diversification of the US population is making it very clear that we need to
incorporate the concept of cultural and linguistic competence into every aspect of the planning,
implementation, and evaluation process of health education and promotion programs. It has also become clear
that cultural and linguistic competence can help to eliminate health disparities among the diverse segments of
the population. Throughout this book, the chapter authors have explored strategies to incorporate cultural and
linguistic competence into the development and implementation of materials, programs, and learning
opportunities that take into account the specific needs of different racial, ethnic, and cultural groups.
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Points to Remember
Health educators need to understand that cultural and linguistic competence are an integral part of the
development, implementation, and evaluation of health education and promotion programs.
Health educators need to promote cultural and linguistic competence in order to work effectively with
the individuals or communities served by their organizations and to address these individuals’ or
communities’ health needs.
We already know a number of good strategies for incorporating cultural and linguistic competence into
health education.
It is time for our profession to develop standards that address cultural and linguistic competence in
health education programs and in the preparation of health education professionals. This chapter offers
an initial set of such standards.

325



KEY TERMS
Cultural competence
Health disparities
Health education
Health promotion
Linguistic competence
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Note
1. In fall 2011, the American Alliance for Health, Physical Education, Recreation, and Dance board of
governors unanimously voted to approve the release of the American Association for Health Education
(AAHE) as part of its reorganization. In spring 2013, AAHE aligned its programs and resources with the
Society for Public Health Education to strengthen the health education profession. Thus, AAHE as an
organization has ceased to exist.
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APPENDIX A

SELECTED LIST OF WEB RESOURCES FOR HEALTH
DISPARITIES

Agency for Health Care Research and Quality:
National Health Disparities Report

http://www.ahrq.gov/qual/Nhdr05/nhdr05

American Medical Association https://www.ama-assn.org/ama/pub/physician-resources/public-health/eliminating-
health-disparities.page

American Psychological Association http://www.apa.org/topics/health-disparities/initiative.aspx

California Department of Health Service:
Multicultural Health Disparities

http://www.dhs.ca.gov/hisp/chs/OHIR/Publications/OtherReports/MHD051703.pdf

Community health and elimination of health
disparities

http://www.calendow.org/Category.aspx?id=308&ItemID=208

Community health and health disparities http://www.preventioninstitute.org/healthdis.html

Eliminating health disparities http://www.amsa.org/disparities

Eliminating racial and ethnic health disparities http://www.cdc.gov/omhd/Topic/HealthDisparities.html

Federal collaboration on health disparities research http://minorityhealth.hhs.gov/fchdr/

Fogarty International Center http://www.nih.gov/fic/

Healthy People 2020 http://www.healthypeople.gov/2020/about/disparitiesAbout.aspx

Institute of Medicine http://www.iom.edu/

Indian Health Services http://www.ihs.gov/index.cfm

Kaiser Family Foundation: A weekly look at health
care disparities

http://www.kaiserhealthnews.org/Topics/Health-Disparities.aspx

National Alliance for Hispanic Health http://www.hispanichealth.org/

National Association of School Psychologists http://nasponline.org/resources/culturalcompetence/index.aspx

National Cancer Institute http://www.cancer.gov/cancertopics/disparities

National Center for Cultural Competence http://www11.georgetown.edu/research/gucchd/nccc/

National Center for Complementary and Alternative
Medicine

http://nccam.nih.gov/

National Center for Research Resources http://www.ncrr.nih.gov/

National Library of Medicine http://www.nlm.nih.gov/

National Information Center on Health Services
Research and Health Care Technology

http://www.nlm.nih.gov/hsrinfo/disparities.html

National Institute of Allergy and Infectious Diseases http://www.niaid.nih.gov/topics/minorityhealth/pages/disparities.aspx

NIH Program of Action: Addressing Health
Disparities

http://healthdisparities.nih.gov

National Institute of Minority Health and Health
Disparities

http://www.nimhd.nih.gov/default.html

Office of AIDS Research http://www.nih.gov/od/oar/index.htm/

Office of Behavioral and Social Sciences Research http://www1.od.nih.gov/obssr/obssr.htm/
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APPENDIX B

SUMMARY OF SELECTED HEALTH DISPARITIES
Cancer

African American men are over twice as likely to die from prostate cancer as whites.
Vietnamese American women have a higher cervical cancer incidence rate than any other ethnic group in
the United States—5 times that of non-Hispanic white women.
American Indian women are 1.7 times as likely to die from cervical cancer as compared to white women.
Asian/Pacific Islander men and women have higher incidence and mortality rates for stomach and liver
cancer.
Hispanic women are twice as likely as non-Hispanic white women to be diagnosed with cervical cancer.

Diabetes
American Indian/Alaska Native adults were over twice as likely as white adults to be diagnosed with
diabetes.
In Hawaii, Native Hawaiians are more than 5.7 times as likely as whites living in Hawaii to die from
diabetes.
Mexican American adults were 1.8 times more likely than non-Hispanic white adults to have been
diagnosed with diabetes by a physician.

Gender
Men (18.4/100,000) are 4 times more likely to die by suicide than women are (4.8/100,000).
In 2007, the rate of new AIDS cases was almost three times as high for men (21.6/100,000) as for
women (7.5/100,000).

HIV/AIDS
African American males have 7.6 times the AIDS rate of white males.
American Indian/Alaska Native women have three times the AIDS rate of non-Hispanic white women.
Hispanic females have 4 times the AIDS rate of non-Hispanic white females.
Native Hawaiian/Pacific Islanders are 2.2 times as likely to be diagnosed with AIDS as the white
population.

Hypertension
African American women and men aged 45 to 74 years had much higher death rates from congestive
heart disease than women and men of the three other races.
Hypertension is more prevalent in non-Hispanic blacks (42 percent) than whites (28.8 percent).
American Indian/Alaska Native adults are 1.3 times as likely as white adults to have high blood pressure.
Mexican American women are less likely than non-Hispanic white women to have high blood pressure.

Immunization
In 2009–2010, lower influenza vaccination coverage was observed for non-Hispanic black and Hispanics
compared to non-Hispanic whites among people age 5 and older.
American Indian/Alaska Native adults aged 18 to 64 years are as likely as their non-Hispanic white
counterparts to have received the influenza (flu) shot in the past twelve months.
In 2010, both Hispanic and Asian American adults over age 65 were less likely to have ever received a
pneumonia shot as compared to non-Hispanic whites of the same age group.
In 2010, Asian/Pacific Islander children aged 19 to 35 months reached the Healthy People goal for
immunizations for hepatitis B, MMR (measles-mumps-rubella), polio, and chicken pox.

Income and Poverty
In 2005, the mammography rate for poor women was about two-thirds that for high-income women
(48.5 percent compared with 75.3 percent).
Income disparity in noncompletion of high school was greatest for those with family income below the
federal poverty level (poverty income ratio less than 100 percent).

Insurance Coverage
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In 2010, 11.7 percent of the non-Hispanic white population was not covered by health insurance.
In 2010, 20.8 percent of African Americans in comparison to 11.7 percent of non-Hispanic whites were
uninsured.
In 2010, 29.2 percent of American Indians/Alaskan Natives had no health insurance coverage.
In 2010, 30.7 percent of the Hispanic population was not covered by health insurance.

Infant Mortality
The highest infant mortality rate in 2006 was for non-Hispanic black women, with a rate 2.4 times that
of non-Hispanic white women.
American Indian/Alaska Natives have 1.6 times the infant mortality rate of non-Hispanic whites.
Puerto Rican infants were twice as likely to die from causes related to low birth weight compared to non-
Hispanic white infants.
The infant mortality rate is 1.7 times greater for Native Hawaiians than for non-Hispanic whites.

Obesity
In 2010, African American women were 40 percent more likely to be obese than non-Hispanic white
women.
Native Hawaiian/Pacific Islanders are 2.7 times more likely to be obese than the overall Asian American
population.
In 2009–2010 Mexican American children between the ages 6 and 17 were 60 percent more likely to be
overweight than non-Hispanic white children.
American Indian/Alaskan Natives are 70 percent more likely to be obese than non-Hispanic whites.

Oral Health
In general, American Indian/Alaska Natives populations have much greater rates of dental caries and
periodontal disease in all age groups than the general US population.
Mexican American children aged 2 to 5 years, especially those from lower-income households, were
more likely than their African American and white counterparts to have one or more decayed primary
teeth.
African American males have the highest incidence rate of oral cavity and pharyngeal cancers in the
United States compared with women and other racial/ethnic groups.
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APPENDIX C

CULTURALLY AND LINGUISTICALLY APPROPRIATE
SERVICES STANDARDSa
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Principal Standard
1. Provide effective, equitable, understandable, and respectful quality care and services that are responsive
to diverse cultural health beliefs and practices, preferred languages, health literacy, and other
communication needs.
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Governance, Leadership and Workforce
2. Advance and sustain organizational governance and leadership that promotes CLAS and health equity
through policy, practices, and allocated resources.
3. Recruit, promote, and support a culturally and linguistically diverse governance, leadership, and
workforce that are responsive to the population in the service area.
4. Educate and train governance, leadership, and workforce in culturally and linguistically appropriate
policies and practices on an ongoing basis.
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Communication and Language Assistance
5. Offer language assistance to individuals who have limited English proficiency and/or other
communication needs, at no cost to them, to facilitate timely access to all health care and services.
6. Inform all individuals of the availability of language assistance services clearly and in their preferred
language, verbally and in writing.
7. Ensure the competence of individuals providing language assistance, recognizing that the use of
untrained individuals and/or minors as interpreters should be avoided.
8. Provide easy-to-understand print and multimedia materials and signage in the languages commonly
used by the populations in the service area.
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Engagement, Continuous Improvement, and
Accountability

9. Establish culturally and linguistically appropriate goals, policies, and management accountability, and
infuse them throughout the organization’s planning and operations.
10. Conduct ongoing assessments of the organization’s CLAS-related activities and integrate CLAS-
related measures into measurement and continuous quality improvement activities.
11. Collect and maintain accurate and reliable demographic data to monitor and evaluate the impact of
CLAS on health equity and outcomes and to inform service delivery.
12. Conduct regular assessments of community health assets and needs and use the results to plan and
implement services that respond to the cultural and linguistic diversity of populations in the service area.
13. Partner with the community to design, implement, and evaluate policies, practices, and services to
ensure cultural and linguistic appropriateness.
14. Create conflict and grievance resolution processes that are culturally and linguistically appropriate to
identify, prevent, and resolve conflicts or complaints.
15. Communicate the organization’s progress in implementing and sustaining CLAS to all stakeholders,
constituents, and the general public.

aSource: The National CLAS Standards are available at
https://www.thinkculturalhealth.hhs.gov/Content/clas.asp.
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(IAPCC-R)

J
Jackson Heart Study
Joint Center for Political and Economic Studies
Joint Committee on Health Education and Promotion Terminology

K
Kaiser Family Foundation
Kaiser Permanente National Diversity
Kaiser Permanente National Diversity Council
Kansas City-Chronic Disease Coalition

L
Language: as barrier to health care; being cognizant of language preference; as consideration in culturally
appropriate program evaluation; spoken by Asian population (2012); spoken by Native Hawaiians/Pacific
Islanders (NHPI); spoken by the US population (2010); translation and interpretation of. See also
Communication; Linguistic competence
Language barriers: communication strategies for overcoming; definition of; translation and interpretation to
overcome
The Last Drag program
Latinos. See Hispanics/Latinos
Learning styles
Lesbians: definition of; health issues of bisexual women and
LGBT community: case study on bullying and cyberbullying; challenges of getting accurate data on;
definition of; domestic violence within; estimates of US population percentage of; hate crimes against; health
issues of the; high profile of HIV/AIDS in the; increasing cultural sensitivity toward; key terminology related
to; positive societal changes regarding the; racially and ethnically diverse; tobacco use and substance abuse in.
See also Sex orientation
LGBT culture: increasing sensitivity toward; overview of the
LGBT families
LGBT families of color
LGBT health issues: gay and bisexual men; Healthy People 2010 goals related to; Healthy People 2020 goals
related to; lesbian and bisexual women; LGBT racially and ethnically diverse communities; transgender
communities; youths
LGBT Medical Education Research Group
LGBT youth: health issues of; HIV and STDs risk for; homelessness experienced by some; school climate for
Liability/malpractice claims
Life expectancy: of African Americans; of Asian population; California Seventh-Day Adventists and higher;
Healthy People 2020 goals to extend
Linguistic competence: acquired by health educators; CLAS Standards for; definitions of; health education
cultural and; health education need for; as health education programs consideration; health educators trained
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for; health programs designed for; progress of acquiring health education; self-assessment tools to measure; six
reasons health care and education require; standards for cultural and; standards for health education; strategies
to incorporate cultural and; strategies to incorporate into health education. See also Communication; Cultural
competence; Health communication; Language
Linguistic culture
Literacy. See also Health literacy
Literacy Assessment for Diabetes (LAD)

M
Macrobiotic diet
Macroculture
Majority population
“Making Health Communication Programs Work” (Pink Book) [NCI]
Male-to-female transgenders
Malpractice claims
Manipulative and body-based practices
Marketing four Ps
Massage
Master Certified Health Education Specialist (MCHES)
MATCH model
Medicaid
Medicine man
Meditation
Men: eating disorders and; oral health; religiosity of
Men who have sex with men (MSM): HIV/AIDS rates among; who self-identify as heterosexual
Mental disorders
Mental health: description of; as health indicator; how anti-LGBT crimes and hate crimes impact; Latinos
time spent in the US correlation to depression; religious and spiritual beliefs impact on. See also Health
Mexican Americans. See Hispanics/Latinos
Microculture
Middle Eastern population
Migrants: demographic shifts (2010) related to; determining individual’s status as; developing standard
diagnostic criteria for; health problems of; impact on religious and church affiliation by; second-generation;
special challenges of undocumented immigrants; stages of adjustment to the new country by; the Ulysses
syndrome of
Military personnel, blacks employed as (2010)
Mind and body medicine
Mind-body medicine
Minority populations: complementary and alternative medicine (CAM) used by; definition of; diversity of US;
growth between 1980 and 2010 of; HIV infection and AIDS disproportionately affecting; immunization gap
of; population-based public health surveys on; US Census Bureau (2008) projections of. See also Diverse
groups; Multiracial population; specific populations
Monotheism
Morbidity indicators
Morbidity Mortality Weekly Report (MMWR) [CDC]
Mormons
Movement Advancement Project
Moxibustion
Multi-Ethnic Study of Atherosclerosis
Multicultural populations: case study on developing community health programs for; cultural assessment
framework for working with; culturally competent model of care for working with; health education
commitment to; IAPCC and IAPCC-R for working with; PEN-3 model for health education programs for;
Purnell model for cultural competence in working with; suggestions for working with diverse groups and
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Multiracial populations: cultural appropriateness when working with diverse; population-based public health
surveys on; projected distribution of older adults (2010, 2030, and 2050); racial categories of; US population
projections (2015–2050) and percentage of. See also Biracial populations; Minority populations; specific
populations

N
NAACP (National Association for the Advancement of Colored People)
National Adult Literacy Survey of 1993 (NALS)
National Assessment of Adult Literacy (NAAL)
National Cancer Institute (NCI)
National Center For Complementary and Alternative Medicine (NCCAM): CAM as defined by; CAM-
related concepts as defined by; categories of CAM previously used by; four categories of CAM practices
specified by; guidelines for selecting a CAM practitioner; origins, role, and priorities of
National Center for Cultural Competence (NCCC)
National Center for Education Statistics
National Center for Health Statistics (NCHS): selected modalities of CAM as defined by the 2007;
traditional and folk modalities of CAM used in the 2007
National Center for Transgender Equality (NCTE)
National Center on Minority Health and Health Disparities (NIH)
National Coalition against Domestic Violence
National Coalition for LGBT Health
National Commission for Health Education Credentialing
National Gay and Lesbian Task Force (NGLTF)
National Health and Nutrition Examination Survey (2005–2008)
National Health Educator Competencies Update Project
National Health Interview Study (NHIS)
National Health Interview Survey: Complementary and Alternative Medicine Use in the Past Twelve Months
among Adults in the United States
National Institute of Mental Health (US DHHS)
National Institute on Aging
National Institute on Minority Health and Health Disparities
National Institutes of Health (NIH)
National Library of Medicine database
National Network of Libraries of Medicine
National Patient Safety Foundation
National Prevention Strategy
National Resource Center for Family Centered Practice
National School Climate Survey (2011)
National Standards for Culturally and Linguistically Appropriate Services in Health Care (CLAS Standards)
Native American healer
Native Americans. See American Indians/Alaska Natives (AIAN)
Native Hawaiians/Pacific Islanders (NHPI): Administration on Aging (AOA) tools for older adults; CAM
therapies used by; color and cancer screening and management by; demographics of; elder population of; a
framework for understanding culture of; languages spoken by; percentage of adults with disabilities by age
(2009); population-based public health surveys on; prevalence of smoking among; projected distribution of
older adults (2010, 2030, and 2050); proportion of elderly population of; religious beliefs of; US population
projections (2015–2050) and percentage of
Natural products
Naturopathy
Navajo tribe
Needs assessments: definition and conducting a; for developing culturally appropriate programs; information-
gathering strategies used for
The New Dale-Chall Readability Formula

368



New National Vaccine Plan (US DHHS)
Newest Vital Sign (NVS)
Nonverbal communication: paralanguage of; personal distances cultural norms; proxemics of
North Carolina Program on Health Literacy
Nurses’ CAM therapy role
Nutrition: Chinese medicine approach to; as health indicator; Purnell model domain on
Nutritional Literacy Scale (NLS)

O
Obesity: as health indicator; lesbians and bisexual women’s risk for
Occupations: of American Indians and Alaska Natives; of Asians; of blacks; of Hispanics/Latinos; of white; of
whites. See also Employment; Workforce issues
The Odyssey (Homer)
Office of Communication and Public Liaison (NIH)
Office of Management and Budget
Office of Minority Health and Health Disparities
Office of Minority Health (OMH)
Office of the Education Council
Office on Women’s Health (US DHHS)
Older adults: ageism discrimination against; building culturally appropriate health promotion programs for;
case study on Go4Life exercise program for; cultural competence with; demographic characteristics of US;
effective health promotion strategies for; ethnogeriatrics for working with; health literacy among; healthy
aging by; issues facing; population by race and Hispanic origin projected (2010 and 2050); population
pyramids (2000, 2025, and 2050) including; projected distribution by race and Hispanic origin (2010, 2030,
and 2050); projections (2015–2050) of; proportion by major racial and ethnic groups; suggestions for working
with diverse groups among
Older Americans Act (OAA)
Oral health
Osteopathic manipulation
Ovarian cancer

P
Pacific Islanders. See Native Hawaiians/Pacific Islanders (NHPI)
Pantheism
Paralanguage
Partnership for a Drug-Free America
Patient Protection and Affordable Care Act (ACA)
PEN-3 model
People with disabilities: CDC estimates on US population (2009); health disparities and; literacy levels of;
percentage by age and ethnicity (2009)
Person (Purnell model)
Personal distances cultural norms
Pew Forum on Religion and Public Life
Pew Research Center
Physical activity, as health indicator
Physicians: confidentiality requirements of; evidence of ageism among; interprofessional collaboration by. See
also Community health workers (CHWs) [or promotoras]; Cultural competence
Pilates
Pink Book (“Making Health Communication Programs Work”) [NCI]
Polytheism
Population-based public health surveys
Population pyramids (2000, 2025, and 2050)
Poverty levels: CDC reporting on immunization rates of children and; oral health by; percentage of black
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population living at the (2012); as source of health disparities. See also Income levels
PowerPoint presentations
PRECEDE/PROCEED model
Pregnancy: case study on teen pregnancy prevention program; Purnell model domain on
Presentations: PowerPoint slide; suggestions to design improve delivery of
Primary prevention: health education, health disparities, and; National Prevention Strategy recommendations
on
Profile of Older Americans
Program evaluation: of cultural protocols included in program; definition of; designing culturally appropriate;
on formalized education used in program; language considerations when designing. See also Evaluative
research
Proxemics: description of; personal distances cultural norms
Proximity cultural norm
Pruss-Ustun, A.
Public Health Council
Public Health Education
Public Law 111–148 (Patient Protection and Affordable Care Act)
Purnell model: description of; illustrated diagram of; organization of the; twelve domains and concepts
common to all cultures of the

Q
Qi gong
Queer
Questioning (sexual orientation)

R
Race: biracial or multiracial category of; church attendance by; comparison of ethnicity and; definition of;
differentiate between ethnicity, culture, and; health disparities related to; oral health by; projected distribution
by older adults (2010, 2030, and 2050) by; projections on underrepresented groups as percentage of US
population by; religiosity by; as social construct; US population projections (2015–2050) by
Racial and Ethnic Approaches to Health (REACH) 2010 initiatives
Racial group stereotypes: to avoid in health education; bridging health literacy and culture by avoiding
Racism: impact on health education by; interaction of homophobia and. See also Discrimination
RAND
Rapid Assessment of Adult Literacy in Medicine (REALM)
Rapid Estimate of Adult Literacy in Medicine
REACH 2010 initiatives
Readability Assessment Instrument (RAIN)
Readability levels: additional suggestions for improving educational material; common tools for assessing;
NIH tips for improving
Religion: case study on health and; definition of; health and well-being impact by; subjective perceptions of;
trends in the US; US religious churches and traditions related to (2008). See also Church attendance
Religious beliefs: Bible influence on American; diversity of; faith-based programs and; monotheism;
pantheism; polytheism; religious self-identity and; respected by health educators. See also Cultural beliefs
Religious practices: biblical influence on American; church attendance; Purnell model domain on
Religiosity: age differences and; diversity of; race and ethnicity and
Report of the Secretary’s Task Force on Black and Minority Health (1985)
Research-Based Web Design and Usability Guidelines
Reuters
Robert Wood Johnson Foundation
Role Delineation Project
Rolfing structural integration

S
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Saint John’s wort
Same-sex couples: adoption or fostering by; increased number of children being raised by; invalidation of
Defense of Marriage Act prohibiting marriage of
Same-sex marriage
Santeros healers
“Scope of Public Health and Aging” (TFA)
Second-generation immigrants
Secretary’s Report on Black and Minority Health (1985)
Sex orientation: definition of; estimated for the US population. See also LGBT community
Sexual identity
Sexuality Information and Education Council of the United States (SIECUS)
Sexually transmitted diseases (STDs)
Shaman
Short Assessment of Health Literacy for Spanish-speaking Adults (SAHLSA)
Silence cultural norm
Simplified Measure of Gobbledygook (SMOG) Readability Formula
Single Item Literacy Screener (SILS)
Slosson Oral Reading Test
SMOG formula
Smoking. See Tobacco use
Sobador healer
Social change: common methods used to promote; communication and marketing techniques used for;
increasing cultural sensitivity toward LGBT population; LGBT community and positive
Social determinants of health: access to care; access to resources; education; employment; housing; illustrated
diagram and description of; income; insurance coverage; transportation. See also specific determinant
Society for Public Health Education
Socioeconomic status
SOPHE-AAHE Baccalaureate Program Approval Committee
“SOPHE’s Resolution to eliminate Racial and Ethnic Health Disparities: Process and Recommendations for
Accountability” (2002)
Spanish-speaking population, in the United States (2010)
The Spirit Catches You and You Fall Down (Fadiman)
Spirituality: case study on health and; definitions of; diversity of; health and well-being impact of; health-
interventions based on; Purnell model domain on; subjective perceptions of; trends in the US; worldview and
beliefs of
Stanford Ethnogeriatrics
Stanford Geriatric Education Center (SGEC)
Stereotypes: ageism; bridging health literacy and culture by avoiding; health education avoidance of ethnic and
racial
Stratishealth
Stress symptoms
Strong Heart Study of American Indians
Substance abuse
Substance Abuse and Mental Health Services Administration
Successful aging
Suitability Assessment of Materials
Supplement products
Syphilis

T
Tai Chi
Teachers: study findings on attitudes toward gay and lesbian rights; survey findings on attitudes toward
LGBT youth by
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Technical Assistance Bulletin (Center for Substance Abuse Prevention)
Technology: Healthy People 2020 goals to increase use of health; Research-Based Web Design and Usability
Guidelines for
Teen pregnancy program case study
Test of Adult Basic Education (TABE)
Test of Functional Health Literacy in Adults (TOFHLA)
Title VI (Civil Rights Act of 1964)
Tobacco use: as health indicator; The Last Drag program for cessation of; LGBT community and; religious
beliefs and
Tools and Processes for Self-Assessment (NCCC)
Traditional healer
Traditional medicine
Transsexuals
Transgender communities: definition of transgender; differentiating between transsexuals and; female-to-
male; health issues of; male-to-female
Transgender umbrella
Transphobia
Transportation, as social determinant of health
Transsexual
Trust: developed among target population; as element of cultural appropriateness
Tuskegee syphilis experiment

U
Ulysses syndrome
UN Statistics Division
Undocumented immigrants: special challenges of; Ulysses syndrome of
Unemployment rates
Unequal Treatment report (2002)
United National Millennium Development Goals
United States: demographic shifts in the; estimated literacy of population living in the; foreign born and
immigrants as percentage of population; growing diversity in population of the; infant mortality in the;
languages spoken by the populations living in the; national health care expenditures (2012) in the; overview of
population demographics in the; population pyramids (2000, 2025, and 2050); religious and spiritual trends in
the; religious traditions and churches (2008) in the
University of Tennessee Libraries Diversity Committee
University of Wisconsin-Fox Valley
US Bureau of Labor Statistics
US Census Bureau (2006)
US Census Bureau (2008): components of change and population projections (2015–2050);
Hispanics/Latinos demographics; on projected distribution of older adults (2010, 2030, and 2050); on
projections of minority population growth in the US
US Census Bureau (2009)
US Census Bureau (2010): on AIAN demographics; Asian demographics; biracial or multiracial categories
used in the; demographics of whites; Hispanics/Latinos demographics; households and household type by sex
of partner; languages spoken by US population; Native Hawaiians/Pacific Islanders (NHPI) demographics;
showing growth of minority populations in; US population percentage by gender and education level
US Census Bureau (2011): black population demographics; demographics of whites; Hispanics/Latinos
demographics; on the population and expected population; reporting on multiple-race black population
US Census Bureau (2012): on American Indians/Alaska Natives (AIAN) demographics; Asian demographics;
Native Hawaiians/Pacific Islanders (NHPI) demographics; on non-English speaking population
US Centers for Disease Control and Prevention (CDC): Aging States Project collaboration role of; on
estimates of people with disabilities (2009); on Gateway to Health Communication and Social Marketing
Practices website; on health disparity area of infant mortality; on HIV/rates among men who have sex with
men (MSM); HIV/AIDS training for health educators by; on LGBT tobacco use and substance abuse;
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Morbidity Mortality Weekly Report (MMWR) of the; on need for more LGBT health research; on
racial/ethnic immunization gap; on racism impact on health education; on REACH initiative use of culture
and history; reporting on HIV/AIDS epidemic; on tobacco-caused disease and death; on women of color and
cancer screening and management
US Department of Commerce
US Department of Education
US Department of Health and Human Services (US DHHS): Administration for Community Living (ACL)
organized by; Aging States Project collaboration role of; areas of health disparities according to; on cultural
and linguistic competency to reduce health disparities; on cultural competence linked to health care outcomes;
on focus of Healthy People 2020; health equity as defined by; on Healthy People 2010 objectives LGBT
community; on Healthy People 2020 goals; major goal for older adult health by; National Institute of Mental
Health of the; New National Vaccine Plan of the; Office on Women’s Health of the; physical activity
recommendations by; on rapidly changing demographic changes in the US; Report of the Secretary’s Task
Force on Black and Minority Health (1985) of the; reporting on immunization rates; on the Secretary’s Report
on Black and Minority Health (1985); sexual orientation and gender identity data collected by
US Department of Labor
US Office of Management and Budget

V
Values framework: overview of; for understanding different culture

W
Whites: CAM therapies used by; demographics of; a framework for understanding culture of; immunization
rates of; infant mortality among; oral health (2005–2008) of; percentage of adults with disabilities by age
(2009); population-based public health surveys on; prevalence of smoking among; projected distribution of
older adults (2010, 2030, and 2050); projected population of older adults (2010 and 2050); proportion of
elderly population of; top five causes of death for; US Census definition of; US population projections (2015–
2050) and percentage of
WHO Collaborating Centre for Traditional Medicine
WHO Commission on Social Determinants of Health
Whole medical systems
Wide Range Achievement Test (WRAT)
Williams Institute (University of California, Los Angeles School of Law)
Women: eating disorders and; oral health of; pregnancy of; religiosity of
Women of color: CAM used by; cancer screening and management issues for
Workforce issues: Purnell model domain on; as social determinant of health. See also Occupations
World Health Assembly
World Health Organization (WHO): on CAM therapies when working with diverse groups; on CHWs
connecting health care consumers and providers; global health inequalities identified by; on health disparities
and migrant populations; on interprofessional collaboration domains; interprofessional collaborative training
framework used by; on reasons for use of CAM therapies; on social determinants of health; traditional
medicine as defined by the
Worldview: definition of; spiritual beliefs and
Written communication: additional tips for improving readability of; common tools for assessing readability
levels; federal government regulations to improve; NIH tips for effective

Y
Yerbera (or hierbero) healer
Yoga
Yupik tribe

373



374


	Contents
	Title
	Copyright
	Dedication
	Foreword
	Preface
	The Editors
	The Contributors
	Acknowledgments
	Chapter 1: Implications of Changing US Demographics for Health Educators
	Demographic Shifts
	Demographics of Racial and Ethnic Groups
	Ethnic and Racial Group Stereotypes and Health Education
	Healthy People 2020 and Health Education
	Conclusion
	Points to Remember
	Case Study
	Key Terms
	Note
	References

	Chapter 2: Diversity and Health Education
	Defining Diversity, Race, Ethnicity, and Culture: Implications for Health Education
	Cultural Practices and Their Impact on Health Education Strategies and Outcomes
	Immigrants and Migrants
	Cultural Competence Principles and Practices in Diverse Settings
	Cultural Competence: Working across Cultures
	Conclusion
	Points to Remember
	Case Study
	Key Terms
	References

	Chapter 3: Health Disparities and Social Determinants of Health: Implications for Health Education
	Health Equality
	Morbidity Indicators for Selected US Population Groups
	Race/Ethnicity, Gender, Age, and Disability
	Social Determinants of Health
	Racism and Discrimination and Their Impact on Health Education
	Primary Prevention, Health Education, and Health Disparities
	Suggestions for Working with Diverse Groups
	Conclusion
	Points to Remember
	Case Study
	Key Terms
	References

	Chapter 4: Complementary and Alternative Medicine in Culturally Competent Health Education
	Use of CAM
	Definitions of Concepts in Nontraditional Healing
	Modalities of CAM
	CAM in Racial and Ethnic Groups
	National Center for Complementary and Alternative Medicine
	CAM and Health Education
	Suggestions for Working with Diverse Groups
	Conclusion
	Points to Remember
	Case Study
	Key Terms
	References

	Chapter 5: Spirituality and Cultural Diversity
	Religious and Spiritual Trends in the United States
	Worldview and Spiritual Beliefs
	Impact of Religiosity and Spirituality on Health and Well-Being
	Religiosity/Spirituality and Cultural Diversity
	Age
	Race and Ethnicity
	Gender
	Religious Belief Systems and Faith-Based Programs
	Conclusion
	Points to Remember
	Case Study
	Key Terms
	References

	Chapter 6: Health Education Theoretical Models and Multicultural Populations
	Models for Assessing Cultural Competence
	Models for Developing Health Education Programs
	Suggestions for Working with Diverse Groups
	Conclusion
	Points to Remember
	Case Study
	Key Terms
	Note
	References

	Chapter 7: Planning, Implementing, and Evaluating Culturally Appropriate Programs
	Concepts of Culture, Health, and Linguistics
	The Need for Cultural and Linguistic Competency
	Program Planning Models and Cultural Diversity
	Planning, Implementation, and Evaluation of Culturally Appropriate Programs
	Designing Culturally Appropriate Evaluations
	Reflections on Cultural Appropriateness in Working with Diverse Individuals and Groups
	Conclusion
	Points to Remember
	Case Study
	Key Terms
	References

	Chapter 8: Culturally Appropriate Communication
	Communication Model
	The Importance of Verbal and Nonverbal Communication
	Standards for Cultural and Linguistic Competence in Health Education
	Strategies to Incorporate Cultural and Linguistic Competence in Health Education
	Communication and Cultural Competence
	Conclusion
	Points to Remember
	Case Study
	Key Terms
	References

	Chapter 9: Foundations for Health Literacy and Culturally Appropriate Health Education Programs
	Health Literacy
	Improving Health Literacy
	Bridging Health Literacy and Culture
	Health Literacy and the Electronic Frontier
	Conclusion
	Points to Remember
	Case Study
	Key Terms
	References

	Chapter 10: The Aging US Population
	Demographic Characteristics of Older Americans
	Issues Facing Older Adults
	Building Culturally Appropriate Health Promotion Programs
	Health Literacy among Older Adults
	Cultural Competence with Older Adults
	Healthy Aging and Health Education
	Suggestions for Working with Diverse Groups among the Aging Population
	Conclusion
	Points to Remember
	Case Study
	Key Terms
	References

	Chapter 11: Culture and Sexual Orientation
	The LGBT Culture
	Health Issues of the LGBT Community
	Health Issues of LGBT Youths
	Health Issues of Lesbian and Bisexual Women
	Health Issues of Gay and Bisexual Men
	Health Issues of Transgender Communities
	Health Issues of LGBT Racially and Ethnically Diverse Communities
	Increasing Cultural Sensitivity toward the LGBT Community
	Conclusion
	Points to Remember
	Case Study
	Key Terms
	Resources
	References

	Chapter 12: Cultural Competency and Health Education
	The Need for Cultural and Linguistic Competence
	Cultural Competence
	Acquiring Linguistic Competence
	Cultural and Linguistic Competence in Health Education
	Strategies to Incorporate Cultural and Linguistic Competence into Health Education
	Standards for Cultural and Linguistic Competence in Health Education
	Conclusion
	Points to Remember
	Key Terms
	Note
	References

	Appendix A: Selected List of Web Resources for Health Disparities
	Appendix B: Summary of Selected Health Disparities
	Appendix C: Culturally and Linguistically Appropriate Services Standards
	Name Index
	Subject Index

