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l. INTRODUCTION |

Over the past two decades, in both the United States and abroad, the cultural
competency movement has influenced researchers, service providers atidmeesti
across many specialties, particularly in the disability and rehabilitation seRtdsb@ &
Kailes, 2006)Providers and practitioners are under increased pressure tadeco
culturally competent due i n pmmadiinguistco t he
diversity and to the increasing disparities in service use and outeanass the various
rehabilitation and health care settireggerienced bygulturally diverse individuals with
disabilities(Atdjian & Vega, 2005; Duarte & Rice, 1995; &§wane, Hall, & Berger,
2009). One source of thisessure is coming from professional organizations in the
fields of psychology, mental health counseling, rehabilitation, and healthcare (e.g.,
American Psychological Association Guidelines on Multicalt&ducation, 2002;
American Mental Health Counselors Association, 2@éxle of Professional Ethics for
Rehabilitation Counselors, 2008ationalRehabilitation Counselors and Educators
Association, 2006; National Association of Social Workers, 2007; fsarer
Occupational Therapy Association, 2007; and the American Physical Therapy
Association, 2008).

Despite efforts to reduce disparities and improve outcomes, disparities persist in
the rates at which racial and ethnic groups use rehabilitation seivitee United States
(Griner, 2005; Griner & Smith, 2006; Niemeier, Burnett & Whitaker, 2003) and in other
Western countries such @anadaGucciardi, Demelo, Lee, & Grace, 200#)e United
Kingdom Baradaran, KnillJones, Wallia, & Rodgers, 200Bhui, Stansfeld, Hull,

Priebe, Mole, & Feder, G. (2003)yas, Haidery, Wiles, Gill, Roberts, & Cruickshank,
2003),and Australia (Harris, 2004), becaussability has not been a priority for the
delivery of health and rehabilitation servi¢gdsek & Simmos, 2007). In fact, Section
21 of the 1992 Rehabilitation Act Amendments in the U.S. comes closest to
acknowledging that people with disabilities, especially ethnic and linguistic minorities,
are indeed a population experiencing rehabilitation dispafltesis, Shamburger,
Armstrong, & West, 2007).

Compared to Whites with disabilities, members of ethnic and cultural minority
groups face higher rates of disability, are uadgresented in the public U.S.
rehabilitation and disability service systemgaaxperience fewer positive service
outcomes in rehabilitation (The Rehabilitation Act of 1992, Preamble). Furthermore,
individuals from diverse minority, immigrant and refugee communities have historically

nat.i

been fioverl ooked i n liceaedpaacticerandonseguently,y ser ved

underachieve on all traditional measures of success andbweell n g 6 WZalkewai z a,

Ball, & McQueen 2002, p.4).In fact, researchers have consistently found that, compared
to Whites with disabilities, a disproportiate number of culturally and linguistically

diverse individuals with disabilities receive less care and poorer quality services and
rehabilitation in terms of accessibility, treatment experiences, and comprehensive
outcomes (Patterson, Allen, Parnell, Crand, & Beardall, 2000; Whitnefhomas,
Timmons, & Gilmore, 1999). For instance, compared tomarorities, African

Americans and Latinos with the same type of disability tend to have less access to
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culturally adapted rehabilitation supports and servicdglp them avoid developing
secondary conditions and to improve their functionality and-beithg. These services
include a variety of activities, including but not limited to disability awareness and
education, disability selinanagement, behaviorahd cognitive change activities, home
accessibility modifications, and participation in individual and group therapies
(Hernandez, Nesman, Mowery, Acevedolakovich, & Callejas, 2009)

Similarly, people with disabilities who have limited English prafiay, are poor,
and/or are members of minority ethnic, immigrant, refugee and/or indigenous groups,
face higher incidences of preventable secondary conditions since they cannot access
muchneeded rehabilitation services. Even when they gain access tiitgisabvices,
higher attrition rates and high rates of missed foligprehabilitation appointments are a
persistent problem. Among many reasons, this epeowider breakdown may occur
because the services ar e nnguagefpbecaugetileed i n
treatment plan is insensitive to the cli
2005) or is inappropriate, considering their language and social class; such situations can
lead to rehabilitation disparities and poor outceroeerall.

Comparable results were reported in a classic literature review of mental health
services for Latinos (Padilla & Ruiz, 1973). The authors found that a critical problem in
service delivery was the ignorance and insensitivity of service me/régarding low
income Latino clients who were expected to embrace White middle class values and
behaviors. Similabarriers reported by Atkins and Wright (1980) as well as otl@har,
Wong, Rosenthal, Kundu and Du{005),Dziekan & Okocha (1993Hasnain and
Leung (2009)FeistPrice (1995)Hasnain and Leung (2009), awthitney-Thomas,
Timmons, Gilmore & Thomas (1998)und that the quality of vocational rehabilitation
services and outcomes are less favorable for culturally diverse people witiittisa
across the nation.

Increasingly, disability and rehabilitation providers in the U.S. and other
developed countries are expected to work effectively with an increasingly diverse client
population (Stanhope, Solomon, Persgihold, Sands & Bourjdy, 2005); however
their capacity to do this depends on their acquiring and applying the principles of cultural
competency along with the supports they receive from their instit(@iohen & Goode,

1999) In fact, Arredondo, TovaBlank and Parham (200&8tknowledge the need for a
strengthbased paradigm that promotes multicultural perspectives rather than a singular
worldview for the delivery of services.

These authors refer to a study by Norcross, Hedges, and Prochaska (2002), who
assert trhbhallengdifer thenfeelg af rehabilitation will be to discover creative
ways to integrate the values and worldviews of multiple cultures within the discourse of
efficiency and evidence that currently dominate health care and rehabilitation service

e

delivetly . 0O They believe that Asuch integration

field and for populations that turn to rehabilitation to help them develop healthier and
more bal ancep26lapproacheso (
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Moreover, as more disability and rehabilitatiaofessionals receive training and
education in cultural competency, there is a growing need for empirizadied
knowledge demonstrating the benefits for ¢thent (Beach, Saha, & Cooper, 2006).
Unfortunately, little intervention research has been caeduio the disability and
rehabilitation arenas. Given this need, in this integrative review, we investigate the
beneficial effects of cultural competency interventions on rehabilitation outcomes among
ethnically and culturally diverse individuals with alslities in the United States,
Canada, and the United Kingdom.

a. Disability Disparities

According to the National Council on Disability Cultural Diversity Initiative

(2003), fAthe disparities in health, educatio
people with disabilities from diverse cultures are significant, well documented, and
persistent despite years of gener al acknowl e

disparities is the fact that the individuals with disabilities who have the greatest need fo
rehabilitation and health care services may have the least ability to access and use
services due to various barri@rsultural, institutional, environmental, economic,

political, and societdl that undermine their health, wddeing, and/or participatioim

life activities (Balcazar, Suardgalcazar, TayloRitzler & Keys, 2009). For instance,

when a 19ear old Chinese woman with a developmental disability is not provided the
supports she needs to transition from the pediatric services system tostiatiads for

adults, and is not seen by a female provider, these oversights and lack of sensitivity can
lead to her experiencing discomfort about the care; they also suggest that the provider or
the system lacks cultural competency (Eddey & Robey, 2005).

To begin to develop a model of disability disparity Lewis (2009) offers a working
definition. He argues that disability disparity exists when

€An underserved, ethnic or racial mi nor it
services within the formal, rabilitation and disability system (public or private),

but there is a differential experience based primarily on cultural orientation that

results in higher incidence of disability, and/or lower participation levels in the

formal helping system, and fewsmnccessful individual outcomes when compared

to the majority culture groups. (Lewis 2009, p. 1140).

Thus, the current U.S. rehabilitation service system fails to serve this population
adequately, despite the stated goals of the 1990 Americans with DissBitt and the
national initiatives of Section 21 of the Rehabilitation Act of 1992 Amendments, which
are designed to increase access and outreach to ethnic minorities with disabilities. To
address this issue, various disability groups and organizabmhsding, the National
Institute on Disability and Rehabilitation Research (NID&Etion 21 Meeting, 2008),
the Institute on Rehabilitation Issues (1992), the National Council on Disability (NCD,
several reports issued between 1993 through 2003),ahabRitation Services
Administration (RSA, 1994), and the National Association of Multicultural Concerns
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(NAMC, 1997), are working, both independently and collaboratively, to find ways to
more effectively serve culturally diverse and underserved U.Slgtams (Lewis et al.,
2007).

Service disparities have also been identified in the delivery of rehabilitation and
health care, especially in the context of disability and mental health (Sue et al., 2009). In
fact, compared to the larger disability comntynculturally diverse individuals with
di sabilities have not been Afull participant
disparities, remove barriers, and to protect civil and human rights through various federal
l aws and i niti at.iln2e08, aimdsiNed Pears dftér PpaBsage pf.the2 )
Rehabilitation Act 6s S-based Ingiinte &f Mediasimamdd ment s,
ot her organizations identified cultural comp
strategy to improve outcomasd to reduce demonstrated and persistent disparities
bet ween ethnic minor i t(BeachPree)Ghry Rbbinsbore s i n t he
Gozu,& al., 2005).

Drum, Krahn, Culley, antlammond (2005) list several reports from the Surgeon
General that clearly acknowledge the health discrepancies of traditionally underserved
minority populations. These reports include Healthy People 2010 Plafy SDHHD,
2001),Closing the Gap: A Natiai Blueprint for Improving the Health of Individuals
with Mental RetardatiofUSDHHS, 2002), th@001 supplement on Mental Health
Report(USDHHD, 2001) and th€all to Action to Improve the Health and Wellness of
Person with Disabilitie§USDHHD, 2005).

Despite these initiatives, the access to rehabilitation services and utilization
outcomes for individuals with disabilities in the U.S. and elsewhere have not improved
over the past 20 years, particularly for those from ethnically and culturally diverse
backgrounds (Bartlett & Lucy, 2004; Hasnain & Balcazar, in press; Niemeier et al.,
2003). In fact, as researchers have increasingly focused on participation in rehabilitation,
they have found, paradoxically, that members of ethnic and cultural minarities
disabilities tended to have poorer outcomes than Whites with disabilities (Wilson, Harley
and Alston, 2001). For example, Drum et al. (2005) report that people with a variety of
physical and cognitive disabilities are more likely to experience dadih, chronic
conditions, and preventable secondary conditions. Further, some members of this group
have higher rates of diabetes than the general population and the largest rates of oral
disease. Moreover, many workiagied people with mobility limitatits were less likely
to use health services such as blood pressure checks cholesterol screening and
mammography and they had lower rates of behavior counseling and-tgvelative
to issues of selinanagement, eating habits, and regular physical activit

Given these efforts to address continuing disparities among various racial and
ethnic groups, the larger disability community continues to face discrimination, stigma, and
poor quality care in various settings. In fact, even the mostisefminedndividuals
with disabilities encounter challenging cligstbvider interactions and poorer outcomes.

This experience can be especially challenging for those individuals who have a disability
and come from diverse minority backgrounds. For individuaiadial, ethnic, and
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indigenous minority groups, other challenges also play a role such as differing cultural
values and beliefs about disability, limited English proficiency, level of acculturation,
social supports, varying heffeeking behaviors, and higltes of poverty, all these factors
add to the complexity of the issues related to service delivery (Cohen & Goode, 1999).

To address these cultural differences and demonstrated disparities, agencies that
offer disability and rehabilitation servicesaecognizing the need to enhance culturally
competent service delivery and outcomesetbnicallyand linguistically diverse
populations. However, limited empirical evidence exists to support the assertion that
cultural competence actually reduces disighilisparities and improves rehabilitation
service outcomes, including the wbking of the diverse client populations (Geron,

2002; Goode, Dunne, & Bronheim, 2006). The purpose of this review is to examine the
current literature for evidence that culilly competent service delivery can improve the
service outcomes of ethnically and linguistically diverse clients with disabilities.

b. Prospective Benefits and Challenges of Cultural Competency Interventions

To date, much of the research on culteampetency has focused on theoretical
and conceptual models of the construct, along with validity and correlation studies. In
this review, we focus on effectiveness. What does the evidence say about the effects of
cultural competence interventions armhsumer outcomes? What cultural competency
interventions have been most and least beneficial? What are the gaps in knowledge of the
ways in which cultural competency affects consumer outcomes?

Our intent is to identify existing intervention studiestttieamine the effectiveness of
cultural competency on consumer outcomes across different rehabilitation settings, such
as health and rehabilitation clinics, independent living centers, and comfhaséy

settings such as churchesq.,SamuelHodge, Keysrling, Park, Johnston, Gizlice, &
Bangdiwala, 2009)r other faithbased settings.

Benefits Given the lack of consensus about cultural competency among
rehabilitation providers and the fact that evaluation efforts are in their infancy, it may be
premdure to claim that cultural competency is useful and effecBheii( Warfa,

Edonya, McKenzie, & Bhugra, 2007)til§ many argue that cultural competency
interventions hold promise for improving the delivery and experience of rehabilitation
service outcoras among the disablgwdpulation (Balcazar, Suar@&alcazar, Willis &
Alvarado, 2009KumasTan, Beagan, Loppie, MacLeod & Frank, 200If) fact,

Zalaquett, Foley, Tillotson, Dinsmore, and Hof (2088knowledge that educational
professionals, includingishbility and rehabilitation providers, need to develop a broad
range of multicultural and social justice competencies that will enable them to work more
effectively with diverse clients in the future.

Proponents argue, for example, that cultural caeny is respectful of human

dignity in that i1t takes into account salien
strengthen the interaction between the provider and the client or patient and to cultivate
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trust, as it strengthens the bond of thlationship. In the process, it promises to improve

the rehabilitation services, increase client adherence to recommended treatment plans,

and, wultimately, improve both the clientso6 h
service itsel{StanhopeSolomon, Pernelrnold, Sands, & Bourjolly, 20055ue et al.,

2009).

Balcazar et al. (2009) also argued that the developing cultural competency means
being willing to engage in a series of practices. Those involved in supporting people with
disabilities need to examine the institutional biases of traditional service systems; be open
and willing to accept individuals from other cultures; trying-t@uitional interventions
or changing standard procedures to fit individual needs; and challengirtgpracisces,
discrimination, and oppression when observed.

Alternative Concepts of Cultural Competency. In a critical contribution to the
discussion on cultural competendervalon and Murraysarcia (1998p r o p cukumal i
humi | i tafjethatigesultueerelatedconcepion and practice. Cultural humility
entails difelong process of selfeflection and seitritiquerelative to culture It is
distinct from other cultural practices in that it does not requirentstery of "different”
values bdiefs, and behaviors that supposediynd often stereotypicallgre thought to
pertain to certain groups of patients or clients. Ratwes basigroviders are
encouraged toritically reflect on the assumptions and beliefs that they hold relative to
culture, particularly with respect to their interactions with patients in their professional
roles and clinical encounters.

Providers are encouraged to practice patiectised interviewing with their
patients, to explore pertinent cultural aspects of,da acknowledge differences that
may exist between them, and to take these into consideration in setting expectations,
goals, and in establishing plans for care. Providers are to cultivate respectful partnerships
with their patients, which will guidéeir interactions and the plan of care they develop.
In this model, the most serious barrier to culturally appropriate care is not a lack of
knowledge of the details of any given cultural orientation taiher the providers'
failure to develop selawaeness and a respectful attituated practice in working with
persons otliverse cultures.

In the context of addressimghabilitation andhealth care needslunez (2000)
states that it is valid to define cultural groups as those whose members receremtdiff
and usually inadequate health caascompared with that received by members of the

majority cultureNunez finds the traditional and now c
competencyo to be ethnocentric @ave, probl ema
effects, as it regards patientsd cultures as

alternative conceptioMunez proposeécrosscultural efficacy saagoal of cross

cultural educationCultural efficacyimplies that the provider isutturally aware during

his or her interactions with individudisom differing cultures and backgrounds
Importantly, Nunez acknowledges that no culture offers the preferred view, neither that
of theprovider nor that of the client.
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Challenges. Several scholars, see associated with the rehabilitation and
disability fields and some independent of them, have noted the challenges of serving
ethnic and racial minorities. For example, Papadopoulos and Lees (2002) maintain that it
is increasingly difficult to respond tbe different needs, experiences, values and beliefs
of so many ethnically diverse groups in health research endeavors.

According to Sue (1998) to be culturally competent, providers need to possess
specific information and knowledge about the particsitanial and cultural groups with
whom they are working. Leininger (2002) argues that without cultural awareness,
researchers and service providers tend to impose their beliefs, values and patterns of
behavior upon cultures other than their own; this méakesrder to recruit ethnic
minorities and sustain their participation in both research and service use.

However, the evidence remains unclddrus, in this review, we address the
guestion Does cultural competency actually improve the rehabilitaiidgnomes for
individuals with disabilities who are from culturally diverse backgrounds?

c. Current Evidence on Cultural Competency Interventions and Outcomes

Most helping professionals cannot verify that their rehabilitation practices
actually demortsate cultural competency. In their critical commemRtsiley, Baker, and
Hill (2001) assert that despite good intentions scholars and researchers have merely made
Afa | ofty attempt to devieempesénceen(p. 8Raj}.
Without auniversal definition of cultural competency, it is difficult to put the idea into
practice.

Based on our preliminary search, only a few studies have used rigorous
experimental and/or quaskperimental designs to examine the use of cultural
competencyThis is largely because it is difficult to measure provideel cultural
competency; unfortunately the current body of research offers little guidémrasTan
Beagan, Loppie, MacLeod, and Frank (20€anducted a systematic review of the health
careliterature to identify the general issues and challenges related to the measurement of
cultural competency and the range of evaluation methods; they found 54 distinct
measures that had been used at some point.

The most widely used instruments are basethe work of Sue, Arrendondo and
McDavis, (1992Who emphasize a tpartite model that includes awareness, knowledge,
and skills. Examples of these instruments include the Multicultural Counseling Inventory
(Sodowsky,Taffe, Gutkin, & Wise1994) andhe Multicultural Awareness, Knowledge,
and Skills Survey (Andreg Daniels & Heck 1991) among others. Moreover, the
literature confirms that because the majority of these instruments rely opsmifs,
they introduce a confounding element of sodedirability. Given that cultural
competence is so complex and is defined in different ways, not surprisingly, researchers
find a wide variation in the methods used to evaluate cultural competency in the training
of service providers.
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Despite many effas to explain and quantify cultural competency approaches,
little is known about whether cultural competency actually helps improve outcomes for
culturally diverse individuals with disabilitiegAlthough limited in scope, the majority of
these current stlies have focused on interventions such as cultural competency
educational training and racial and ethnic concordance, which have been shown to have
benefits for consumerdMoreover current research indicates that cultural competency
trainingdoesinfluece provi dersod knowledge, attitudes,
Koehn & Swick, 2006; Moffat & Tung, 200&uarezBalcazar, Rodakowski, Balcazar,
Taylor-Ritzler, Portillg & Barwacz, 2009 However, few researchers have found
evidence that such trang also improves outcomes and diminishes disparities among
culturally diverse consumers (Goode et al., 2006).

Many studies do not examine cultural competency at all levels and those that
focus on the perspective of the individual service providers tistandy the systems
level, where policies and legislation may positively impact diverse populdtoas
2007).Further, the area of client/consumer outcomes has not been studied in the context
of cultural competency, ethnigitace, culture and disabyi{Price, Beach, Gary,
Robinson, Gozu, et al., 20060ode et al., 2006). In response, the present protocol aims
to move this research beyond provitirel outcomes, and develop a more holistic and
integrated approach to cultural competency by focusingientlevel outcomes.

d. Purpose of this Review

In this review, we have evaluated the results of several cultural competency
efforts that rehabilitation researchers and providers have used to determine the impact
that cultural competency has broadbased rehabilitationutcomes among diverse
client populations. Although many of the educational training programs in cultural
competence address practice skills, the measures that are most widely used to evaluate
learning seem to focus on knowledgene as the key indicators of culturally competent
practice. Wlessmore complex measures are used to assess practices, it will not be
possible to examine whether, and how, providers, clients, families, communities and
systems actually use this knowledgeoractice.

Despite many efforts to explain and quantify approaches to cultural competency,
little is known about whether the use of culturally adapted service processes and
interventions actually helps improve clidatvel outcomesAlthough limited n scope,
the majority of these current studies have focused on interventions such as cultural
competency educational training and racial/ethnic and cultural matching (Sue, 2001)
which have been shown to benefit the client

Our preliminary search has raled that empirical studies in various health care
and rehabilitation journals do apply a combination of elements pertaining to the cultural
competency construct, such as use of bilingual, bicultural staff;daghd leaders or
healers (priest/ministef(®.g.,Pattillo, Chesley, Castles, & Sutter, 200&)bbis, imams)
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talking about disability, communityealth workers, translated materials/videos use of
ethnicspecific preferences (dietary choices) and other culturally sensitive approaches.

Other examples may include professionals in areas related to rehabilitation and
disability who can increase their networking with faiised and community agencies
serving minority ethnic and racial groups. They can work with a multidisciplinary team
of rehabiliation workers, vocational counselors, community leaders and consumers, as
well as health care providers. They can also track hiring and staffing patterns in
rehabilitation settings, develop committees of consultants to address cultural and
linguistic needsand provide local and state level training on cultural competency to the
broad variety of rehabilitation professions.

We have collected outcomes that can be categorized on three levels: the
consumers, the providers/organizations, and the system. vdovier this review, the
majority of selected studies on cultural competency have focused on consumer/client
specific factors. Many of these studies reported positive dkept post intervention
outcomes: for example, clients attended more programippents and activities, better
understood their disabilities, and reported higher levels oflvagtlg or functionality.

Thus, in this review, we synthesize those studies that examine the impact of cultural
competency interventions on brebdsed rehabthtion outcomes for people with
disabilities of diverse cultural backgrounds. We also investigated the opportunities for
and barriers to future research in rehabilitation, considering how it might be possible to
reduce disparities and improve service\d®ly practices and outcomes for all individuals
with disabilities.

e. Definitions of Key Terms and Constructs

In this section, we define four key terms and constructs used throughout this
protocol: disability, culture, rehabilitation, and the medarad social models of
disability.

Disability. We define disability broadly to reflect the apparent prevalence of and
variation in disabilities that individuals experienBepending on the source, disability rates
vary across reports and surveys. The G&hsus (2008), for example, estimates that nearly
54.4 million persons in the country or nearly 20% of the total U.S population live with
disabilities with much variation across different racial categories. Moreover, as these data
show,disability disproprtionately impacts members of racial and ethnic minority groups
compared to mainstream groups. Specifically, of those aged 16 to 64 in the total U.S.
population, 18.6% have a qualified disability. The percentage is highest for American
Indians and Alask Natives at 27.0%, followed by 26.4% for African American, 24,0%
for Hispanics/Latinos and 21 % for Native Hawaiians and Other Pacific Islanders. The
percentages of both Asians (16.9%) and Whites (18.6%) who have disabilities are
considerably lower (U.Sensus, 2003)
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International Classification of Functioning and Disability (ICF). We use the
definition of disability from the ICF. Developed by the World Health Organization
(WHO, 2001), the new ICF attempts to mainstream disability by integrating ithe
broader range of human functioning.

As does our overall approach in this review, the ICF embodies several new
concepts. First, it focuses on the indivi
prompts an eval uat itespratiefthan dimely hisodhervi dual 6 s
physiological limitations (Bruyere, Vanlooy & Peterson, 2005). Second, it does not limit
itself to a medical diagnosis such as Down syndrome, traumatic brain injury, depression,
or cerebral palsy. Third, it recognizesdlaneasures the presence and impact of
environmental factors (Drum et al., 2005; Innocenti Insight Centre, 2005).

From this perspective disability is ref
body, person, or societal levels, in one or moreddmains, as experienced by an
individual with a health condition in interaction with contextual factors"(p.1). The ICF
places all medical conditions and disabilities on an equal footing whatever their cause.
This means that disability, in degree and iotpaan vary greatly depending not only on
a personb6és physical heal th or care opportu
supportive mechanisms in societednardi, Bickenbach, Ustun, Kostanjsekd
Chatterji (2006) argue that disability is a stat decreased functioning associated with
disease, disorder, injury, or other health conditions, which the individual experiences in
the context of his or her environment as an impairment, activity limitation, or
participation restriction.

er

Bartlettet&,(200dsum it up well: AThe I CF recoghni

complex interaction of contextual factors (i.e. personal characteristics and aspects of the
environment) along with the integrity of body structure and function, and activity and
particippt i on i n det er (pi2874238) Alllokttede fabtorssshoald be s 0
considered in evaluating the effectiveness of service delivery, especially when it
incorporates cultural competency.

The American with Disabilities Act (ADA) Amendments Ad of 2008. In
addition,on January 1, 2009, the Americans with Disabilities Act (ADA) Amendments
Act of 2008 went into effect, making some major changes to the way the definition of
disability has been interpreted in the past; these changes align vietluwibroad
definition of disability in this review. The changes apply to both the ADA and the
Rehabilitation Act; they help to minimize the challenges in defining who has a disability
and to maximize the intent of the original ADA. Thus, the aim of theamendments is
to promote equal access and opportunity to various life areas and to address issues of
discrimination for people with disabilitiesldb Accommodation Network, 2009)

In addition, the state Department of Rehabilitation Services (DRS) lirtbis
Department of Human Services (DHS) has also established a broad and comprehensive
listing of disabilities. These includeamputation, arthritis, autism, blindness, cancer,
cerebral palsy, cystic fibrosis, deafness, head injury, heart diseasghiiEni@spiratory or
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pulmonary dysfunction, mental retardation, mental iliness (i.e., schizophrenia, depression),
multiple sclerosis, muscular dystrophy, muscslaletal disorders, neurological disorders
(stroke, epilepsy), paraplegia, quadriplegra(ather spinal cord conditions), sickle cell
anemia, specific learning disabilities and-estdge renal failure disease.

Our definition of disability applies to all of these conditiom$ius, in this reviewa
person with a disability is someone winas a condition, or a combination of conditions, that
cause a substantial physical, emotional, or mental impairment that is similar to but not limited
to those listed above.

Culture. Clearly, defining culture is not an easy proposition, as culturaréexp
such as anthropologists have studied it for decades. Currently, many other academics are
also developing conceptions about culture, including philosophers, psychologists,
sociologists, linguists, historians, political scientists and economistse arecurrently
over 100 definitions of culture (Cartwright, Daniels, & Zhang, 2008; Trimble, 2003). For
example, it referso integrated patterns of human behavior that include the language,
thoughts, experiences, communications, actions, customs, pedikfes, and institutions
of racial, ethnic, religious, or social groups.

Perkins,Supik, and Hazuddl©98) offer a particularly useful definition in the
context of healthcareDrawing on the work of other scholars, they conceive of culture as
A a epbtual ramework of shared values, beliefs, and behaviors by which a group of
people understand their world and make decisions about important aspects of their lives,
i ncludi ng i IDéspite thes@variatpns, niafy 8efinitions are consistigimt w
the view of culture described by Leafley (citedRigley et al., 2001)n which culture
constitutes a sharing walues, beliefs, practices and behavioral norms within a specific
group of people, giving themcammon identity (Lewis et al., 2007).

Although definitions vary somewhat, there is general agreement about important
el ement s (@ddersor, LWOOUFar exaniple, culture is regardedreseditary as
aspects of it-such as race, ethnicity, and beliefs, values, traditions, and préctares
passed on from one generation to another Culture ideslsoed as aspects of it are
explicitly conveyed through values, beliefs, practices, and traditions. Culture is
considered ahared phenomenoas it carries meaning in the context of a group
collective of individuas. Culture ismultifacetedas each person has a variety of cultural
components. Culture dynamic as it can, and often does, <ch
lifetime.For exampl e, certain aspecdssprooolincell per son
over time, such as familial and religious associations, while others become more
pronounced and important, such as personal and professional assodraatersén,
1991).

Moreover, culture is neitheeadily apparentor readily revealeddy individuals
although it may figure prominently in their decisions related to health. This is especially
the case in healthcare encounters between pa
religion, values, beliefs, or occupation may not be rgagliparent to a healthcare
provider. Moreover, patients may be reluctant to reveal certain aspects of their cultures,
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such as socioeconomic status, lifestyle, sexual orientation, and particulasrblzaéd
practices, for fear that providers will judtfem and/or discriminate against them.

There is some debate about the most appropriate response to the challenges that
Acul tured poses, particularly within the
for example, thasensitivitytowards orawarenes®f culture is the appropriate response.
Others argue that persons progress along a continuum in their understanding of culture.
Still others recognize no such continuum, but argue that persons should continually strive
to achieve cultural conggence, recognizing that doing so is a lifelong educational
process, and may never be fully attained.

Rehabilitation. As stated in the 1986 Amendments (P.L-58®) to the
Rehabilitation Act of 1973, the purpose of rehabilitation is to provide serarzes
programs that maximize the employability, independence, and integration of people with
disabilities into the workplace and communRehabilitation is typically defined as the
process of helping an individual achieve the highest possible levelatioin
independence, and quality of life.

Rehabilitation does not reverse or undo the condition caused by disease or trauma,
but instead helps restore the individual to optimal health, functioning, antbevwed. To
rehabilitate (from the Latihabilitas) means to make able. For example, rehabilitation
medicine is designed to meet each person's specific needs; therefore, each program
differs and varies accordingly.

Among the general activities of rehabilitation programs four are most prominent:

Trea the basic condition and prevent complications

Improve functioning

Provide adaptive tools/assistive technology and alter the environment
Empower the client/consumer and family and help them adapt to lifestyle
changes

I I > D

The success of rehabilitation dependsmany variables, including the following four:

the nature and severity of the health condition, disorder, or injury
the type and degree of any resulting impairments and disabilities
the overall health and weltleing of the patient

family and communitysupport

I I > D

Because rehabilitation is such a multidisciplinary process, professionals in the field
are typically associated with programs in rehabilitation, counseling, psychology, allied
health, education, or social work. Many are physicians or thesapsbeech and
language, audiologist, occupational (Awad, 2003) and physiediile others are nen
clinical professionals who work directly with individuals with disabilities.
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They may hold one of many possible titles, includieigabilitation specialts
vocational rehabilitation counselor, case manager, persogal adjustment instructor,
job coach, independent living coordinator, job developer, and health technician.

In addition to rehabilitation centers and clinics/hospitals, this review alkalexa
variety of nonclinical settings. These includeork adjustment programs, supported
employment programs, sheltered workshops, group homes, centers for independent
living, mental health centers, disability specific programs (for individuals whiliack
deaf, head injured, etc.), client assistance programs, and state vocational rehabilitation
agencies.

In this review, we will view rehabilitation in a holistic way by addressing the
individual's physical, emotional, medical, vocational, and soeietis. This
comprehensive approach will likely be more meaningful to those working with
individuals who are at risk for developing secondary conditions over time or whose
outcomes are more influenced by personal and environmental factors rather than by the
primary impairment alone (Bartlett et al., 2004). In other words, we will incorporate the
medi cal and soci al model s o fbeidgiasdaumlityof t y t
life.

Medical Model vs. Social Model of Disability. Many Western counis,
including the U.S., conceptualize disability using a medical model. That is, they regard
disability as a chronic medical condition of the individual. The condition is often linked
to an impairment, illness or disability. The main response is to luéith care,
rehabilitation, and social supports such as vocational training and independent living
skills. The goal is to help the person with the disability to achieve increased functioning
and have a normal life as possible.

The last two decades, hovez, have seen an international shift towards the social
and functional model of disability (Drum et al., 2005). This approach emphasizes the
disabling aspects of the social and physical environments, such as negative attitudes, sub
optimal work environmerstandards, and limited access to public buildings and
transportation options.

The model implies that policies should be directed at removing barriers to full
participation for people with disabilities in various life areas, including access to
rehabiltation services.For example, some settings may not be fully accessible or staff
there may lack the linguistic capacity to address the needs of culturally diverse
individuals with disabilities; thus they
setting. Table 1 summarizes the main contrasting points of the two models.
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Table 1:MedicalModel versus Social Model of Disability
Medical Model Social Model

1. Disability is a deficiency or abnormality 1. Disability is a difference.

2. Beingdisabled is negative. 2. Being disabled, in itself is neutral.
3. Disability resides in the individual. 3. Disability derives from the interaction
between the individual and society.
4. The remedy for disabilityelated 4. The remedy for disabilityelated
problems is cure or normalizan of the problems is to change the interactions
individual. between the individual and society.

5. The agent of remedy is the professioni 5. The agent of change can be the
individual, an advocate or anyone who
can affect the interaction between the
individual and society.

f. Organization of this Review

The protocol is divided into five major sections. Section I, which provides
general background is divided into five ssdxtions.

Part A provides a generaVerview of U.S. demographics and its implications for
the rehabilitation service system.

Part B synthesizes research findings and discussions related to disparities across
different ethnic/racial minority groups and disability types.

Part C provide examples of disparities related to specific disabilities and health
conditions while Part D offers ways cultural competency is used in the rehabilitation
service arena.

Part E provides various definitions of cultural competency and key reasons for
pronmoting it among disability and rehabilitation professionals, and Part F highlights the
key developments in standards of cultural competency that ensure that service providers
develop and use culturally appropriate practices in their work.

Part G introducethe Cultural Competency Conceptual Framework, the
theoretical foundation used in this review; and Section Il then concludes with a summary
of existing narrative reviews and metaalysis studies, and the need for a clesnitered
systematic review andeta-analysis on this topic.
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In Section 1ll, we present the research question that helped to focus our review. In
Section IV, we provide a detailed summary of the search strategies that we used to locate
intervention studies pertaining to the cultural patency and rehabilitation outcomes for
cultural diverse individuals with disabilities. We also describe the methodology,
beginning with information retrieval, inclusion/exclusion criteria, procedures, and coding
procedures. This is followed by a summafyle assessment of methodological quality
of the studies, data extraction and effect size calculations.

Section V provides the results of our matalysisconsisting of descriptive
statistics, dependency among effect sizes, outlier analysis, sulestamdiysis, publication
bias, and results of the moderator analysmsSection VI, we discuss these findings, along
with their implications foipolicy and practice, and the limitations of the review, we also
suggest ways to continue such reseafcton VII concludes the review.

Il. GENERAL BACKGROUND INFORMATION

a. Demographics

The demographics of the United States are changing. Compared with statistics
from previous decades, the 2000 U.S. census figures indicate that minority populations
are increasing in numbers. The census data from 2000 are not directly comparable to
those from previous decades, when individuals could identify with only one race but
some important changes are evident.

According to the most recent census, the Whiteufadjmn increased by just under
6 million persons to 194,552,774 million. The AfriecAmerican and Asian populations
increased by just under six and four million, respectively. Most dramatically, the
Hispanic population increased from 22,354,059 to 3583@5,a gain of almost 13
million.

Currently, the population of singlace Whites represents a majority. Minority
populations comprise approximately etérd of the U.S. population, with Hispanics
chief among them (15.2% of the total by 2005). Abodt38 the total U.S. population is
of various norEuropean White backgrounds and people of color are becoming numerical
majorities in some of our largest cities (U.S. Census Bureau, 2000).

Census projections for the foreseeable future, particulariynitieentury point,
indicate that the nation will become increasingly diverse, both ethnically and culturally
(U.S. Census Bureau, 2008). By 2042, it is expected that minorities will make up 54% of
the U.S. population, giving them majority status collestivIt is important to point out
that this change is a numerical phenomenon. It does not change the qualitative
experiences of being a minority in America; as members of minority groups will still
have a sense of relative deprivation, in the words oflRwwand Dworkin (1982).
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In comparison with other minorities, the most significant gains in numbers are
anticipated for the Hispanic population, which is projected to triple, from 46.7 million to
132 million between 2008 and the middle of the century.edeer, the population of
singlerace whites is projected to increase only minimally, from 199.9 million in 2008, to
203.3 million by 2050. This represents a 20% decrease in their proportion of the U.S.
population, from the current 66% to 46% over the @040 years.

In addition, Lewis (2009) claims that ethnic and cultural minorities have a
disproportionately high rate of disability compared to Whites, with Native Americans,
Blacks and Latinos being particularly overrepresented in disability cadsgas a
consequence of these marked demographic changes and noteworthy projected trends,
rehabilitation and health care practitioners are more likely than ever before to encounter
individuals from diverse ethnic and linguistic backgrounds who have diszbénd/or
chronic health conditions.

b. Disparities in Rehabilitation and Health Care Outcomes in the U.S.

The literature provides many examples of the disparities that persons from
ethnically and culturally diverse backgrounds experience as toegaavailable
rehabilitation, mental health, and health care services, as compared to the experiences of
Whites. Minority populations typically have a higher incidence of particular health
conditions and disabilities. Sometimes these are due to geredisgmositions, but they
are often related to a number of individual factors, such as education level,
socioeconomic status, and personal attitudes, beliefs, and behaviors.

In addition, other factors at the level of the provider or organization, oystens
itself, add to the challenges these individuals face. As a consequence, rehabilitation and
health outcomes are compromised for many members of ethnic minority groups, and they
are less satisfied with their care compared with persons who have miore @otd
quality services available to them. For this review, we use a more holistic and integrated
rehabilitation perspective, considering the situation of people with particular medical
conditions and/or disabilities. In the next several pages, weilokesice contexts of
health care, rehabilitation, and vocational rehabilitation systems. Then, in the section that
follows we provide examples of the effects of specific disabilities

Rehabilitation Context. Disability can be viewed as a universal pheaoon:
everyone will experience it at some point either directly or indirectly through family
membergZola, 1993). Still, it is often viewed as affecting only a minority of the
population in that people with disabilities may be less visible, undercoamed,
underserved (Hahn, 1993). In addition, as a historically underserved group, ethnic
minorities with disabilities are likely to experient®re disadvantages in rehabilitation
and weltbeing compared to their White peers with disabilities.
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In the @ntext of rehabilitation, disparities in preventative care have also been
identified at the client or consumer level. These include fewer mammograms and pap
smears, as well as reduced physical activity and less access to weight control programs.
This is urfortunate because health promotion activities that focus on functioning across a
spectrum of diagnoses can reduce secondary conditions and outpatient visits among
people with disabilities of diverse backgrounds (Drum et al., 2005).

Vocational Rehabilitation (VR) Context. Many patterns of inequity and
disparity have been documented in VR services. For example, culturally diverse
consumers in VR are provided with less training than their White peers, and less money
is spent on that training.

The Rehabitation Act of 1992 identified standards for rehabilitation and
established the process by which agencies receive federal funding to make their outreach
more effective. The Act also specified that staff and management at these facilities
receive training o how to better serve such minority client populations.

Healthcare Context. In 2002, the Institute of Medicine (IOM) issued a report
concerning health disparities in the United States (Smedley, Stith & Nelson, 2003). The
U.S. Congress commissioned @M to assess the extent of racial and ethnic disparities
in healthcare and to evaluate the potential sources of disparities it found. In response, the
researchers reviewed over 600 studies and publications. The groundbreaking report
highlighted that heéh disparities could be attributed to biases in health care or
rehabilitation decision making or recommendati@@®shulman, Berlin, Harless, Kerner,
Sistrunk et al. 1999)¢latedto race/ethnicity at the level of either the system or
individual practitimers (Finucane & Carrese, 1990). These biases were found to be
significant even when the researchers controlled for intuitive causative factors such as
differences in SES and health care coverage.

Similar to Section 21 of the Rehabilitation Act, the I@&port found that
disparities exist across a wide range of clinical settings and types of services, and across a
spectrum of health and mental health conditions and disabilities. Disparities appear in
many aspects of healthcare, sucha@®gado care, cormunication, and qualitgf care
provided, @tient satisfaction, ancehlth aitcomes. Significantly, they aessociated
with higher mortality among racial and ethnic minoritieegarding access, members of
racial and ethnic minorities are less likely ézffthey have options about where to seek
care, or to have a regular doctor, let alone one of the same race or etallibs(
Hughes, Doty, Ives, Edwards, & Tenney, 2002).

Moreover, they are more likely to be enrolled in loveed insurance plankat
limit medical services§medley et al., 2003)Vith respect to communication, racial and
ethnic minorities report more difficulties in communication with their provider due to
their limited English skills. In addition, they have more difficulty untéerding written
instructions/materials, and they make do without language interpreters despite the Civil
Rights Title VI legislation (Collins et al., 2002).
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Regarding the quality of care received, members of ethnic and immigrant
minority groups receiva significantly lower quality of care than White Americans, even
when they have the same insurance provision and are at the same income level (Smedley
et al., 2003). Collins et al. (2002) found several important disparities, as minorities are
less likelyto receive preventive services, appropriate medications, or sophisticated
treatments. For example, they may receive drug therapies rather than heart bypass
surgery, or kidney dialysis rather than renal transplantation.

With respect to patient satisfeon, they are more likely to feel they have been
treated disrespectfully during a healthcare visit and to think they would have received
better healthcare had they been of a different race or ethnicity. Moreover, and
significantly, they do not feel coidient they can get good medical care if and when they
need it (Collins et al., 2002). Regarding healthcare outcomes, they are more likely to
experience higher death rates from diabetes, heart disease, cancer, and HIV infection
(Smedley et al., 2003).

c. Examples ofDisparities Related toSpecific Disabilities andHealth Conditions

The examples of disparities that follow are drawn in part from the literature we
have reviewed; they relate to some of the most prevalent and troublesome disability and
chronic health conditions facing the population of the U.S. and other Western countries.
We divide them into the categories of sensory, cognitive/intellectual, and physical
disabilities and then consider breast cancer, diabetes, HIV/AIDS, and mental health
conditions.

Sensory Disabilities. Sensory disabilities include visual and hearing
impairments, blindness and deafness. The U.S. Division of Services for the Blind (2003)
reports that adults and children with visuellated disabilities may encounter
sociccultural challenges that hinder or limit their access to and utilization of visual
resources and services, including public misconceptions and negative attitudes about
visual impairments and blindness and language barriers in seeking care. From the
perspetives of health services and providers, individuals may also encounter service
related challenges, including inadequate funding to meet their service delivery needs,
limited transportation options for clients to utilize services and, at a basic level,
inadequate public awareness of available services.

Similarly, the U.S. Division of Services for the Deaf and Hard of Hearing reports
that adults with hearingelated disabilities may encounter sociocultural challenges that
limit their access to and utilitgion of health services, including misconceptions about
hearing impairments, language barriers, and mistrust of the service delivery system.
Again, providers report that individuals may encounter semétaed challenges,
including insufficient advocachpr clients, suboptimal training and skills development
among providers, inadequate consumer outreach to minorities and rural areas, and
inadequate collaboration between and among service agencies to coordinate services,
resources, and care.
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Given the fomidable deficits and resulting challenges in both these areas of
sensory disability, these two government divisions, that serve people who are blind, deaf,
and/or hard of hearing, have formulated similar plans with the common, identified goal of
eliminating health disparities. They propose a range of strategies to fulfill this goal.

Among them are increasing disability and service awareness for all consumers but
particularly among minorities and those in underserved communities, cultivating a
culturally diverse workforce, promoting consurrfeendly services, increasing
investments of resources, championing best clinical and disability practices, collaborating
with communities to build capacity, advocating for public policies that close
demonstrated dispi&y gaps, and assuming accountability for and ownership of
rehabilitation outcomes.

Although these plans and developments are encouraging, much work remains to
successfully implement these proposed practices and eventually eliminate the
rehabilitation ad health disparities relative to sensory disabilities.

Cognitive/Intellectual Disabilities and/or Related Developmental
Disabilities. Cognitive/intellectual disabilities or developmental disabilities are defined
as conditions that originate in individls before they reach age 18 that result in
significant limitations in intellectual function, as measured by IQ testing, and in
conceptual, practical adaptive, and social skills in two or more of the following areas: self
care, health, self direction, destic skills, safety, communication, social, community,
academic, work, and leisure.

Compared to persons without cognitive disabilities, those with compromised
intellectual disabilities experience disparities that include limited access to healtindare a
reduced utilization of many healthcare services, including health promotion, disease
prevention, clinical services, and resources. They also experience increased morbidity
and mortality (Ouellett&kuntz, 2005,0uelletteKuntz, Garcin, Lewis, Minnes, Mtn,

& Holden, 2009. Although the life expectancy of all persons, whether cognitively
compromised or not, is increasing nationally, the life expectancy of those with cognitive
disabilities is shorter due to associated morbidities, such as chronic giaadgghysical
impairments, which can limit function, activities, and adversely impact health.

In general, persons withesedisabilities participate less often in health
promotion and disease prevention, and receive fewer clinical services (Leeder &
Dominellg 2005). As a result, they tend to lead sedentary lives, be overweight, and age
prematurely; compared to those without cognitive impairments, they are more likely, to
be diagnosed with medical conditions such as infections, gastrointestinalaws)dind
seizure disorders. Moreover, when chronic conditions are diagnosed these people are less
likely, to be able to manage them well and they are more likely to have psychiatric
conditions. Finally, they also tend to have poor dental hygienic peacind dental
health, which can adversely affect overall health and well being.
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Not only do these persons experience disparities due to their health condition; in
addition factors such as race, gender, and socioeconomics can adversely influence and,
even exacerbate the healtblated disparities they experience. For example, with reduced
personal awareness and infrequent and/or irregularly scheduled health checkups, their
health issues and medical conditions can go undiagnosed, and the chronic dis¢ases t
are diagnosed can be poorly managed. If their gynecological health is not checked,
women with cognitive disabilities experience higher incidences of gynecological
conditions, including menstrual difficulties, uterine tumors, and breast changes, such as
lumps and tumors. When such conditions are diagnosed, they may be at more advanced
stages and thus limit treatment options and prospects for effective resolution or
management. Considerable work remains to fully assess and then provide the needed
servicedor persons living with all levels of cognitive/intellectual and developmental
disabilities.

Physical Disabilities. Many persons live with physical disabilities, some of
which are particularly life altering, both physically and psychologically. GQtlne with
debilitating health conditions. In this subsection, we focus on spinal cord injuries and
traumatic brain injury. According to the National Spinal Cord Injury Statistics Center
(NSCISC), these injuries most commonly result from vehicle crgdi2es%), followed
by falls, acts of violence (15.1%), primarily involving guns, and recreational sporting
incidents. Over the years, however, this order has fluctuated somewhat: fewer injuries are
resulting from sports but more from falls likely due imtga participation in more risky
activities. Spinal cord injuries typically involve motor and sensory loss, significantly
affect a personés quality of | ife, and are a

In terms of incidence and prevalence, as of A009, data from several national
databases indicate that in the U.S. alone an average of 259,000 persons live with
disabilities associated with spinal cord injuries. Each year approximately 12,000 more
people or 40 persons per million experience suchi@guAs a general profile, the
persons who sustain these injuries are currently 40.2 years old on average; in the 1970s
this figure was 28.7 years. The majority (80.9%) of the injured are male, as has
historically been the case.

Since 2005, the raciathnic makeup of this group of injured persons has been
largely Whites, at 66.1%, followed by African Americans at 27.1%, and Asians at 2.0%;
this trend reflects percentage changes in injured persons from the perietiolf®73
which reported Whites at 78@ followed by African Americans at 14.2%, and Asians at
0.9%. Hispanics are figuring more in the current statistics, at 8.1%, compared to 6.0% in
the 1970s; this likely reflects the relatively recent and steady increase in this population
in the United &tes. Data regarding the spinal cord injury population are drawn from
various sources, and may be limited in that certain affected groups may be
underrepresented (e.g., racial and ethnic minorities); recognizing this, the NSCISC
acknowledges that its gaaé profile may not fully represent the populations afflicted
with spinal cord injuries.
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As is the case with many other heaiélated issues and conditions, disparities are
evident with respect to spinal cord injury cases. For example, race, ethgeciter,
socioeconomics, and education level tend to adversely affect formidable aspects of care,
such as health outcomes, emotional and psychosocial adjustment or coping, and the
quality of life of persons who sustain spinal cord injuries (KraBsed, ©ker,& Smith,

2008). In fact, researchers have found that African Americans report a greater number of
hospitalizations, days hospitalized (nearly two days more per year), and poor health days
(more than two per year) (Krause et aD05, p.2)L

Women from various ethnic backgrounds reportedly differ in levels of spinal cord
injury disability and function, as well as in health outcomes (Krause, et al., 2000).
Women with these injuries are at risk for serious depression due to pain, reduced
mobility, confinement in the home or a facility, and limited integration into the
community Fuhrer, Rintala, Hart, R. Clearman, and M. Youl®02;Cairns, Adkins, &
Scott,1996;Demirel, Ylimaz, Gencosmanoglu, & Kesiktd898;Gerhart, Weitzenkamp,
Kennedy, Glass & Charlifue,1999). Using the national database of the SCI model
systemsArangcLasprilla and Niemeier (20079pund that Latinos with such injuries
have poorer employment outcomes and higher dropout rates than Whites.

Further study is needed to mailearly determine the disparities experienced by
persons with spinal cord injuries, especially since some affected groups may be
underrepresented in the current literature and available national statistics. Still, the
increasing focus on cultural aspectsand disparities in rehabilitation and healthcare,
particularly with respect to disability studies, is a promising development towards this
end.

Traumatic brain injury . Compared with Whites, members of minority groups,
especially Hispanics, are ligher risk for sustaining traumatic brain injuries (TBIs)
(Arango et al., 2007). Among the explanatory factors are employment in risky, often low
paying jobs, and residence in highime areas (Wehman, Targett, Yasuda, McManus, &
Briel, 2007). Many oflteir injuries range from mild to moderate. While the injuries may
not be physically obvious and emergency care or hospital stays may not be lengthy,
patients who sustain these injuries face a wide range of lasting adverse effects: fatigue,
emotional problms, and strains on family and cageer relationships, as well as a
lessened ability to reason, plan for, and initiate action, and to monitor their own behavior.
Often they require lonterm assistance with personal care, daily functioning, and
occupatiomal issues. However, when injuries are mild to moderate, it is too easy for
providers to minimize the problems that do manifest and to see them as emotional
difficulties, or they may overlook them altogether.

Cultural factors can exacerbate thesuss and challenges that TBI clients,
particularly minorities, face as they may prove to be barriers to seeking and receiving
appropriate and effective rehabilitative care. Such factors might include socioeconomics,
language, acculturation, culturally endded helpseeking traditions, culturally anchored
views of disability, cultural perceptions of wellness and mental health, coping difficulties
associated with stresses, rehabilitative services perceived as impersonal or intrusive, and
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lack of sensitivity a the part of providers. Any one or a combination of these factors
may result in them underutilizing rehabilitation services, particularly those for mental
health(Sylvia & Vega, 2005).

In response to such issues, Armegenol (1999) evaluatedl support group that
aimed to address the cultural and linguistic needs of Hispanic clients with TBIs. The
group specifically addressed the consequences of head injuries and the impact on daily
functioning, and taught adaptive and coping skills. Integrédis program were family
members, who were encouraged and supported to participate actively in the rehabilitation
process. The findings were encouraging. Participants reported a greater sense of control
over and empowerment in their lives, as wellnaprovements in their occupational and
vocational functioning, and new ways of addressing the various challenges they face,
including stress. They found it particularly helpful to share the personal experiences and
practical strategies they and their fagslihave developdérango et al., 2007; Kreutzer,
Stejskal, Ketchum, Marwitz, Taylor, & Menzel, 2009).

In the pages that follow, we present disparities across four chronic health and
mental health conditions which also fall under our definition of digpldr this
protocol.

Breast cancerdisproportionately affects various minority populations. It is the
second leading cause of death among African American women, with those in the age
group 30 to 69 having the highest mortality rates. Screeningfoatdfrican American
women are significantly lower than those for White women for several reasons, including
sociocultural barriers, personal attitudes, the behaviors of the women themselves, and,
importantly, problems in the healthcare delivery systemaAonsequence, among
African American women, the breast cancers that are detected are likely to be diagnosed
at a later stage, when the disease is more advanced; they are also more costly to treat, and
less amenable to successful treatment intervenfiemgn, Spatz, Stotts, & Hollenberg,
1999).

Latino women also have a higher mortality rate from breast cancer than White
women (Hall,Hall, Pfriemer, Wimberely, & Jone&007); in fact, breast cancer is the
leading cause of death among Latinas in the (EBeppard, Figueiredo, Canar,
Goodman, Caicedo, Kaufman, Norling, & Mandelbl2a@08). This increased mortality is
largely due to later diagnoses. This fact can be traced to the lack of appropriate education
about the disease, including the importanfceatine screening and early detection
practices, and the fact that Hispanic women tend to underutilize breast screening services.
Once diagnosed, Latinas also tend to receive less aggressive treatment regimens; they
have fewer consultations with medicaicologists, are less likely to receive
chemotherapy and, when they do receive it, are more apt to discontinue it prematurely
(Sheppard et al., 2008).

Diabetesis estimated to impact nine percent of the U.S. population (Vincent,

Pasvogel, & Barrera, 2@). Compared to Whites, three grodpAafrican Americans,
Latinos, and Native Americaféisbear a disproportionately heavy burden of the disease,
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including high incidence, complications, and costs associated with treatment and disease
management, and death. fact, diabetes is the second leading cause of death among

African Americans because of the macrovascular complications it qgArs#srson

Loftin, Barnett, Sullivan,-MBlkug Spolle® Tavakol i,
Jefferson, Chyun, Tuohy, Robins&Kaisen, 2004); among Latinos, diabetes istthel

and fourth leading cause of death among females and males, respeBtigely, (Blozis,

Kouzekanani, Garcia, Winchell, & Hanis (2007).

Latinos are particularly affected by diabetes; its prevalermeased more than
60% in the decade from 1990 to 2000 (Vincent et al., 2008). Over 10% of Latinos have
diabetes and the prevalence rates increase with age. Among Hispanics, Mexican
Americans have the highest rate, and experience higher rates of compicsuch as
diabetic neuropathy and retinopathy. Many factors account for this, including genetics,
socioeconomic status, lifestyle, cultural beliefs, and access to care.

Diabetes is of particular concern in southern parts of the U.S. For examgle, Sou
Carolina ranks second in the country for prevalence rates, with the incidence 50% higher
among African Americans than Caucasians. African Americans in the state experience
higher rates of complications from ttssease, are twice as likely to be hosjped as a
result, and are three times more likely to dienong the many explanatory factors, the
main one is that much of South Carolina is rural, defined by small towns and cities,
where African American have higher rates of disease prevalence, itgraiul
mortality. Persons who are particularly vulnerable in these areas are the poor,
uneducated, elderly, and residents of remote areas with limited access to care. Other
influences include genetic factors, diet, and lifestyle, including long woHongs in
predominantly manufacturing industries, so that individuals have little time for leisure
and recreation. Also detrimental are the hot climate and lack of paved streets, which
make physical activity difficult (Andersekoftin, et al., 2002).

Among the Asian population in the U.S and the United Kingdom, diabetes is less
extensively researched than among other minorities (Wang & Chan, 2005); still the
incidence and effects of the condition among Asians are formidable and of increasing
concern. Th rate of diabetes among Chinese Americans is rising at 8.38% per year.

This is largely because detection and management is made difficult by language barriers,
lifestyle transitions, incomplete acculturation, and financial constraints (Baradaran, 2006;
ChenYen & Chan., 2005).

The incidence oHIV/AIDS also illustrates disparities, with ethnic minorities
particularly adversely affected. Latinos accounted for 20% of new AIDS diagnoses in
2002, second only to African Americans. HIV/AIDS is the fourddliag cause of death
in Latina women in the 284 age group, while rates for men are three times as high as
for White men. Mul tiple factors contribute t
including limited access to health care, delays in seekinghicaadt services, language
barriers, stigma surrounding sexual orientation and diagnosis, and perceptions of
behaviors about sexual roles and practices (Acevedo, 2008).
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Mental health conditions (i.e., depressionschizophrenia posttraumatic
stress disoder) are gaining increasing attention in the U.S and other Western countries,
particularly in the context of apparent disparities among various minority populations in
their access to care and utilization of treatment and serfitienda, Bernal, Lau,
Kohn, Hwang, & Lafromboise, 20055 ue et al , 2009; U.S. Surgeol
2001; Whaley & Davis, 2007).

Though the Asian population in the U.S. has been increasing, its mental health
issues have attracted relatively little attention and researam &3tukens, 2002). For
instance, Koreans are among the fasgestving Asian immigrant populations. Although
data are scant about the prevalence of mental illness among Koreans, data from service
facilities indicate that they have lower admission ratemaéntal health facilities,
compared with Whites, and with other ethnic groups, and that they less often use facility
services.

Any number of cultural and individual factors may explain this finding: Asians
tend to view physical and mental health sympdaas signs of physiological disharmony,
place a stigma on mental health issues, and hesitate to share personal matters with those
outside the family. Lack of knowledge about and unfamiliarity with possible helpful
resources may also contribute, as welhasfailure of mental health facilities to tailor
their services and treatments to the unique needs of the Asian population and culture.
Interestingly, data frormtervention studies indicate that Cambodian refugedsact,
benefit from mental healtbervices when they are utilize@tfo, Hinton, Korbly, Chea,
Ba, Gershuny, & Pollack002)especially if elements of cultural competency are used in
the interventions (U.S. Surgeon General 0s Re

d. Use of Cultural Competency to Reducédisability Disparities in Rehabilitation

Provider level. Given such disparities, service providers and clinicians are
beginning to critically examine the practice and system mechanisms along with their own
personal biases (Van Ryn & Burke, 2000) thaticale and perpetuate these disparities
and to considerdw theymight be modified One way to offer this training is through
service intervention model called Aculture b
competency as a means to bridge the cultuvadiei(Stone, 2005

Implemented as educational training workshops, cultural brokering helps
rehabilitation providers identify and eliminate cultural barriers between themselves and
their foreigrborn minority clients, and to provide more culturally catgmt professional
services. The workshops include lectures, case studies, and video vignettes, as well as
group activities and discussions that can help participants understand important concepts
relative to race, disability, and culture and share #geriences (Moffat & Tung,

2004). Trainees also consider the perspectives of felmgnclients that may become
barriers or strengths in the brokering model and process in order to identify and overcome
individual, family/community, or institutionaklated barriers.
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This model has been evaluated in Centers for Independent Living (CILs), located
throughout the state of California. Moffat and Tung (2004), comparingaprepostiest
evaluation scores, found that workshop participants, includingsstdfmanagement of
ClLs, increased their knowledge and cultural competence.

Further, TayloiRitzler, Balcazar, Dimpfl, SuareBalcazar, Willis & Schiff
(2008)reported trainingp49service providersepresenting 92 organizations. Their
trainings were catfucted inl1 cities in six Midwestern states. These trainings included
176 participants representib communitybased organizations and 79 participants
representing 42ocational rehabilitationffices. Between one and sev&aff members
of each organition attended these trainings together. Acrossf étie trainings,
participants tended to be direct serstaff or midlevel managersAnalyses otultural
knowledge indicated statistically significantprovements in kowledge related to nine
of the14 items assessetlhe authors also foundgmificant improvementfrom pre to
posttraining in the physical environmerd$ participants on seven of the eight items
assessed and in values and attituBigglly goal attainment data was obtained for 100
(54%) of the goals that were set and the majority of the organizatjads(70%)were
beingeitheractively pursued with sonm@ogress or had been accomplished at the time of
thefinal follow-up.

Systems Level.Flowers and his colleagues (Flowers &ids, 1996 and
Flowers, Forbes, Crimando, & Riggar, 2005) studied centers of independent living in the
Mi dwestern Regional Service Area (RSA), the
They initiated a survey study in 1993, and replicated it in Z0B8.changes they found,
though relatively minimal, give reason for optimism. For example, in 2003, they found
that the cultural diversity among all levels of CIL personnel had increased, although the
increases were not particularly significant.

What was nteworthy during the X§ear span of the study was that 93% of the
CILs had developed plans and programs for outreach to culturally diverse consumers, and
that the centers deemed these plans to be effective. Between 1993 and 2003, these plans
seemed to hee included more strategies (57% in 2003 vs. 37% in 1993) to recruit
racially and ethnically diverse staff members.

Though these findings are somewhat encouraging, much more needs to be done
within the systems for rehabilitation, mental health, andthealre (Anderson,
Scrimshaw, Fullilove, Fielding & Normand, 2003). As the authors point out,
rehabilitation facilities are required in Section 21 and Section 504 of the 1992
Rehabilitation Act require rehabilitation facilities to address the issue ofrallt
diversity. In fact, the values of equitable treatment and doing no harm are the very
cornerstones of rehabilitation philosophy and clinical practice. In the context of health
care, the Health Resources and Services Administration (HRSA, 2002)faisoeof
cultural competence measurement tool consisting of a framework and a set of measures
for evaluating cultural competence in health care settings, which can be applied to
rehabilitation and disability service systems.
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These documented disparitiesdanitiatives underscore the pressing need for
rehabilitation providers to respond to the diversifying needs of their client population.
These issues can be addressed through a variety of mechanisms such as conducting
providerlevel cultural brokering tiaings, developing outreach and recruitment tools,
and promoting partnerships among grassroots entities and disability systems across
various levels. In the next section, we highlight some of the key developments in
standards of cultural competency to \ehs these disparities.

e. Defining Cultural Competence

Much of the growth in efforts to develop cultural competency can be attributed to
the increasing ethnic and linguistic diversity in the United States. Other elements are the
revolutionary Instiite for Medicine (IOM) reportJnequal Treatmenpublished in
2002; the development and dissemination of the National Standards for Culturally and
Linguistically Appropriate Services in Health Care (CLAS standard) argbomg
service delivery and policgfforts focusing on the elimination of disparities (Goode,

2006). All of these apply to the issue of disparities in access to rehabilitation, the focus
of this review. These reports and standards are described in more detail in later sections
of this praocol.

ACul tural competenceodo or multiculturalisn
recent decades, has become commonplace in several disciplines, particularly the human
service delivery industrig€€ampinhaBacote, 1998; Cartwright & Zhang, 2008;
Pedersen, 1991; Sue, 2001), including rehabilitation, mental health and health care
(Balcazar et al., 20094liddleton, Rollins, Sanderson, Leung, Harley, Ebener &4 eal
Idrogo, 2000; Patterson 2004; Sue, Arredondo & McDavis, 1982his review, we are
bringing the intersections of other diversity characteristics such as disability, gender,
social class and sexual orientations, to name a few into consideration.

Given the multidisciplinary aspect of cultural competence, there are currently no
universall accepted definitions (Bonder, Martin & Miracle, 2002), let alone guidelines
for cultural competencyOriginally conceptualized as cultural sensitivity or cultural
responsiveness (Sue et al. 2009), the controversial concept has triggered a variety of
views. In factKleinman and Benson (2006)t at ed t hat fino one can de
precisely enough to operationalize it in cli
Instead, the literature is replete with examples of formal definitions, model programs,
laws, standards, and measures. More specifically, the interventions range from
sensitivitytraining, to cultivatingawarenesso disseminatingpasic informatiorabout
cultures, tacompetencefforts that attempt to positively influence tugitudes,
knowledge, and skillef trainees or provider@Beach et al., 2005).

In fact, researchers and providers, within and across the range of rehabilitation
specialties, have proposed various attitudes, skills, knowledge, approaches and abilities,
and types of knwledge that can increase cultural competence in systems, organizations,
and programs (Goode et al., 2006), but few have connected these efforts to consumer
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outcomes across different rehabilitation settings. In other words, it is essential to
determine th@eeds, preferences, and satisfaction of consumers and their family
members of all backgrounds and circumstances. Given this background, the rehabilitation
profession must achieve greater cultural competence in its work and practices.

Several available di@itions of cultural competency are useful. Here we suggest three:

A Knowledge and interpersonal skills that allow providers to understand, appreciate,
and work with individuals from cultures other than their own (Davis, & Voegtle,
1994)

A A set of congrant behaviors, attitudes and policies that come together as a system
or agency or among professionals and enable that system, agency or those
professionals to work effectively in cresaltural situations (Cros8azron,

Dennis, & Issacs]989)

A The abilty of individuals to establish effective interpersonal and working
relationships that supersede cultural differences by recognizing the importance of
social and cultural influences on patients, considering how these factors interact,
and devising interveaions that take these issues into account (Betancourt, 2003).

As noted, definitions of cultural competency in the literature are fairly common and
broadbased. However, important differences renamong thesdefinitions and a more
solid conceptual &meworkis neededo organize the muliaceted components this
construct{Geron, 2002). Even common definitions of cultural competency are difficult
to put into use in everyday work. Often, the term is used to describe the context of
providerconsumeencounters but it has also been used to describe organizations and
larger systems such as the entire U.S. rehabilitation system.

In our review, we examine the effects of cultural competency interventions for
ethnically and culturally diverse individualsth disabilities across multiple measures of
rehabilitation service outcomest the individual level, the intervention is designed to
improve client and provider communication, care and services, and satisfaction with the
rehabilitation encounter and @oime. The provider who delivers the intervention should
be sensitive to the clientdés cultural backgr
of the individual based on his or her race/ethnicity or culture alone, which can lead to
stereotyping (Kleinmaand Benson, 2006).

At the systems level, the organization should ensure that the client is matched
with a person of the same ethnicity and use the native language of the client during the
delivery of the intervention. Because cultural competency hasldean a popular
intervention across many disciplines, we review the literature to determine the beneficial
effects of cultural competency among ethnically and culturally diverse individuals with
disabilities.
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f. Developments in Standards of CulturalCompetency

Since the 1990s, U.S. professionals and organizations involved in rehabilitation
and health care have worked to formulate recommendations, guidelines, action plans,
standards, and mandates to ensure that rehabilitation and healthcare grtacdiies,
and professional organizations develop and use culturally competent clinical practices.
Below we discuss some of the seminal developments that have helped shape this
important and continually developing area of inquiry and practice.

Cultur ally and Linguistically Appropriate Services in Health Care(CLAS)
standards Key among these developments is the s€lAAS standardshat were
developed in 2000 for healthcare organizations by the Office of Minority Health (OMH)
at the Department of ld¢th and Human Services. These standards originated in 1997
with the purpose of remedying the patchwork of independently developed cultural
definitions, principles, practices, and requirements in the healthcare arena; hence, they
represent a consistent acmimprehensive approach.

The CLAS standards consistmfindates, guidelines, and recommendataomb
are organized under three general categories as outlidggpendix A: culturally
competent care, language access services, and organizationalstgpmrtturally
competent practices. These standards advocate cultivating cultural diversity in the
employment and training practices of providers and staff, and ensuring that consumers
receive respectful and culturally appropriate care, including lamgseryices and
materials. The OMH strongly encourages other stakeholders to apply, adopt, and adapt
these standards in health care and rehabilitation settings. For example, individual
providers can use them in their rehabilitation practices, policyma&arase them when
drafting legislation, and they can also be useful for the agencies that accredit and
credential health care and rehabilitation professionals. However, few rehabilitation
providers are aware of these standards.

Joint Commission for the Accreditation of Hospitals (JCAOH). Another
important player, the JCAOH (2008), regards the provision of culturally and
linguistically appropriate healthcare as an important issue in quality of care, and as
central to the delivery of client or patiecene r ed care. An i ndividual 06:
his or her own healthcare is important to ensure accurate diagnosis, assessment, and
treatment; in fact,the commission regards it as a fundamental right. Appropriately, then,
over recent years the commission hstalalished and issued several standards that govern
the practices in a variety of healthcare settings, including hospitals and ambulatory care
facilities, aswell as longterm and home care

These standards establish the provision of culturally and lithcallg appropriate
healthcare services for patients/clients as well as organizational supports for rehabilitation
and healthcare providers and facilities. Among the points covered in these standards are
respecting the values, beliefs, and traditionsdhaimportant to clients/patients as well
as involving them integrally in their care, including the processes of diagnosis,
assessment , educati on, decision making, cons
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organizational supports include ensuring diversitgrofessional management and
staffing of facilities, providing culturally appropriate orientation, training, and
competence, and ensuring the equal provision of care and services to all clients/patients.

Despite the CLAS standards on culturaingetency and others still under
development, service professionals and researchers do not have adequate guidelines on
cultural competency and preferred practices in disability and rehabilitation. Moreover, it
is difficult to translate cultural competencsaptices into identifiable, observable, or
measurable behaviors (Geron, 20B8ce et al., 2005). The result is that researchers do
not know if, or to what extent, cultural competency interventions have an impact on the
experience of culturally diversei@ht/consumer populations.

Widespread evidence indicates that cultural competency training improves the
knowledge, attitudes, and skills of service providers. But these positive gains have not
been linked successfully to consumers. An important queséeds to be explored: Does
the cultural competency training of rehabilitation providers translate into better outcomes
for the clients or consumers of these servicksthis next section, we introduce a
conceptual framework that was developedjcaza, SuarezBalcazar, TayloRitzler,

& Willis (see Balcazar, Suar®alcazar, Willis, & Alvarado, 200%t the Center for
Capacity Building on Minorities with Disabilities Research (CCBMDR) at the University
of lllinois at Chicago. We think that this framerk is broadly applicable to this review.

In the next few sections, we provide an overview of how and why this framework helps
guide this work.

g. Conceptual Framework on Cultural Competency

Our cultural competency framework has three main compo(igaksazar et al.,
2009, see Figure 1). The model assumes that individuals (in this case the movider
interventionistand the clientare willing to engage in the process of seeking cultural
competence. Although the model focuses on service provitees) also be applied to
providerconsumer interactions, quality rehabilitation care, and the consumer level
outcomes that result from particular cultural competency praciibesthree components
are critical awareness/knowledge, skills developmentpag@hizational supports.

Figure 1
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First, criticalawarenes#nowledge whi ch i s an i ndjvidual 6s
reflects an understanding that we all have personal biases towards people who are in any
way different from us, and involgea critical examination of our own position of
privilege in society, including class differences and experiences of oppression. This
process of selfeflection initiates a dialogue that is intended to allow participants to
examine their personal attitudiesvard others, and to foster views about acceptance,
inclusion, and consideration of the rights of others.

Cultural knowledge is part of critical awareness and leads one to become
familiar with othersé cultusystdmsanhar acteri st
behaviors. Several researchers (dgininger, 2002Purnell, & Paulanka, 199&ue et
al., 2009 have conducted detailed reviews of the complex cultural characteristics of
multiple ethnic or national groups, particularly regarding he@iited practices, rituals
associated with birth and death, nutritional practices, and the meaning of disability.

Second, service providers can deveatatiural competency skillsand abilities
for becoming culturally competent, which includes professionalitrg and development
of skills thougheducationpractice and experience by way of several engagement
processes that often occur together. These processes include criticeflsetion,
exposure, and repeated encounters with other groups (or indsvitia disabilities).
They can also apply their acquired knowledge to interactions with others and ask for
feedback from members of the target group. However, individuals must be motivated to
become culturally competent in order to engage in the protfessiely.

This issue explains the great variability among individual service providers even
in organizations where cultural competence is actively promoted or encouraged. In our
experience, if people are to develop cultural competence, they mustibg wilengage
in a series of practices and services, be open and willing to accept individuals from other
culture(s), employ netraditional interventions or change procedures to fit individual
needs, and challenge racist practices, discrimination anesgipn when they see them.

Probably the most difficult part of addressing cultural competence is developing
the specifidehaviorsandorganizational practicesand supportsthat will improve
professional sé ability t oway.dhisiproeessassanes i n a
that the organization has policies and pragtis t hat supopeffortstost af f me ml
engage and interact with clients in a culturally competent way.

Appendix B provides examples of how the culturally adapted tools anegsést
that we extracted from studies selected for this review best fit into this three tier multi
dimensional modelThese practices and supports include a combination of activities
of fered by the provider 6s i mesnmunitywcenierpar (cl i ni
program, including providing services and educational tools (i.e., video) in the native
language of the client (Brown, Duchin, & Villagomez, 1992), providing culturally
relevant psychotherapy servigdgatt, & Navarro, 1997)matchingclients with
providers on an ethnic or gender basis if clients are interested in such a match, and/or
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providing opportunities for family members and community advocates to engage actively
i n t he -gdingrehalilitation axtivities.

h. Findingsfrom Related Narrative Studies

To provide some perspective on the relevance and place of this systematic review
and meteaanalysis in the current cultural competency literature, it is important to consider
related work that has been conducted and puddist date. In this section, we present
findings across three perspectives: provider, system, and individual.

Provider Perspective For exampleBeach et al., (200®ompleted a systematic
review of cultural competency of educational interventionstibatth care providers had
adapted to improve cultural competency. Their research focus was identifying which
providerlevel educational strategies are effective in improving the quality of care for
racial/ethnic minorities.

Anticipating heterogeneity ithe available literature, they chose to conduct a
systematic review rather than a mataalysis. In their review of 34 studies, they found
little uniformity across studies in the measurement of outcomes, which made it difficult
to assess whether, and #dent to which culturally competency interventions impact the
attitudes, knowledge, and skills of healthcare providers. For example, some studies tested
providers on cultural concepts and others tested them on cultural knowledge, but, no two
studies usethe same assessment tool.

Moreover, the various studies measured a wide range of attitudes and skills, such
as socialization and behavioral, but again, no common assessment tool was used. Still,
the team did find strong and convincing evidence thati@llcompetency training
interventions were effective: 17 of 19 studies showed improved knowledge, while 21 of
25 studies showed improved attitudes, 14 of 14 studies showed improved skills. They
also found evidence that such interventions positively atgabpatient satisfaction, but
little evidence that they impacted patient adherence to recommended treatment regimens.
None of the studies examined the impact of these interventions on patient health
outcomes and only a few addressed the monetary castslotraining; these
deficiencies, then, point to needed areas for future research inquiry.

Al t hough these findings are promising, th
(2005) was limited in certain respects. First, the authors only reviewed mabdisidies;
hence, their findings may reflect publication bias, as published studies are more likely to
show that such training has a positive effect. Second, they limited their review to articles
in English, beginning in 1980. They also limited theous to interventions aimed at
educating healthcare providers rather than at the full range of strategies and interventions
that provide culturally and linguistically appropriate services. Moreover, Beach et al.
devised their own criteria to assess thergjth and impact of the cultural competency
interventions they considered in their systematic review, as none existed for use with
educational interventions.
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Systems Perspectivinderson, et al., 2003) undertook a systematic review to
examine the effeiteness of five interventions to improve cultural competency in
healthcare systems. Specifically, they examined studies that: 1) recruit and retain staff
who reflect the cultural diversity in the community served and; 2) train healthcare
providers in cultual competency; and that also use 3) interpreter services, bilingual
providers, or 4) linguistic and culturally appropriate educational materials; and 5) occur
in culturally specific healthcare settings. Anderson et al contend that a culturally
competent Balthcare setting should include an appropriate mix of these five elements.

Overall, the team led by Anderson could not determine the effects of any of the
five interventions, for one of two reasons. In some cases, there were no or too few
comparative widies. Also, some of the studies examined measured outcomes that were
not the specific foci areas of their systematic review, which included inappropriate racial
or ethnic differences in use of health care services or in recommended or received
treatmerg and improvements in healthcare status or in client in client satisfaction with
care received. For example, they did not identify any studies on recruiting and retaining
culturally diverse staff or on culturally specific healthcare settings

Moreover,with respect to the use of interpreter services or bilingual providers,
they identified only two studies, one of which they dismissed because of its limited
quality of execution. The other study had only a fair quality of execution and, hence,
provided irsufficient evidence to determine effectiveness. They did identify six studies
that instituted linguistically and culturally appropriate health education materials but
again they evaluated five of the six as having a fair quality of execution at beisigleav
only one study for assessment. Although their study is disappointing in terms of the
review and assessment they were able to
important in that it highlights the paucity of research in this important aredtofatu
competency scholarship and, correspondingly, identifies inquiry that deserves attention.

Both Individual and Systems Perspecti@sode et al., (2006) conducted a
review that is more targeted in its assessment of the type of interventionaeskami
They focused on the impacts of cultural and linguistic competence in health and mental
healthcare with respect to costs, benefits, health outcomes, and well being. They
characterize costs and benefits as a complex issue, as it also involves lasgiaetsof
these interventions, including staff turnover, liability risks, and market share. They find
evidence that the business aspects of developing cultural and linguistic competence are
underway or in process, although considerable work remainsgags they identify in
research inquiry.

Encouragingly, they find that some studies specifically examine the liabilities
associated with patieqprovider communication, informed consent, and failure to comply
with Title VI of the Civil Rights Act. Unbrtunately, though, they find that few studies
examine the link between cultural and linguistic interventions on staff turnover and,
overall, market share. Moreover, and importantly, few studies address the costs and
benefits associated with implementingerventions to improve cultural and linguistic
competency interventions.
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With respect to evidence on health outcomes and well being, findings are

promising, although additional research studies are needed to advance the evidence base.

It is noteworthythat no studies address ultimate health and mental health outcomes
although, encouragingly, the existing studies do demonstrate improved intermediate
outcomes in a number of areas, including
pressure, chogerol, body mass index, emergency room visits, and risky lifestyle

behavior such as smoking. Existing studies also demonstrate improvements in nutritional
intake and increases in cancer screenings among study participants.

Consistent with their assesent, Goode et al. (2006) acknowledge a number of
limitations in the current literature base, which correspondingly point to areas of future
research inquiry that deserve attention. These limitations include the use of differing
definitions, models, anddmeworks of cultural competency and a narrow focus and
scope, as studies tend neither to focus on nor solicit the input of diverse communities in
identifying research issues, questions, designs, or in disseminating results, and primarily
focus on the prdice or service delivery level, and are generally of limited duration.

They also fail to define their methods clearly, and encounter problems in
collecting and analyzing data on race, ethnicity, and culture, as the definitions,
conceptions, and modelsamdiffer or be inconsistent across data sets. Finally, they
found that funding limitations and specifications may influence studies and findings; for
example, they my focus on special interests, or be disgesific, smalscale and/or
noncollaborative, and are rarely longitudinal.

Specific to adults with type 2 diabet&ghittemore (2007) offers a useful
synthesis of studies that focus on selinagement interventions that were modified to be
culturally competent for underserved Latinos. In tiasrative review, the researcher
identifies 11 studies and provides detailed information on the effective use of different
types of culturally relevant strategies to improve chlientl clinical outcomes,
behavioral outcomes and knowledge, an approaathatiyns well with our review. For
example, providing interventions in the native language of the participants was a
common strategy for ensuring cultural relevance.

Other culturally relevant strategies included the participation of family members
or ommunity members of the same culture; having bilingual professional staff of the
same culture, providing interventions in a community setting, providing a social
emphasis or support groups and/or having a cultural emphasis in the content of the
interventian (ie., types of food, health beliefs) and health literacy consideration, to name
a few. It is important to note that many of the studies included in this review had many of
the methodological limitations (e.g., high attrition, moderate attendance) otted i
crosscultural studies of this nature. Given the heterogeneity of outcomes across the
studies, Whittemore (2007) could not conduct a raetaysis.
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i. Findings from Related MetaAnalyses

In terms of previous metanalysis work, we found a diertation by Griner (2005)
and a published study by Griner and Smith (2006), based on his dissertation findings that
are relevant to our review question. The two researchers (2006) conducted a meta
analysis of 76 studies of interventions employed in trmgext of mental illness. Their
analysis finds an overall, positive effect of culturally adapted interventions across a
variety of mental health illness conditions and outcome measures. For example,
indications are that interventions may be effectiverwtaegeting or adapted to a specific
cultural context, as interventions were four times as effective when provided to persons
of a single race, compared to mixed races. In evaluating whether these were more
effective acr oss dies, ttleniciges, geaders,iand aqeudturationc i pant s
levels, Grinner and Smith found moderating effects; for example, studies that included
older participants and a higher percentage of Hispanics/Latinos had greater effect sizes
than studies that included youngarticipants and fewer Hispanics/Latinos.

Additionally, and counter to previous research, Griner and Smith (2006) found
significant, positive effects for interventions that ethnically matched clients and
therapists. In studies that matched client andaghist relative to a language, other than
English, the intervention was twice as effective compared to a control group without such
a match. They also analyzed other factors, including cultural conterREngish
services, cultural consultants, outreaebruitment, extra services, reading
accommodations and staff sensitivity training, and found similar promising and
noteworthy findings, although they caution that these may be unreliable due to an
inherent error in their coding scheme. Simply put, tretrasted studies that included
variables with studies that did not report adaptation but may still have involved
adaptation.

Although these findings are encouraging for future developments in cultural
competency as are the reviews discussed abovenétésanalysis also demonstrates
certain limitations. One is that the results of any raei@ysis depend on the
characteristics of the studies included in the analysis, including the research design,
procedures employed, and overall quality of the stusiyen that their work is the first
one relative to culturally attuned mental health interventions, Griner et al. (2006) did not
discriminate, but included all the available related research studies, regardless of quality.

Moreover, some of the studidgey assessed were not specific about the details of
the cultural components adapted for the interventions, which made it difficult to assess
which cultural adaptations are most effective. Also, data was rarely disaggregated in the
studies used; hence, theould not detect withkgroup differences and trends, such as
mi ni mal measurable i mprovements in persons?®o
condition(s) actually worsened.
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The Need for a Systematic Reviewl he evidence for culturally adapted
competenyg interventions, as a mechanism for reducing disparities and improving
rehabilitation outcomes for individuals with disabilities of diverse cultures, has been
generally accepted but is still difficult to assess. The majority of the primary studies
reportedn the literature were more qualitative than quantitative and have relied on
retrospective and correlation studies methods, and thus not on causal inferences.

In fact, of the few narrative reviews, most focused on outcomes at the levels of
providers, orgnizations, and/or systems, with few attending to on clients themselves.
The studies by Goode et al., (2006) and Sue et al., (2009) provide a comprehensive and
current case for cultural competence mental health interventions at various levels, and
they pont out the need for empiricallyased studies.The metaanalysis conducted by
Griner (2005; Griner & Smith, 2006) suggests that culturally adapted interventions
improve the outcomes for culturally diverse individuals with mental health conditions,
but we could not include his study in our analysis as he synthesizes research that includes
both children and adults and he uses a mix of methodologies.

The purpose of this review is to apply a set of a priori systematic procedures
leading to a metanalyss of studies with adequate controls to produce the least biased
estimate of the effect that <cultural compete
rehabilitation outcomes. To control the threat of variation in internal validity of a
particular research designe limit our review to studies that compare treatment and
control groups. That is, we have limited our review to studies that use randomized
control trial design (RCTSs).

[ll. OBJECTIVES

This review differs from previous reviews in this area of cultooahpetency in at
least five ways. First, we offer the first comprehensive look at the way that elements of
culturaly adapteccompetency interventions impact rehabilitation service outcomes for
ethnically and culturally diverse individuals with disai#é, who are 18 or older.

Second, we include intervention studies that only use-dugtty randomized control

trial (RCT) design for our metanalysis, one not used in previous reviews. Third, we
limit the inclusion criteria so that we focus on adli#rt/consumer level outcomes.
Fourth, we offer an international perspective on cultural competency beyond the U.S.
Fifth, we provide a broallased holistic perspective on outcomes for culturally and
linguistically diverse individuals with disabilities.

Thus, the primary objective of our review has been to examine whether or not the
effects of such interventions had an impacteimabilitationoutcomes. The second
objective was to examine how the additive use of culturally adapted interventions results
in beneficial outcomes in a wide variety of areas. These Hyased clientevel
outcomes include knowledge and understanding of the condition, functionality status, and
behavioral, psychosocial, and attitudinal aspects of disability. Our research mas&so
Do evidencébased culturallyadapted competency interventions improve rehabilitation
service outcomes for culturally diverse individuals with disabilities?
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IV. METHODS

The studies used in this medaalysis were located using a comprehensiaeche
of published and unpublished literature between January 1980 through 2009.

In the first part of this section, we describe the retrieval tools we used, beginning
with our inclusion and exclusion criteria. We then describe the databasssaaoll
strategies we used to identify relevant studies, andceening and study selection
procedures, and finally oaoding procedures and a breakdown of study characteristics.

The second part of the section focuses specifically on the methods we used to
prepare for the metanalysis. We explain methodological quality, summarize our data
extraction procedures, and describe our effect size calculations, procedures, and analysis.

a. Criteria and procedures for Inclusion/Exclusion

Several eligibility critela were used to either include studies or to exclude them
from further consideration.

Inclusion criteria. Studies selectefr this review met eight criteria

They were published in any language betw®@80 and the present.

They included participantages 18 and oldewho have a disability.

Theyused a culturally adapted competency intervention.

They conducted the interventionnehabilitation and health care settings,
including at hospitals, clinics, and community settings.

They included outcome @asures; among them measuregdisdbility symptoms
patient/client knowledge of disabilitgnd attitudinal and belief systems about
disability; as well as behavioraleasures and psychosoaiaasures

6. They used randomized control trials (RGiHere merbers of a control group
received treatment as usual and the treatment group received a culturally adapted
competency intervention

7. They reported sufficient quantitative data to enable us to calculate an effect size.
8. They provided an adequate kxmation of their cultural competency strategies.

PpwnhPE

o

Exclusion criteria. Eight other criteria were used to exclude studies from the
review: Studies that were excluded had the following characteristics.

1. Theyused one group prand posttest degin and/or quasexperimental designs
(QED).

2. They were crossectional or correlationghre-experimental, evaluation studies,

retrospectivegr expostfacto designs.

They used baseline data or delivered no intervention/treatment.

They used children and youth, under 18 and/or individuals without disabilities.

> w
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5. They identifiedndividuals as substance abusers (those who smoke and/or use
recreational drugs or alcohol).

6. They reported cliedievel physiobgical/biological outcomes.

7. They did not have a clear treatment group that received a culturally adapted

competency intervention) and a control group that received standard care.
8. They did not provide adequate quantitative data todenalio calculate an effect
size.

Some additional explanations are required for our decisions to exclude certain
studies. For example, because children and youth differ so much from adults in their
social competencies and life experiences, we focusedwhcentered research rather
than combine cultural competency studies that focus on both adults and children or youth
as earlier narrative reviews and matalyses have done.

In fact Punch (2002argues that research with children is potentidififerent
from research with adults mainly because of gukriteptions of children and children's
marginalized positiom adult society but least often because children are inherently
different.

We decided to exclude individuals who smoke and/or use temrabdrugs and
alcohol in this review because they often have behavioral and motivational differences in
their approach to disability management and healthy living, compared to those with other
kinds of disabilities used in this review. We also didinolude studies that focus
primarily on family, provider, organizational and/or system level outcomes as their unit
of analysis as mentioned earlier in this review.

Finally, we excluded studies that used culturally adapted interventions for
participans that represent the majority population of a country. For exaZipeg,
Young, Lee, Li, Zhang, Xiao, Hao, Feng, Zhou, and Chang (28fi#jucted atudy in
China of Chinese individuals with generalized anxiety disorder; it clearly had elements
that metour inclusion criteria. However, cultural competency plays out differently in
Asian and Western societies, and the majority of study participants in the U.S. are
considered to be members if a minority group. This process of exclusion, including
studiesi ke Zhangoés et al ., (2002), is further de¢

b. Information Retrieval and Search Strategy to Identify Relevant Studies

Overview of Databases.We attempted to identify and retrieve the entire
population of studies that meetranclusion criteria, as we described belowe used
several strategies to obtain published and unpublished studies that answer our research
questionl n addition to a Campbell 6s(RM@f or mati on
databasesRothstein, Turner, & avenberg, 2004) weonsulted other social scienaed
specialized databases, journal articles relevant to the topic, annotated reference lists,
conference proceedings, government documents, and other sources as appropriate.
Throughout this processwe werld wi t h Ms . Kat herine Hanz, th
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retrieval specialist, and with other librarians. Wentifieddatabases relevant to the
rehabilitation, health care, mental health, and social science fields and created search
strings (keywords anBoolean operators) to develop a search strategy that would be
transparent and replicable.

Table 2provides a comprehensive listing of all the databases we consulted for
this review.

Table 2: Databases Searched

SubjectSpecific Databases Medline

ERIC

Ps/cINFO

Health Sciences: SAGE Full text
Social Services Abstracts
Rehabdata (NARIC)
CIRRIE

Social Work Abstracts
CINAHL

EMBASE

Health Source

Interdisciplinary Databases ISI Web of Knowledge

Science Direct

ProQuest Dissertation and Theses
Academic Search Bmier

Primarily International Databases Canadian Research Index
CBCA Education

British Education Index
Australian Education Index
Francis

PAIS International

These databases included interdisciplinary databases such as Academic Premier
and ProQuest Disgation and Theses, as well as those that focus more specifically on
health care, disability, mental health, rehabilitation and the social sciences, such as
Medline/PubMed, CINAHL, Psycinfo, Social work and Health Reference Center, Rehab
Data, along with ERC databases and pribased subject indices.

In addition to U.Sbased databases, we also searched in international databases
given the universality of the topic of cultural competency in nations around the world.
We made efforts to search in Britisbanadian, and Australian databases to ensure that
the scope of the research would not be limited to the U.S.
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Search Strategy. First, we developed a core strategy for MEDLINE, accessed
via PubMed, based on the analysis of Medical Subject Headings (Vé&tfsHext
keywords of relevant articles identified a priori. The search strategy was tailored slightly
for each database, but in general we consi de
AEducati onal i ntervent i dabled Thetwd cofurnissrabi | i t yo
Table 3contain the three concepts and the subject headings and related key terms that we
used for the intersections of the constructs used for this topic. Where appropriate, terms
were truncated and not all terms were used in eaaiftls, as each database required a
slightly different strategy.

For each database and site we searched, we recorded the date the search was
undertaken, the title of the database, and the name of the host, the range of dates covered
in the database, timber of hits, and the results. An essential component of our search
strategy was using key term and subject heading searches of the electronic databases

Table 3: Key Search Terms and Descriptors

Cultural Competency cultur*; cultural competenc?;

culturally competent; transcultural*;
cultural literacy; cultural awareness;
crosscultural training; cultural education
cultural characteristics; cultural diversity
cultural sensitivity; ethnic groups

Educational Interventions intervention*

educat*

train*

professional education
professional training
educational initiatives

Disability disab*
disorder*
disease*
health*

Search Strategy Limits. Where appropriate, we restricted the searches using
threelimiters: the date range of 1980 to present, the agedidi8 and over, and the two
desired methods of randomized control treatsl metaanalysis reviews.

We ran electronic searches in relevant databaselpas inTable 3. In

addition, we developed a comprehensive search strategy that listed thie &egwibrds,
strings, and Boolean operasarsed in each database.
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Table 4providesan example of one such attempheasteriskshown in the
example is a wild card symbol: it allowed us to find all words that began as typed with
any possible endingiall the database$-or example, we used the abbreviated descriptor
(e.g.,cultural compentenc*) to search databases that used the term in different ways so
that it would bring up studies that used a variation of the term such as "cultural
competemtceutrafily competent, "™ and/ or fAcul tur e

Table 4: An Example of Search Strategy

(cultural competenc* OR culturally competent OR transcultural* OR cultural literacy OR
cultural awareness) AND (intervention* OR educat*) AND (disab* OR disorder*
OR disease*)

In addition, we have included a table of specific keyword and Boolean strings for
each of our database searché#hen possible, we attempteduse controlled
vocabulary, that ithesaurus descriptors, or subject terms. The terms usttbfor
Adi sabilityd concept were selected to avoid
and chronic diseases.

Hand Searches and Grey Literature. In addition to conducting hand searches
in electronic databases, we examinedréierence sectits of included studies as well as
relevant documents/ studies to determine if any cited works might be relevant to our
topic. This was necessary since some articles are not included in electronic bibliographic
databases, and those that are may not hdee &ihd abstracts that are sufficient for
identifying eligible studies.

Although we attempted to locate additional studies by searching websites
maintained by state, national, and international organizations that have conducted studies
on our topic, noe met our inclusion criteria. These include government agencies research
organizations, foundations, archives and clearinghouses. Additionally, we conducted a
general wekbased search using keywords through Google and Yahoo search engines.

All of these garch strategies and results are providedjppendix C and D.

Personal Contacts.We also made personal contacts with key researchers who
have published widely in the field. Three key examples are: Dr. John StoneCafrites
for International Rehabthktion Research Information and Exchange (CIRRIE) at the
State University of New YorkDr. Sue Stanley of thBeepartment of Psychology,
University of California, Davisand Dr. Suzanne Bronheim of tNational Center for
Cultural Competence, Georgetownitgrsity Center for Child and Human
Development

We also contacted disability scholars and researchers who may have studied
cultural competency in the context of rehabilitation and disability or who were authors of
a study being reviewed that had mmgsdata that we needed in order to proceed with the
metaanalysis. These scholars included Dr. John WestbrobIiC&fDR and the
Disability Research to Practice Program atSbethwest Educational Development
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Laboratory(SEDL) and William Gaventa ghe Elzabeth M. Boggs Center on
Developmental Disabilities at the Robert Wood Johnson Medical School,

We also contacted federal agencies such as NIDRR and NCDDR to inquire about
specific investigators in the rehabilitation field, funded by those agendwesans
studyingthe nexus of disability, race and culture. Additionally,ceatacted and
solicited the work ofrarious researchers who have been the first author on two or more
articles on cultural competency and consumer outcomes in the past ten years.

Retrieval Procedure Once we identified studies through these searches, we
retrieved them through the dine library system. Those studies not available at the UIC
library were obtained via interlibrary loan, or we requested them directly from the
author(s). Because our search uncovered a fairly good number ofthighty, RCT
published studies on our topic, we decided not to include studies that have a culturally
adapted health prevention component given the different client characteristics of such
studies.

Each study was coded for participant characteristics such as age, race/ethnicity,
gender, disability/medical condition, so@conomic status, predominant language and
the number of participants in the experimental and control or comparisqusgrivu
addition, we coded for publication characteristics, provider characteristics (ethnic match
between provider and client) and intervention characteristics (treatment delivered in
primary language of the participant).

Screening and Study Selection®cedures

Title and Abstract Screening ProcedureWe obtained a total of 3022 studies
through a comprehensive search for topic relevance and research design quality based on
the title and abstractwo reviewerdRG and RHYeviewed all of these citatigrto
determine initial eligibility for the study.

I f we were uncertain about the studyods
abstract, we obtained the full text version of the sfodyurther review. In some casis
was also necessary to obtaditional informatiorabout the studfrom various study
authors before the team could determine whether or not to inclindihe review.

Full-Text Screening Procedure.Once a set of studies passed the initial
screening and full texts wereahable,two independent code(RH and DK)made the
final determination of eligibilitylf we disagreed or were unsure we sought final input
from our thirdreviewer (NP)on whether to include the study in the matelysis.
After judging these 3022 titles and@bstracts, we retrieved 179 full texts, and examined
them for inclusion. In addition, we identified 9 articles when scanning bibliographies of
relevant articles in the field and 2 additional studies follgmstudies. After careful
review of the full tex¢, we decided to exclude a total of 157 studies, which are listed in
Appendix E. Common reasons for exclusion were that the study did not meet, one or a
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combination of our criteria. It also includesntains a list of the prevention studies,
which we plarto use for a future systematic review/matelysis projectThis left us
with 22 intervention studies for analysis, all of which were described as randomized
control trials(See Appendix F. Figure 2 showsthe process abur database search.

‘Figure 2: Flow of Included Studies

Number of studies assessed for eligibility
(Total n=3022)

Studies excluded after judging the study
titles and abstracts (n=2,800)

e Children and/or youth under 18

e Participants are identified as substance
abusers (those who smoke and/or use
recreational drugs)

¢ No culturally adapted intervention and/or

obvious control group

¢ No disability

¢ No quantitative outcomes to enable us to
conduct a meta-analysis

¢ Cross-sectional, one subject-design,
correlation, or secondary studies

¢ Conducts a pilot, baseline study, or an
evaluation

Potentially relevant
studies identified

and screened for

full text retrieval

Inclusion Criteria

e Published in any language between 1980-present

e Involve participants,18 and older, who have a
disability

¢ Provide adequate explanation of the culturally-
adapted (CC) competency intervention

¢ An rehabilitation outcome of any kind (except
physiological/biological outcomes)

¢ Adequate data that allows us to conduct a meta-
analysis

e RCTs (where the control received treatment as
usual and the treatment group received a
culturally adapted intervention)

Exclusion Criteria
® Has no culturally adapted intervention
and/or control group
e Uses one-group pre- and post-design or
quasi-experimental design
o Data is missing or inadequate to enable
meta-analysis

e Qutcomes are at the level of provider or
system rather than client

o Uses only biological/physiological outcomes

o Health promotion/preventative studies

e Unit of analysis is at the family, provider,
organizational, or systems level

e Inadequate data is provided to calculate an
effect size

Total Studies Included for
Meta-Analysis:
n=22

y

Dropped Studies
n=157
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c. Codng Procedures and Categories for Included Studies

Working independentlygach of uxoded the 22 full texts carefullysing tre
coding scheme developed for the reviGedAppendix G for Coding Sheet).
Throughout this process, we decided whether eady sthould be included or excluded
and recorded owodingrelatedreasons for these decisiona/e then compared notes
and resolved any differences in our coding responsesdo articleAll studies were
coded for design, participant, intervention, audcome characteristics as described
below.

Research Design CharacteristicsOur review of studies was broad, but limited
to quantitative research that permitted causal inferences. We indobjestudies using
randomized control trials (RCTin which participants were randomly assignedte t
experimental andontrol groupgprior to intervention. Theontrol group typically
represented the condition of standard care o
that did not include control or comparisgroups.

Participant Characteristics. The participants in the included studies were
culturally and ethnically diverse individuals with disabilities, 18 years of age and older,
and receiving some kind of rehabilitation, mental health, and healtherarees

Intervention Characteristics. As discussed earlier, interventions to improve
rehabilitation outcomes can be directed at individuals with disabilities, family members,
providers, or the rehabilitation and health care systems. In this revientleliel
interventions included those directed at improvedms@hagement behaviors, including
diet, physical activity, treatment adherence, and appropriate use of rehabilitation services,
along with oneds under st anitdbeletsandf di sabil ity
psychosocial and quality of life measures.

Although different types of intervention were used across the 22 siudies
traditional individual and group therapy, cognitive and behavioral therapies, medication
and mixed approaches, and a @amation of unique approaches (use of home health aide,
priest, or peecounselord our focus was on the cultural adaptations during the
intervention. All interventions and health care services were provided in a clinic/hospital,
mental health facility, msing home, independent living center, or a commtingtyed
setting.

The list that follows summarizes the types of interventions provided to each
treatment and control or comparison group. Eight other dimensions of the intervention
were also consideredhe (1) duration of the intervention based on beginning and end
dates/points; (2) the number of sessions; and (3) time spent in each session; (4) the
structure of the intervention; (5) who delivers the intervention; (6) setting in which the
interventionwas implemented; (7) race/ethnicity of the provider(s); and (8) language
used if other than English.
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The 22 studies that we selected included the following types of culturally adapted
competency interventions were included in these studies:

A

™

o o o o

Disability/disease management and education (e.g., education on dia
cancer, HIV/AIDS, schizophrenidevelopmental disabilitie®tc.)

Culturally adapted mental health, rehabilitation or treatment intervent
(e.g., independent living skills, support grouklls training,
rehabilitation)

Racial/ethnic match of consumer and provider

Language or linguistic matching via use of interpreters and/or transla
written materials

Inclusion of cultural concepts, values, examples in the intervention
(collectivism,story-telling, etc.)

Health literacy or disability literacy
Consultation/collaboration or partnerships with family members,
community leader, or spiritual leader

Use of culturally tailored media tools (e.g., videos, ethnic newspaper:

Health promotioror disease prevention efforts
Immersion in a multicultural environment

Outreach to ethnically, racially, linguistically, and economically divers
communities

Outcome Characteristics. A final set of characteristics applies to the clievel
outcomeghat each study reported. For our purposes, each study had to report the
intervention effects on at least one of several rehabilitation outcomes measured on
individuals with disabilities.

In this review, we examined brodised rehabilitaticoutcomessuch as
rehabilitation service use, disability knowledge and-selhagement, cliefgrovider
communication, satisfaction, complianedjtudinal and health beliefs, qualivy-life,
well-being, and improved functionality and sympton&udies Wwose measges focused
on physiological or biological outcomés.g., blood glucose levelg)ere not included in

this review.
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The list that follows provides examples of outcomes we used on our coding sheet
based on our review difie literature. These inded:

A Increased access to the rehabilitation system

Increased service use in rehabilitation system (increase in purchasin
therapy(guidance counseling, PT, OT)

Increased disease management or disalilapagement (e.g., improved
psychiatric/psycholagal symptomsetc)

Increased in consumer awareness, knowledge and skills
Increased service acquisition or health screenings

Improved provideiconsumer communication

o o o Do Do Do

Increased followthrough in rehabilitation and treatment activities (e.g.
kept appoitments)

™

Increased adherence to or compliance with rehabilitation/treatment
activities

Improved quality of care/support

Improved patient/client health status and/or functionality

Improved service related outcomes, e.g., employment or independen
living

Increased satisfaction with services, wading or quality of life (e.g.,
greater sense of control and empowerment, greater sense of occupa
and vocational functioning)

o o o o

To ease the identification of key outcome measures, we decided to report
outcomes directly from the studies reviewed rather than categorize them based on the
above listing. We then grouped the outcomes from all 22 studies based on their content
(e.g., psychological/psychiatric functioning, knowledge and understanding of it§gabil
into the five broaebased rehabilitation outcomes listed below. Below we provide a
definition and examples of the measures that fall into each category.

Category 1 Disability symptom-related outcomes These measures included a
self-rating depresion scale, a clinical rating scale and a subjective depression rating scale
for depression. Other instruments measured psychiatric symptoms, anxiety sensitivity,
panic attacks and their severity, PTSD and hyperarousal PTSD, neck panic attacks,
flashbackseverity, positive and negative psychiatric symptomsxperiencing of
PTSD, and exacerbation of schizophrenia.
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Category 2 Patient/client knowledge of disability There are various client
level knowledge scales pertaining to their specific disabfity example, they measured
knowledge of diabetes, knowledge of physical components and knowledge of symptom
management and medication management. Several were related to HIV/AIDS:
knowledge of the condition itself, of related misconceptions and ofrtezettelated
knowledge/misconceptions, as well as a score for HIV/AIDs global recognition and
global understanding.

Category 3 Behavioral outcomes These measurgertained to clienlevel self
management of disability and compliance with treatmentspdamedication. Among the
items they measured were physical activity,-séfitacy in exercise, self monitoring, self
care behaviors, and appropriate care, theory of planned behavior, positive and negative
utilization, skills in symptom and medication nagement, and independent living and
mastery of adherence to medication.

Categoryd Psychosocial outcomes. These instr
well-being, selefficacy, and quality of life. Among their titles were Diabetes Health
StatusMental WellBeing, Diabetes Health Status Social Well Being, Total Quality of
Life Global Quality of Life, Specific Quality of Life, Family Crisis Scale and Stigma
Devaluation Scale Score.

Category 5 Attitudinal and belief systems about disability. Included in this
category were measuresth titles such as Attitudes Toward Seriousness, Attitudes
Towards Complications, Measures of Health Behaviors Combined (Control, Barriers,
Social Support, Impact on Job, and Benefits) and Quality of Provider Communication.

d. Assessmentf Study Quality and Risks of Bias

To appraise study quality, we used a coding scheme developed specifically for
that purpos¢SeeAppendixG). We r ecogni zed that the quality
methodological rigor could have a significant impacti@magnitude and the direction
of the treatment effect siz€gpe, Mays, & Popay, 2007In response, we employed the
Risk of Bias Tool (RoB Tool) that is included in the platform Review Manager 5
(RevMan 5), a piece of software that is also used teweand maintain Cochrane
Collaboration Reviews (see Higgins & Green, 2008). By assessing the risk of bias in the
studies, we were able to determine the risk of overestimating or underestimating the
validity of the intervention effect. The RoB Tool assessesypes of bias risks:

1. Sequence generation (randomization)

2. Allocation concealment

3. Blinding of participants, personnel and outcomes
4. Incomplete outcome data (attrition and exclusions)
5. Selective outcome reporting

6. Other (including topkspecific, desigrspecific)
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Each risk of bias is posed as a question. For example, to adureswyplete
outcome data (item 4 above) we might ask whatimmplete outcome data were
adequately addressg&ee Appendix Gfor Coding Scheme Part Il, variabl@631)
That question could be answered in three pos
of bias; O6No6b would indicate a high risk of
lack of information or uncertainty over the potential for bias.

Howe\er, as mentioned earlier, because we identified a good number of
empirically-based studies on cultural competency, we decided to exclude studies that did
not use a randomized control trial (RCT) design.

e. Data Extraction

We extractesbutcome dataicectly from each study that met the criteria for
inclusion. Looking at data outcomes, we recorded key information (e.g., pretest means,
pretest standard deviations, F valutedt, p value, etc.) into an excel database that we
created based on our codistgeets. This information was then entered into the software
that allowed us to calculate treatment effect sizes (see the subsection below on
Calculating Effect Size).

Coder Reliability. Two coder§RH and DK) extracted information from all the
studies ad reports selected for inclusion. Discrepancies were noted and discussed by the
coders and, if agreement was not reached, a third codem@R)onsulted

For this review, weloublecodedall 22 selected studies and reached 1Qt&s-
coder reliabiliy for different study characteristics such as research design (e.g-, quasi
experiment with matched control group), type of outcome (e.g., greater knowledge or
increased skills), level on which the intervention was implemented (e.g., organizational
vs. indvidual), intervention components (e.g., modeling), and participant selection
criteria (e.g., disability).

f. Calculating Effect Size (ES)

The Standardized Mean Difference Statistic (d index; reference) is the primary
metric that we used to calculdtes effect sizes (Lipsey & Wilson, 2001; Littell,
Corcoran, & Pillai, 2008) Whenever préest data were available, we used them in effect
size (ES) extraction. Studies that only reported-fresttment outcomes were coded for
that type of extraction predure.

As is customarily done with studies reporting continuous outcomes, the post
treatment mean of the control group was subtracted from thérpashent mean of the
experimental group and the difference was divided by the pooled standard deYiation o
both groups.
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For studies that only report statistics such as t, Fvalyes, we used conversion
formulae to calculate theiddex for the effect size estimate. All study calculations were
weighted by the inverse mean variance to allow the studibdaxger sample sizes to
contribute proportionately more in any effect size synthesis. All effect sizes were
calculated using a 95% confidence interval were calculated for all effect sizes.

Effect Size Adjustments. We made adjustments to tbalculated effect sizes for
both sample size and assignment/analysis mismatch. In order to maximize the
interpretation of the calculated effect
a standardized mean difference with a small sample Egebrrection factor. When
studies presented results based on a level of analysis that was not consistent with the
participant assignment procedure (e.g., participants are assigned at the group level but
analyzed at the individual level), wdjasted thecalculated effect size using an intraclass
correlation correction, thereby reducing the potential inflation in effect size that would be
associated with a mismatch.

Synthesis of Effect Sizes within Single and Multiple StudiesVhenever a study
reported miiiple outcome comparisons for the same experimental and control group, we
first calculated an individual effect size for each comparison in the study. We then
calculated a study effect size by aggregating all the effect sizes reported in a single study
to obtain a global measure of treatment effect. In this way, the overall intervention effect
size was represented by the mean value of all study outcomes, thereby producing an
average effect size for the study.

In general, effect size means were cal@daising gain scores. These were
adjusted for sample size, and where necessary, also for mismatches between the level of
assignment for cases and the level at which the data were analyzed.

When we examined the potential moderators of the overall ous;amee
aggregated a studybés results only within
variable(s). For example, if a study on the effect of arsaliagement intervention on the
diabetes status of Mexicakmericans measured two outcomes, e.g.;effi€acy and
quality of life, those two effects would be averaged for purposes of estimating the

interventionds overal/l effect on di abetes

outcome measure as a moderator variable, the study would contributecasiz&e¢o the

t

Z €
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Abehavioral 6 variable category, and an effec

functionalityo variable category.

We used only independent findings (i.e. from towerlapping samples) to
estimate effect sizes, by categories of outcoimesexample, multiple effects reflecting

the same outcome type were averaged and when necessary, also weighted by sample size.

We aggregatedutcome effect sizes only when conceptually similar measures were
reported for the same outcome.

The resultingeffect size represents the magnitude of treatment effect for a specific
outcome across all studies reporting that outcome. We did not conduct anstadyss
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syntheses for any variable for which we extracted two or more outcome effect sizes from
the samestudy.

g. Heterogeneity Analysis

The heterogeneity analysis made it possible to assess the amount of variation in
the calculated effect beyond what would be expected due to sampling error. Two basic
models of analysis were available: fixed effects mmtlom effects. Our heterogeneity
analysis involved a twgtage process.

We first synthesized all the data using the fixed effects model. If the result of this
analysis revealed a low level of heterogeneity, we then assumed that the studies were
conducté under similar conditions representing a common population of participants,
and it was appropriate to apply the fixed effects model in interpreting the results.

As a matter of data interpretation, the results derived from a random effects model
allowedus to apply inferences of effect to a population of studies involving culturally
diverse individuals with disabilities or with disabling health conditi®aher than
choosing a single model of error, we applied both models to our data.

We conducted athur analyses twice, once employing fixeor assumptions and
once using randorarror assumptions. By employing both procedures we were able to
examine the effects of different error assumptions on the data outcomes. In the next
section, we interprehe differences in results based on which set of assumptions were used.

h. Sensitivity Analysis

A sensitivity analysis made it possible to assess the potential bias that may be part
of the calculated effect siZ€ooper, 2010)This bias may be presenta variety of
characteristics includingttrition, type of treatment, missing data, sample size, and study
design. At a minimum and, where appropriate, we assessed potential bias using two
techniques: analysis after removing one study at a time, ani@phetion of funnel plots
across five outcome measures.

i. Publication Bias

It is generally believed that data from unpublished studies produce larger effect
sizes, compared to published studi@eoper, 201 Thus, we conducted an assessment
of publication bias using the categories of published and unpublished studies to compare
the calculated effect sizes. In addition, we used a variety of the methods offered by
Comprehensive MetAnalysis (CMA) in order to detect the presence of publicatios. bia
One such method is the Funnel Plot by Precision, which we also used in our review.
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J. Incomplete Reporting of Study Data

When studies reported incomplete data, we contacted the authors to request the
needed information. However, when we did remteive a response, we made the decision
to drop specific outcomes (when standard deviations were missing) or the entire study
(when, for example, only a broad qualitative description of statistical significance was
available). We decided to follow thesepedures rather than attempt to impute any
missing information.

k. Post Hoc Subgroup and Moderator Analyses

We considered important to analyze the impact of specific subsets of potential
study moderators such as characteristics of the desigitjgents, or treatment
conditions. Therefore, we examined a limited number of these moderators, including
types of Treatment, race/ethnicity of treatment deliverers, involvement of significant
others, type of disability, gender of participant and legtineatment.

I. Software. All the statistical analyses were conducted using the Comprehensive Meta
Analysis (CMA) statistical software package developed dmgBstein, Hedges, Higgins,
and Rothstein (2005).

VI. RESULTS

a. Summary of the Research Qestion

Global research question: Do evidencébased culturallyadapted competency
interventions improve rehabilitation service outcomes for culturally diverse individuals
with disabilities?

b. Descriptive Statistics for Included Studies

Table 5summaizes the descriptive results of the selected studies for this review
(See Appendix H for key study features). Twetwy randomized control trials (RCTS)
met the inclusion criteria for our analysis. Several studies did not advance to the analysis
stage beause of one or a combination of reasons resulted in their exclusion (as discussed
in Section 4).

Study characteristics. All of these studies were published in scholarly peer
reviewed journals between 1981 and 2009, with the majority (77.2%) pub$istoedthe
year 2000. A large proportion of the studies were conducted in the U.S. (86.4%),
followed by the United Kingdom (9.1%) and Canada (4.5%). Some of the U.S. based
studies were conducted in specific locations, including Massachusetts, New York,
Cdifornia, North Carolina, Arizona and the Texislexico border.
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Given the multidisciplinary aspect of the topic, the studies selected for the meta
analysis were spread across various disciplines with the majority in medicine/health care,
followed by mentahealth, nursing, ethnic studies, and public health.

In terms ofindividual characteristics the majority of study participants were
females (72.7%) with ages ranging between 31 and 63 years. All 22 studies reported the
race/ethnicity of participantsyith a breakdown of 40.9% Latinos, 27.3 % Asians, 22.7%
Black/AfricanrAmerican, and 9.1% Other (i.e. Portuguese speaking). Taken together,
63.6% of all those participants had chronic health conditions (diabetes, HIV/AIDS, lupus)
and disabilities, and 384 had mental health conditions (e.g., schizophrenia, depression,
post traumatic stress disorder)

Not all studies reported the so@conomic status (SES) of the individual
participants, but almost 60% of those who were described were in low to middle SES.
Regarding education level, 77.3% had a high school education or less, and 4.5% had
attended college; 18.2% of the studies did not report on the educational levels of the
clients who were studied. Similarly, across thesR&lies 45.5% of the study parpants
were unemployed or underemployed and 4.5% were employed, while the remaining half
were coded as fAcandét tell o or Anot reportedo

Intervention Characteristics. All of the studies included in the review are
randomized control trials (RCTs), withtreatment and control group. All treatments
were culturally relevant interventions and all the contreg( for those controls wait
listed or delayed for culturalgdapted intervention) @ve provided care that was
considered standard for individualgth disabilities of diverse cultures. All of the
interventions used the native language of participants to ensure cultural relevancy. The
majority of studies (n=22) provided interventions in Spanish (54.5%), followed by
English spoken by African Ameringparticipants (13.7%), Khmer, (9.1%), Punjabi,

Hindi, and Urdu, (9.1%), and Korean, Viethamese, and, Portuguese (4.5% each).

Another culturally relevant strategy included the participation of family members
or community members: almost 40.9% of thedgts did so, while the remainder (59.1%)
did not. It is important to note thatlarge proportion of these studies (68.2%) included a
team of professionals, family members and community members working together to
support the individual rather than aneaf professionals alone (31.8%). Consistent with
cul tural competency strategies, the majority
percentage ofclieqir ovi der et hnic match while 36. 4% he
and 9.1% did not report on a toh.

The majority of interventions took place at a hospital/clinic (50%), followed by
31.8% in communitypased settings, and 18.2% at a mental health facility. Exactly half
the interventions lasted less than 3 months; 36.4% lasted more than 3 muihthg, a
other 13.7% of study authors failed to report treatment duration.

Another critical factor that was assessed in this review was the use of culturally
adapted competency interventions. Based on our coding scheme, 72.7% of the studies
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used 7 or morelements of cultural competency and 27.3% used fewer than seven. All of
these variables, individually and collectively, are important in understanding the overall
outcomes of our analysis.

In terms of rehabilitatiooutcome measuresthe majority of stdies used a
combination of outcome measures (54.5% ) to assess the status of individuals with
disabilities posintervention rather than rely on a single measure (45.5%). Among these
22 studies, 59.1% of the studies used behavioral outcomes, followeddsyres of
disability knowledge (50%), disability sympteralated (40.9%), psychosocial (27.3%)
and attitudinal/health beliefs (22.3%).

Attrition rates were reported for 21 of the 22 studies included in this re\Gew.
the treatment conditions, attah ranged from 819%, with the median attrition rate being
0%. For controls, attrition ranged from31%, with a median attrition rate of 4%.

It is important to also note that high attrition ranged fronb4% for only one
(i.e., Vyas et al., 2003) oof the 22 studies selected for this analysis, while 11 studies
had no attrition (0%). Overall, there does not appear to be much in the way of a
consistent pattern of differences between treatroentrols on attrition.
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Table 5. Characteristics of Studies (n=22)

Characteristic N | % Characteristic N | %

Publication Year Education Level Status

1980s 2 |91 High School or Less 17 | 77.3

1990s 3 |13.7 College and More 1|45

2000s 17 | 77.2 Candét Tell 4 |18.2

Study Field of Health Marital Status

Mental Health 8 364 Single/Divorced/Mixed 17 | 77.3

Nursing 2 191 Married 5 | 227

Medicine/Health Care 10 [ 45.5

Ethnic Studies 4.5 Employment Status

Other 4.5 Employed 0
Unemployed 9 |40.9

Country of Study Canodét Tell 13 | 59.1

USA 19 | 86.4

Canada 1|45 Sociceconomic Status

United Kingdom 2 |91 Low to Middle 13 | 59.1
Middle to High - -

Client Characteristics Candét Tell 9 |40.9

Involvement of Significant Other

No involvement of Sjnificant Other | 13 | 59.1 Languages Spoken by Recipients

Involvement of Significant Other 9 |40.9 English 3 |13.7
Spanish 12 | 54.5

Race Ethnicity Korean 1|45

Black 5 | 22.7 Vietnamese 11|45

Latino 9 |40.9 Khmer 2 |91

Asian 6 | 27.3 Punjabi, Hind, and Urdu 2 |91

Other (Portuguesg8peaking) 2 |91 Portuguese 1|45

Gender

Female 16 | 72.7

Male 22.7

Equal Proportion 4.5
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Table 5, continued Characteristics of Studies (n=22)

Characteristic N | % Characteristic %
Research Design Characteristics

What Did Control Receive?

Treatment as usual (standard care) | 22 | 100
Study Methodology

Randomized Controlled Trial (RCT)| 22 | 100
Intervention Characteristics

Duration of Intervention

Less Than 3 Months 11 | 50.0
More Than 3 Months 8 | 364
Canét Tell 3 | 137
Who Delivered the Information

Team of Professionals 7 1318
Team of Professionals, Family, and| 15 | 68.2
Community Members

Location of the Treatment

Hospital/Clinic 11 | 50.0
Mental Health Facility 4 |18.2
Communitybased Setting 7 1318
Client-Provider Ethnic Match

Low to Moderate 8 | 364
High to Very High 12 | 54.5
Canélt Tel 2 191
Use of Culturally Adapted

Competency Interventions

Fewer Than 7 Elements 6 |27.3
7 or More Elements 16 | 72.7
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Table 5, continued Characteristics of Studies (n=22)

Characteristic N | % Characteristic attrition | median
range(%)| (%)

Outcome Measures Used Across Attrition Rates

All 22 Studies

Disability-related Symptoms 9 |40.9 Treatment Conditions 0-49 0

Disability Knowledge 11 | 50.0 Control Conditions 0-51 4

Behavioral Measures 13 | 59.9

Psychosocial Measures 6 |27.3

Attitudinal and Health Belief 5 1223

Combination of Above Outcomes| 12 | 54.5

c. Dependency Among Effect Sizes

Fromthe 22 studies selected for inclusion, 116 effect sizes were extracted. Many of
theseeffect sizes were dependent, meaning that the same participants were measured on
substantially overlapping outcomes. Dependency in1auesdysis increases Type | error
rates and therefore should be avoided. In order to ensure that only effect sizes that
represent independent comparisons entered the analyses, two procedures were
implemented.

The original outcome measures reported in individual studies were classified into
five major categories reflecting the effects of the treatments on participants. These
categories were as follows.

a) Category 1Disability symptonrelatedmeasurege.g.,Harvard Trauma
Questionnaire [HTQ]Hinton, Pham,Tran, Safren, Otto, & Pollack2004; Brief
PsychiatricRating Scale [BPRS]; Shin et a(03). Thirty-four effect stes were
categorized as this type of measure.

b) Category 2Patient knowledge of disability measurés.g, Diabetes
Knowledge ScalKeyserling, SamueHodge, Ammermaniinsworth,HeriquesRoldan,
Elasy,Skelly, Johnston, & Bangdiwala [20Q2otal Syndrome Scal&kopelowitz et al.,
[2003], HIV/AIDS Knowledge/Misconception &e Scaleévan Servellan et al., [2003]).
Nineteen effect sizes were categorized as this type of measure.

c) Category 3. Behavioral measures includdigability self managemenhd
treatment complianc€e.g., Theory of Planned Behavior [TPB}caleGucciardi et al.,
[2007]; Diabetes SelCare Activities [SDSCAmeasurg Thirty-seven effect sizes were
categorized as this type of measure.
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d) Category 4. Psychosocial measuresvefl-being, seHefficacy, and quality of
life- (e.g., Spanish version of the SElfficacy for Diabetes Scal¢incent et al[2007).
Nine effect sizes were categorized as this type of measure; and

e) Category 5Attitudinal and health beliefs, regardiseriousness/complication
of the disabilityjmpact on job, and/or support measufesy., Attitudes towards
seriousness and complicatieBaradaran et al[2006]; Health BeliefsBrown et al.
[2003). Seventeen effect sizes were categorized as thiofypeasure. All data then
were sorted into these five independent categories of measures.

Whenever more than one measure was found to address the same outcome type
within a given category, individual effects were averaged so that one comparison
producedh single effect size for each category of outcomes. As a result the number of
effect sizes in each category was reduced substantially. Ultimately, a) there were 11
effect sizes in the category disability symptonrelatedmeasures (category 1)) there
were 11 in the category patient knowledge of disability measures (categoragdl c)
there were 15 in the (category 3)aghavioral measures, including sefficacy and
treatment compliancel) there were six in the (category 4 ysf/chosocial meases of
well-being, self efficacy, and quality of lif@end e) there were seven in the (category 5) of
attitudinal and health beliefs on serious of disabilitypact on job and/or support
measures

d. Outlier Analysis

Outlier analysis, also referred &s sensitivity analysidHedges & Olkin, 1985),
seeks to determine if the removal of a certain number of effect sizes from a distribution of
effect sizes greatly increases the fit of the remaining effect sizes to a simple model of
homogeneity without dréisally affecting substantive interpretation of the recalculated
mean effect size.

Hedges and OIkifl1985)describe three approaches. The first involves a visual
examination of a forest plot of the data, the second involves examining relative residuals,
ard the third is based on the magnitude of@hstatistic for each effect size, in
conjunction with what is known as a fAone
not always agree as to the outliers that should be considered for deletion, but they ofte
do (according to Hedges and OlkiThese results will be presented according to the
dependent variable (i.e., outcome) being examined for each effect size within studies.

We found effect sizes in three categories of measures (Categories 1, 3 & 5), that
when removed, greatly affected the fit from heterogeneity to homogeneity. We removed
four effect sizegMiranda [2 ESs] 2003; HintqrChhean, Pich, Safren, Hofmaré
Pollack 2005) fromdisability synptomrelatedmeasuregi.e., the first category of
measures). Two effect sizes that were removed exceeded 2.5 SD (i.e., outlier for effect
size magnitude) and two were based on disproportionally large samplensiz83§ and
n = 778),compared to all of the other effect sizes (i.e., outlier by sample size).
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No less importantly, these effects were removed because the studies they came
from were not equivalent of the other studies in the collecBpecifically, Miranda et
al. studied 46 primary practices that examined three different ethnic groups (l[latmnos
398], AfricanAmerican [n = 93] and Whites [n = 778]) across different sites resulting in
large sample sizes.

The study by Hinton et al. also differed from the majority of our included studies in
that the postest used did not focus on the immediato ut comes of the study
intervention, as in the majority of our RCT studies, since the intervention was delivered
at multiple points in time.

In addition one effect size (Shin et al., 2002) was removed from Category 5. This
effect (Shin et al[2007 size wagy = 8.46 and was far out of the range of all other effects
in the collection. It is possible that the measure used in that study matched very well with
the outcomemeasure. As a result, we excluded the study because of this atypigsly lar
effect size that contributed to too much heterogeneity in this category.

Overall then, removing the four outliers for Category 1 produced a change in

the overall average effect sizes:

1 Fromg+=0.221,Q=101.56p < .001 tog+ = 0.883,Q = 7.379.p = .287 for the
Fixed Effect Model; and

1 Fromg+=0.927p < .001 tog+ = 0.882p < .00L for the Random Effects Model.

Removing two outliers for Category 3 produced a change in the overall
average effect sizes:
1 Fromg+=0.14Q=67.88 p<.001 tog+ = 021, Q= 65.91,p < .05for the Fixed
Effect Model; and

1 Fromg+ =0.2Q0 p=.03to g+ = 0.23 p < .05 for the Random Effects Model.

Removing two outliers for Category 5 produced a change in the overall
average effect sizes:
1 Fromg+=0.08Q=4.38p>.06tog+ =0.08 Q=1.43,p > .05for the Fixed Effect
Model; and

1 Fromg+=0.08p>.05to g+ = 0.08 p > .05 for the Random Effects Model.
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e. Substantive Analysis

Table 6shows the overall analyses of the five categories of outcome measures.
Most of he average effect sizegH) were positive and were significantly greater that
what would be expected by chanee<.05) as noted iAppendix I.

Category 5 produced a naignificant average effect size of 0.08 for both the fixed
and the random model§his is what would be expected with only three cases (i.e.,
Power [1i b] = 0.06). The fixed and random results were generally very similar to one
another, suggesting that they both represented a reasonable approximation of the effects
in the population.

However, in Category 3, the fixed model average effect size was significant, but the
random model effect size was not. For the fixed effect models, two categories of
measures were homogeneous (i.e., Categories 1 and 5).

Three of the measures (i.e., Gaiges 2, 3 and 4) produced heterogeneous results
(i.e., Qrotal IS significant) and as a result were subjected to moderator variable analysis to
determine if the heterogeneity could be explained. The stdfistidicates the proportion
of true heterogerity (i.e., above that expected by sampling error) associated with each
distribution of effect sizes. In the heterogeneous measures, variability was considered
moderate (53.31) to moderately high (81.79).

Table 6.Fixed and Random Effects for Five Outco@ategories

Effect Sizes Confidence Interval Heterogeneity
Models g+ SE  Lower 95th Upper 95th  Qroal 12

Category 1Disability symptomrelated measures
Fixed 7 0.84* 0.10 0.65 1.04 7.38 18.68
Random 7 0.88* 0.12 0.64 1.12

Category 2Patientélient knowledge of disability measures
Fixed 11 0.40* 0.07 0.27 0.53 21.42* 53.31
Random 11 0.40* 0.10 0.20 0.61
Category 3: Behavioral measures, including disabilityselhagement and treatment
compliance
Fixed 13 0.21* 0.06 0.09 0.32 65.91* 8179
Random 13 0.23 0.14 -0.05 0.52
Category 4: Psychosocial measures of elhg, selefficacy, and quality of life

Fixed 6 0.71* 0.11 0.50 0.93 24.72*  79.78
Random 6 0.78* 0.27 0.25 1.32
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Category 5: Attitudinal and health beliefs measures

Fixed 3 0.08 0.09 -0.11 0.26 1.43 0.00
Random 3 0.08 0.09 -0.11 0.26
*p<.05

f. Publication Bias

Thequestion posed through the analysis of
significant number of studies with null results, which have not beenvened through a
search of the literature, to nullify the effects found in the raetaa | yAppersli® d
providesa full report of our analysis of publication bias. Ovenat concluded thahere
was no obvious publication biastime plots of the setsf data.

g. Moderator Variable Analysis

In order to perform moderator analyses, we collapsed several categories across
multiple variables. When devising possible moderators (e.g., language used in the
intervention,) we ran descriptive analyses witl2al studies with the objective of
ensuring that each moderating variable had no less than five studies in any qualitative or
guantitative category.Based on this approacle decided to analyze twelve high
interest moderator variables (M), out of 26originally coded variables.

These moderators were selected apriori as a means to explore their influence across
the different outcome variables. Each of these potential moderators were selected for
analysis because they were either (a) commonly examioeerators in other meta
analyses (e.g., year of publication, subject demographics, or (b) because of their specific
relevance to the substantive issues being explored in this study (e.g., involvement of
significant others in the intervention, predominaealth condition, number of cultural
competence elements included in the intervention). The twelve moderators and their
levels are shown imable 7.

Table 7.Names and Levels of 12 Selected Moderator Variables.

Number Moderator Variable Name Levels of Moderator Variable

M1 Year of publication? 1 = prior to 2003;2 =2003 or after

. 1 =Yes treatment, No Control; 2 = Yes
Involvement of significant

M2 others in the interventiah Treatment, No Control; No Treatment, No
Control
Race/ethrtity of _ A A
M3 individual< 1 = Black; 2 = Hispanic; 3 = Asian
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Modal gender of the

M4 treatment/control group? 1 = Majority Male; 2 = Majority Female

M5 Predominant health 1 = Mental health issue; 2 = Disabilities/hea
condition? issues;

M6 Marital status? 1 = Single/Diwrced; 2 = Married

M7 Duration of the intervention0 = Unknown; 1 = <
Who delivered the 1 = Team of professionals; 2 = Team of

M8 . : ) .
intervention? professionals + others (e.g., family member
Location of the intervention 1 = Hospital/Clinic; 2 = Communitpased

M9 .
(treatment/control)? setting

M10 Location of the intervention 1 = Hospital/Clinic; 2 = Mental health facility
(treatment group only)? 3 = Communitybased setting
Match between provider anc

M1l client based on etheity, 1 = Moderate to low; 2 = High to very high

race, etc.?

What cultural competence 1 = Fewer than 7 elements of cultural
M12  elements was part of the competency; 2= 7 or more elements of
intervention? cultural competency)

To test the moderator varials, we used a mixed effects model in testing the
moderator variables. In this approach, a random effects model is used to compute effects
within subgroupswhile a fixed effect model is used to compute differermoeess
subgroupgBorenstein, Hedges, Hiyins & Rothstein, 2009).

It should be noted that tmeixed effects analysigenerally produces a more
conservative test of between class differences than doexiaeffects analysis of
moderator variables. Consequently, some results from the listaénator variables
shown in Table X (previous table) were significant under a fixed effects analysis but not
significant under a mixed effects analysis.

In a small sample study such as this one, the choice of models is important, since it
is likely that amixed effects analysis will lead to more Type Il errors (i.e., rejecting the
null hypothesis when it should be accepted). However, we maintain that it is always wiser
to err on the side of conservatism, and so we chose to use a mixed effects analysis of
moderator variables.

Table 8(next table) shows the moderator variables for which there was a
significantQgetween- This approach is analogous toANOVAIN that betweergroup
variability is partitioned and tested separately for significance betwasses. Another
gualification must be mentioned in regard to these analyses. Because of the small number
of effect sizes, it was not uncommon for a class to have only one effect size.
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Whenever this occurred (e.g., M2Tiable 7),we tested the variable ttowith and
without the presence of that class. When the results changed from significant with
inclusion to not significant with deletion, we did not report the result. When the presence

of thek = 1 class made no difference@g, we proceeded with the alysis

Table 8 Category 2Patient Knowledge of Disability Measures

Moderator Variables

(Mixed model) K g+ Lower 95th Upper 95th Qs
M2: Involvement of significant others in the intervention
Yes Treatment, Yes Contra 1 0.63 0.35 0.90
Yes Treatmeta No Control 5 0.60 0.24 0.96
No Treatment, No control 5 0.17 -0.01 0.36
Between Classes 11 9.30**
M3: Ethnicity
Black 2 0.11 -0.15 0.36
Hispanic 7 0.63 0.41 0.84
Asian 2 0.19 -0.09 0.47
Between Classes 11 11.20**
M7: Treatment Duratin
Unknown 1 0.50 -0.29 1.28
Less than 3 months 5 0.65 0.38 0.91
Greater than 3 months 5 0.22 -.040 0.49
Between Classes 4.89*
M12: Number of Elements in Treatment
Fewer than seven elements 3 0.13 -0.09 0.35
Seven or more elements 8 0.54 031 0.77
Between Classes 6.23**

*pO 5*pO . 01

h. Summary of Moderator Results

The analyses imable8(Cat egory 2) revealed sever al
knowledge of their disability that moderated the intervention effects. When we egamine
the involvement of significant others in the intervention, we discovered significant effects
when significant others were included in the treatment group, whether or not they were
also included in the control group. When significant others were vaolved in either
the treatment or control group, however, the effect size was not significant.
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The clientbdés ethnic background was al so f
variable, as a significant effect size was found for Hispanic patients, but m¥a&sror
Asian patients.

Treatment duration was an additional moderating variable in these analyses.
Specifically, effect sizes were naignificant when treatment duration was either
unknown or greater than three months in length. When treatmenbduses less than
three months, though, the effect size was significant.

The number of elements in the treatment being evaluated was another important
moderator. Only those treatments that involved seven or more elements were found to
have significantef ect si zes. This aligns well with s
narrative review described earlier in this review.

Table 9 (Categoryd) presents findings for one s@lésessment psychosocial
measure of welbeing and quality of life that was @itionally found to be a significant
moderator. This analysis revealed that studies that examined single and divorced patients
had a significant effect size. In contrast, those studies examining married patients were
found not to have a significant eftexsize. Perhaps the explanation is that because the
married individuals were able to substitute family support for insufficient program
attention to cultural competency.

Table 9.Category 4Psychosocial Measures of Waleing and Quality of Life
Moderata Variables (Mixed

K g+ Lower 95th  Upper 95th Qs

model)
M6: Marital Status
Single/Divorced 4 1.11 0.54 1.67
Married 2 0.20 -0.13 0.53
Between Classes 7.32%*

*pO 5*pO . 01

DISCUSSION (SUMMARY OF RESULTYS)

The purpose of our systematic review was to synthesize the research on culturally
adapted competency interventions for groups that are ethnically, racially, culturally,
linguistically, and economicallyigerse groups and have historically been underserved in
the context of disability and rehabilitation. We used a systematic approach to locate 22
empirical studies for analysis. The interventions used in all these studies were culturally
adapted to matclné unique needs of the study participants, and the majority
demonstrated overall improvements in rehabilitation outcome measures.
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a. Overall findings. Again,our esear c h qgDoevadéncdmased was 0
culturally-adapted competency interventions noye rehabilitation service outcomes for
culturally diverse individuals with disabilitie8? | n response to this
of this metaanalysis indicate that culturally adapted competency interventions do reduce
disparities and improve rehaltdtion outcomes for minority individuals with a wide
variety of disabilities.

In order to reach this conclusion, we conducted independent comparisons of the
main outcomes of the studies utilizing two different procedures. First,-alassfied
the orginal outcome measures reported in the studies into five categories that reflected
theeffects that th@arioustreatments had on participants

In addition, when we found thatore than one measure addressed the same
outcome type within a given categpwye averaged the individual effects so that one
comparison produced a single effect size for each category of outconfesr of the
five categories, the average effect sizp9 (vere positive and were significantly greater
than what would be expecteg chanced = .05). Category® which contained only 3
studie® produced a nosignificant average effect sizgH) of 0.08 when examined in
both the fixed and random models. Given the small number of studies examined within
this category, we cannot makem conclusions regarding these types of outcome
measures.

The analysis of the outcome categories indicatedGhtdgory ® Disability
symptorrelated measureés incorporatediata from 7 studie&ontainingll effect
sizeg, and yielded a significantwzalue of 8.27

Category & Patient/client knowledge of disability measurescorporatel data
from 11 studiegcontainingll effect sizes andyielded asignificantz-value of 577.

Category 8 Behavioral measure®.g., disability seimanagementreament
complianced incorporatediata from 13 studiggontainingl5 effect sizey and
yielded a significant-xalue of 3.60

Category & Psychosocial measures of wb#ing, seHefficacy, and quality of
life incorporateddata from 6 studieontainirg 6 effect sizey which yield a significant
z-value of 6.32 Finally,

Category B Attitudinal and Belief Systems about Disabilibcorporatediata
from 3 studiegcontaining7 effect sizey which yield a norsignificant zvalue of 0.99

In addition, ve concluded that there wae obvious publication bias the plots
of the sets of data for each of the 5 outcome categories. We tssdban effects model
to compute effectaithin subgroupsanda fixed effect model to examine differences
across subgrops
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b. Summary and explanations of moderators

Three of the measures (Categories 2, 3 and 4) produced heterogeneous results and
were thus subjected to moderator variable analysis to determine if the heterogeneity could
be explained. We used thasstic|® to identify the proportion of true heterogeneity
associated with each distribution of effect sizesifed effects modelas used for
testingl2 potential moderator variablegor several of these, we fouadsignificant

QBetween

For theCaegory @ Patient/client knowledge of disability measynes observed
significant effectsvhen significant others were involved in the treatment group,
regardless of whether or not they were also involved in the control group. When
significant others wereot involved in either the treatment or control group, however, the
effect size was not significarithe ethnic composition of the patients was also found to
be an important moderating variable, as a significant effect size was found for Hispanic
patients but not for Black or Asian patients.

Another important moderator wése number of elements in the treatment being
evaluated. Only those treatments that involved seven or more elements were found to
have significant effect sizeA.final moderating ariable wagreatment duration.

Specifically, effect sizes were naignificant when treatment duration was either
unknown or longer than three months. When the treatment duration was less than three
months, though, the effect size was significant.

The aalysis ofCategory 4 Selfassessment measure of weding and quality of
lifed revealed that those studies that examined single and divorced patients were found to
have a significant effect size, whaeudies examining married patients were found not to
have a significant effect size.

Although nonsignificant moderator results are not reported in this review, we think it is
important to note that moderators such as clavider ethnic match were naignificant,
indicating that the clinical nature tife sample did not moderate the resuitss finding is
similar to those of other studies. For example, Maramba and Hall (2002) performed a meta
analyses with 7 studies of ethnic match as a predictor of dropout, utilization, and level of
functioning andound that ethnic match is not a significant clinical predictor of decreasing
dropout after the first session or of increasing number of sessions attended.

c. Implications for Policy and Practice

The 2001 report of the Office of Minority Health ptsrout that a the U.S.
population becomes more diverse, health care providers and other people involved in
health care delivery are interacting with patients/consumers from many different cultural
and linguistic backgrounds similar situation is beingxgerienced in the rehabilitation
field among those providing services to individuals with disabilities. As pointed out in the
introduction, minority individuals with disabiliti@sparticularly African Americans,
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Latinos,Asian, Pacific Islander and Nativeaaiian, American Indian or Alaska Native,

as well as several newcomer refugees from Iraq, Myanmar, and Somalia among other
countries, experiendeng-lasting disparities in rehabilitation outcomeden compared

to Whites. This issue still needs to be mdded. Progratevel practices and

interventions that are culturally competent have been recommended as strategies to help
ameliorate these disparitie$gkellis, Brangman, Hinton, Jones, Masterman, D. et al.,
2004).

In 1997, the Office of Minority idalth (OMH, 2001) undertook the development
of national standards to provide a mudeded alternative to the current patchwork of
independently developed definitions, practices, and requirements concerning culturally
and linguistically appropriate serve@CLAS). The OMHinitiated aproject to develop
national CLAS standards that would support a more consistent and comprehensive
approach to cultural and linguistic competence in health Baause culture and
language are vital factors in the way thdtatilitation and health care servicesd
services to individuals with disabilitiese delivered and received, it is important that
thoseorganizations and their staff understand and respond with sensitivity to the needs
and preferences that culturallydalinguistically diverse patie¢s/consumers bring to the
servicedeliveryencounte(OMH, 2001)

In regard to clienprovider interactions, an apparendiyect way to support the
cultural values of ethnic minorities is to match the client with a gesvof the same
ethnicity and/or someone who speaks the same native language (Sue et al., 2009; Griner,
2005). In fact, a metanalysis of the literature by Coleman, Wampold, and Casali (1995)
indicated that culturally diverse clients preferred ethniczttyilar counselors to
counselors of European descent but such findings are inconsistent across studies.
Furthermore, studies have found thataactcultural match has a more positive effect
on the outcome dherapy (Maramba and Hall, 200than merely a ethnic match of
client and counselor. Thatis, a match between a Haitian American counselor and a
HaitianrAmerican client is more likely to be successful than one between an African
American counselor and a Haiti&merican client. In this review, theithors of the
majority of studies recognized the importance of incorporating an ethnic and language
match between client and providers as a cultural element of their interventions. Perceived
similarity of this kind apparently fosters an increased develapofdrust and rapport,
which can lead to beneficial outcomes for clients.

Another factor closely related to ethnic match that is faced by culturally diverse
individuals with disabilities is the lack of bilingual providers in rehabilitation settings.
Because language match is so closely associated with the ethnicity of an individual, Sue
and colleagues (1998) conducted a study that compared the effects of language match and
ethnic match. The found that when compared temaitched clients, those clients
matched by language alone, by ethnicity alone, and a combination of the two all
experienced lower attrition rates (Griner 2005). This effect was apparent across many of
the 22 studies we reviewed for the analysis.

At the provider levelthesechanges wi require individuals to examine their own
attitudes and biases, and to acquire the values, knowledge, skills and attributes that will
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allow them to work appropriately in cresaltural situations.In terms of institutional
supports, improving culturabenpetence will require that organizatioesexamine their
mission statemenalong with many of their policies and procedures (Wells, 2000).

These include practices of administration, recruitment, hiring and retention;
professional development andsewice training; translation and interpretation
processes; and partnerships between families, professionals, and the community. They
also involve rehabilitation practices and interventions including efforts to address
racial/ethnic health disparities args$iles of access issues; rehabilitdtionsumer
education and promotion practices/materials; and community and state needs assessment
protocols(Denboba1993.

According toCross, Bazron, Denniandisaacq1989), wltural competence
requires five knds of capabilities from organizations, programs and individuals. To be
effective, they must be able to do the following:

Value diversity and similarities among all peoples;

Understand and effectively respond to cultural differences;

Engage in cultural $eassessment at the individual and organizational levels;
Make adaptations to the delivery of services and enabling supports; and
Institutionalize cultural knowledge and policies.

arwnpE

These five elements must become manifest at every level of an organization
including policymaking, administration, and practice. Further they should be reflected in
the organizationdés attitudes, structures,
Smedl ey et al és report (2003) ftreddmeetangdt al
guality of care disparities are complex, are based on historic and contemporary inequities,
and involve many players at differdavels (p. 527). Irour case, these players include
rehabilitation systems, administrative and bureaucraticgsses, data collection and
utilization managers, rehabilitation providers and practitioners, and individuals with
disabilities and their families.

Proactive Strategies to Promote Cultural Competentiee construct cultural
competence is a developmemabcess that evolves over an extended period. Both
providers and organizations are at various levels of awareness, knowledge and skills
along the cultural competence continuum.

Staff members at organizations could employ some or a combinatioa of t
straegies below to improve the#ffectiveness in delivering services to individuals from
minority and underserved groups.

A Agencies can initiate and/or strengthemtperships with universities located in
large urban cities and/or minority institutions ofiieg education.

A They could also expandapnershiprelationshig with communitybased
organizationsCBO9 serving minorities with disabilitieithin their catchment
area
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They could ntegratetheir outreachactivitieswith local community events

including fairs, cultural celebrations and/or religious or civic activities

They should make efforts tecruitstaff members who are ethnic minorities with
disabilties from the target community; some of these individuals could be hired
as outreach paraprofegsals who are responsible for representing the agency at
local community events.

They could organize trainings for loa@mmunity leaderand elected officials

To o

facilitate paticipation; examples aneimbursement for transportation, daycare
assistance and scheduling events in the evenings or on weekends.

A They couldutilize participatory research approactesrder to give more voice
to community members. This may includecemmunity advisory board or hiring
community leaders as consultants when planning new services.

A They can collaborate with local agencies to cradteum whereservice
providerscan discusand share outreadtrategies that work, and learn about best
practices, antbr about successful ways to increase miggarticipation.

c. Implications for Research

This review offers several implicatiofar further research. First, this meta
analysis contributes to the positive role thatwrally adaptedcompetencyinterventions
play in reducing disparities anghprovingrehabilitationoutcomes forculturally diverse
individuals with dsabilities This systematic review of 22 experimental studies points to
the benefits of culturally competent interventiom$aur out of five outcome measures:
disability symptomrelated measuresapent/client knowledge of disability measures
behavioral measures (e.g., disability sefinagementreatment complianceand in
psychosociameasures of welbeing, seHefficacy, and quality of life

In fact, the researchers who conducted these 22 studies addressed the unique
needs of historically underserved and understudied ghospgs c h as Hi nt on

the South Asian community. These researchers along with several others in this mix of
22 studies, provided elements of cultural competency beyond the conventional services
offered by most human service systems, in order to determiegharhany interventions

were associated with improved outcomes for ethnically and culturally individuals with
disabilities.

Second, our analysis identified several variables that significantly moderated
intervention effects and thishould be considereghen developing and implementing
future interventions. These moderator variables included the involvement of family
members, the magnitude of the intervention, its duration, the marital status of
participants, and the ethnic characteristics of the paatitsp especialfy Latinos and
Asians.
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Third, cultural competence appears to have an impact on the delivery of services
to minority individuals with disabilities and researchers need to account for this when
evaluating programs and/or services. Exampi@stervention characteristics that should
be examined are the cultural adaptations of the intervention or program, the availability
of translators and/or translated materials and information, and the level of cultural
competence training provided to tmelividuals delivering serviceddapted from a
report by Betancourt (2006) for the Commonwealth Fémpgendix K summarizes
additional cultural competency tools and strategies that service providers and
practitioners can use by service providers acrodsptaulevels in order to reduce
disparities and improve clieiig¢vel outcomes.

Fourth, it also seems appropriate to consider the level of cultural competence of
the researchers themselves, and/or the diversity of the research team. Minority
individualsoften experience mistrust, particularly regarding participation in services and
research (Alston, 2003). Participation and retention in research projects has been
documented in the research literature as related at least in part to the skills and
characeristics of the researchers and/or interviewers (Coleman et al. i@g5e,

Simon, Besch& Walker, 1995;Roberson, 19945haversLynch,& Burmeistey2002.

For example, in many of the studies reviewed here, great care was taken to make the
interventon culturally relevant in regard to ethnicity, culture and language, particularly
those studies that focused on Asian and Latin American communities. In fact,
researchers often recruited staff and practitioners from the field and the community to
assist vith treatment interventions.

Interestingly, none of the intervention studies required outside interpreters or
translators since the teams of bicultural and bilingual researchers, practitioners and
community members in these programs came from ethnigadlppaculturally similar
client backgrounds. In fact, such approaches may have been cost effective, although
none of these 22 studies incluedddence to support the claim that cultural and linguistic
competence results in decreased system or interverusis.

Moreover Goode (2006) reports that no broadly defined framework has yet
included the costs and benefits of cultural and linguistic competence for families,
communities and organizations. Some studies conducted in this area do document
specificcosts for the interpretation and translation services associated with linguistic
competence but few studies document the cost of cultural competence.

Thus, cost effectiveness is an area that would benefit from further inquiry within
disability and rehahtation systems, especially if the approaches and interventions used
in these studies were cesffective.

d. Review Limitations

A general limitation of this review was the relatively small number of studies that
qualified for inclusion. Unfortunate)ynly a limited number of highuality
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experimental studies have been conducted to date on the impact of culturally competent
interventions in this area, so we had to rely on the studies that were available.

Many more descriptive, correlation and quesperimental studies have been
reported; in the literature; however, for the purpose of this study, we selected only those
that compared a culturally adapted experimental and a control (standard care) group
comparison. We utilized a high standard of reseanethodology in order to conduct the
anal yses and classify the studiesd outcomes.

Another potential limitation is the dependency on effect size in some of the
studies. As mentioned earlier, we utilized two separate procedures to control for
dependencyFirst, we classified the original outcome measures reported in the individual
studies into five major categories reflecting the effects of the treatments on participants.
Second, whenever more than one measure addressed the same outcome type within a
given category, we averaged the individual effects so that one comparison produced a
single effect size for each category of outcomes.

We also controlled for potential publication biasesg the categories of
published and unpublished studies to compagec#iiculated effect sizes. In addition, we
used a variety of the methods offered by the ComprehensiveAhelgsis program,
including the Funnel Plot by Precision, to detect the presence of publication bias.

In order to control for potential bias in teffect sizes, we useado additional
techniques: analysis after removing one study at a time, and the depiction of funnel plots
across the five outcome measufesamination of the Funnel Plots for the 5 categories
suggests that the studies are symmédtaoaund the mean; thus we could find no
evidence of publication bias.

In addition, when studies repatiincomplete data, we contactthe authors to
request the needed informatidghwe dd not receive a response, witherdropped
specific outcomesrahe entire study

Finally, it is important to acknowledge that our findings are not generalizable
beyond the three Western nations, the United States, Canada, and the United Kingdom,
which in large measure share a common cultural history.

e. Future Research

Additional research is needed to expand the number of empirical studies that
examine the impact of cultural competence interventions in the rehabilitation outcomes of
individuals with disabilities. Specific training approaches and concept@isithat
improve cultural competence need to be evaluated. To date, researchers have provided
insufficient evidence that the various cultural culturally intervention programs are in fact
valid and relatively effective at the cliel@vel. Comparative atlies are also needed, in
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addition to summative and formative evaluations of the interventions implemented in
various organizational settings and with diverse populations across the life span.

In addition, we also need more studies that validate mesastioailtural
competence beyond the provider recipients of training: what impact do interventions have
on consumer/client outcomes? This is an issue we have attempted to address in this
review. In fact, this systematic review offers a conceptual framefoodategorizing
consumer outcomes that could be utilized in empirical studies to further validate its
effectiveness. In addition, this review highlights the wide recognition that culture and
context must be considered within evidehesed rehabilitatio service delivery and
policies.

Research is also needed to furteeamine thempact of the set of moderator
variablesthat were identified in this study. Some of them appear to play significant roles
in some cases; this finding requires further ingasion. In addition, some of these
variables may need to be considered in the development of new and improved cultural
competence intervention programs at different levels or combined across levels.

Finally, additional empirical research is neededawficm the validity of the
CLAS standards and to examine whether some standards have a greater impact than
others on organizational performance and consumer outcomes, especially in regard to
specific ethnic populations. We need to learn whether or not tide 14 standards are
necessary. If not, which ones are essential to generate the desired consumer and
organizational outcomes?

VII. CONCLUSION |

We conclude that culturally adapted competency interventions can improve
rehabilitation service outcomésr ethnically and culturally diverse persons with
disabilities who reside in Western cultural contexts.

The metaanalysis of the available literature on experimental interventions
revealed positive effects for four of the five classes of rehabilitatibecomes for
individuals with disabilities of diverse cultures. We also identified a set of program and
patient characteristics that may moderate these effects and thus are critical to
understanding these outcomes.

These overall findings suggest futnesearch priorities as we seek to learn more
about the multfaceted and muHiayered processes and mechanisms through which
cultural competency improves outcomes for culturally diverse persons with disabilities in
the context of rehabilitation, mentagalth and health care services.

VIIl. REVIEW MAINTENANCE ‘
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The lead authors will take responsibility for updating the review to include new studies
reported subsequent to the initial review and earlier studies missed in the search that are
identifiedand located. These updates will be planned accordingly, depending on new
findings reported in the literature.
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Appendix A: The Culturally and Linguistically Appropriate Services (CLAS)

The 14 CLAS standards are organized under three generahtegories, withguidelines(1-3)
falling under culturally competent care Across all standards, organizations should

Standard 1Ensure that patients/consumers receive from all staff members effective,
understandable, and respectful care that is providadnanner compatible with their cultural

health beliefs and practices and preferred language;

Standard 2.Implement strategies to recruit, retain, and promote at all levels of the organization a
diverse staff and leadership that are representativeeafgmographic characteristics of the

service area;

Standard 3. Ensure that staff at all levels and across all disciplines receive ongoing education
and training in culturally and linguistically appropriate service delivery.

The CLAS guidelines(4-7) are language accesactivities:

Standard 4.0Offer and provide language assistance services, including bilingual staff and
interpreter services, at no cost to each patient/consumer with limited English proficiency at all
points of contact, in a timely mannguring all hours of operation;

Standard 5. Provide to patients/consumers in their preferred language both verbal offers and
written notices information them of their right to receive language assistance services;
Standard 6. Assure the competence of laage assistance provided to limited English proficient
patients/consumers by interpreters and bilingual staff. Except on patient/consumer, family and
friends should not be used to provide interpretation services;

Standard 7.Make available easily undeostd patientelated materials and post signage in the
languages of the commonly encountered groups and/or groups represented in the service area.

The CLAS recommendations&14) are specific taorganizational supports

Standard 8.Develop, implement, angromote a written strategic plan that outlines clear goals,
policies, operational plans, and management accountability oversight mechanisms to provide
culturally and linguistically appropriate services;

Standard 9.Conduct initial and ongoing organizatia selfassessments of CLA®Ilated

activities and encouraged to integrate cultural and linguistic competelabed measures into

their internal audits, performance improvement programs, patient satisfaction assessments, and
outcomesbased evaluations;

Standard 10 Ensure that data o the individual pati eni
written |l anguage are collected in health record:
information systems, and periodically updated;

Standard 11 Maintain a current demographic, cultural, and epidemiological profile of the
community as well as a needs assessment to accurately plan foe and implement services that
respond to the cultural and linguistic characterizes of the service area;

Standard 12 Develop participatory, collaborative partnerships with communities and utilize a
variety of formal and informal mechanisms to facilitate community and patient/consumer
involvement in designing and implementing CL-ASated activities;

Standard 13 Ensurehat conflict and grievance resolution processes are culturally and
linguistically sensitive and capable of identifying, preventing, and resolving-cuitssal

conflicts or complaints by patient/consumers;

Standard 14 To regularly make information avable to the public about their progress and
successful innovations in implementing the CLAS standards and to provide public notice in the
communities about the availability of this information.
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Appendix B: Components ofCulturally Competence across 22 Sected Studies

Author

Component 1

Critical Awarenessand Cultural Knowledge

Component 2

Cultural Competence Skills

Component 3

Organizational Support

Baradaran et

Collecting background information about client i

Intervention used visual aids, plus bookleind

Study acknowldges need for translation,

al., (2005) critical. South Asians pre susceptible to type 2 | leaflets translated into Urdu, Punjabi and Hing recognizes difficulty of measuring accuracy and
diabetes than indigenous white populations yet | Instructors speak Punjabi. Religious validity of translation. Sees value in using
group members do not have clear understandin| consideration: sessions offered for mixed gen| appropriate @ading scales to encourage client
their disability/condition. Therefore, increasing | or for male/female only. Education video in | level disability management.
knowledge through education of their condition | native languages.
key to the intervention.
Brown et al., Review of literature to understanded to have Video tape made in local Spanish dialect with| Study researchers recruitegiritual leaders to
(1992) cultural component in intervention.Higher companion English voicever edition. Graphics participate in intervention. Interpretation process
prevalence of diabetes among Hispanic with voice support ancepettion of familiar conducted in English to adjust for acculturation.
Americans. Knowledge: no diabetes education | concepts. Use of familiar scenes and people | Focus group interviews to determine pressing
available in rural community. Community from the area. Emphasis on family health and| instructional needs of communities.
knowledge: small rural community with close shared responsibility for health maintenance.
family ties and traditionally statured values. Religious leaders appear to encourage individ
Knowledge of language and dialects. The need| and family responsibility.
understand Sg, social class issues and
acculturation also important.
Brown et al., Past difficulties in care:uk to Mexican Educational Spanistanguage videotapes Health care providers at organizatitrained all
(2002) Americansd reliance o] developed, focused on realistic health bilingual Mexican American residents of test

transportation, isolation from mainstream culturg
placing family needs over personal needs and
language differences from healthcare workers.
gain cultural knowledge, researchers interviewe
groups of providers to determine needs of the
community.

recommendations (e.g., dietary choices)
consistent with Mexican American preference

group area (intervention presented in Spanish)
Studyemployed bilingual Mexican nurses,
dietitians and community workers.

ComasDiaz et
al.,
(1981)

Puerto Ricans have highest degree of poverty a
unemployment in U.S. so emotional disturbance
may be derivative. Group treatment modality

consistent with Puerto Rican family concept.

Instruments translated into Spanish. Instructig
in Spanish, one Puerto Rican female therapis

Study limitations: trasient population, impossible
to track for follow up activities. Intervention
analysis: inventory scores might be skewed whe
used by normajority population.
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Corkery et al.,
(1997)

Authors acknowledge that diabetes education
strategies have not been siive to cultural
factors; few focus on poor nebnglish speaking
patients. Disproportionate numbers of Afriean
Americans and Hispanics affected by diabetes.

Bi-cultural community health worker, fluent in
Spanish, of Puerto Rican heritagame
instrumens processed orally to address low
literacy skills in targeted population.

Authors acknowledge need for further study to
account for selection bias: more random
recruitment needed as patients were referred fo
education managemer@ome instruments
adminisered orally due to illiteracy.

Gucciardi et al.,
(2007)

Knowledge of consumer education: Use of visug
aids and resources requiring low literacy level.
Building cultural knowledge; Diabetes educatior|
assessed cultural appropriateness through patie
focus groups. Cultural familiarity: Data collected
on client attitudes, subjective norms, perceived
behavioral control.

Portuguesespeaking dietician and nurse
educators knowledgeable in Portuguese cultu
facilitate both counseling and classes. Activiti¢
highlight traditional Portuguese foods, practict
and customs in the group education.

Study based on belief that clieletvel diabetes
selfmanagement education can be delivered
within small groups with similar backgrounds.
Using traditional beliefs for newterventions:
DSME programs adopt dietary modifications
relevant to cultural preference.

Hinton et al., Cultural knowledge: similarity of Viethamese to | Translated and validated questionnaires. Same individual applied all therapy to promote
(2004) Cambodian refugee experience. Culturally appropriateisualization and providerclient trust; authors acknowledge that
meditation utilized in intervention approaches| therapists may differ. Larger institution can
support multiple therapists.
Hinton et al., Knowledge: little existing data on appropriate | Connecting cognitivéehavior therapy to Professional practices: Cognitipehavioral
(2005) treatment for refugees. Treatment of neck pain | Buddhist traditions of Southea&sian refugees.| therapists examining Buddhistpe mindfulness
acknowledges stressors for a refugee; aims to | Measures were translated and baekslated. | and redeveloping and testing past attempts at ¢
connect symptoms with cultural past. intervention. Flashback Severity Scale used to
incorporate refugee experience in intervention.
Hopper et al., Vital to do outreach to underserved Black wome Black women aides used for research with Training of aides to ensure all skills were up to
(1984) because of high numbers of African Americans | minority population. date with current standards.

this geographic area.

Keyserling et
al., (2004)

Disproportionate number of African Americans
with type 2 diabetes. Study acknowledges class
differences: examines poverty levels in
communities being seed.

Communitybased intervention. African
American peer counselors and Community
Diabetes Advisor trained for sessions.

Need to alter available behavioral treatment
programs based on evidence that programs ma
less effective for African American women.
Acknowledged need to address access issues.
counselors were recruited from the communities
being served.
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Kopelowicz et
al., (2003)

Because of the increased growth in Latino
population, urgent need to improve treatments f|
Latinos with schizophrea. Latinos with persisten
mental disorders have been shown to have lowg
accessibility to services, and to wait until florid
psychotic symptoms arise before seeking
treatment.

Family approach: Involved family members to
facilitate acquisition and generalization of
diseasemanagement skills. Module translated
into Spanish, Mexican American actors dubbe
translated video scripts over the audio portion
Informal personal style with patients and
relatives to encourage warm interactions,
encouragement of small talk to get over distru
and build relationships neededanhance
overall effectiveness.

Training in social skills shown to successfully
engage Latinos with schizophrenia and their
families in a form of treatment that augments
medication. Addition of traditional services
(medicine) to with cultural intervention
Indigenous, bilingual, and bicultural staff of the
community mental health center were employed
skill trainers.

Mendelson et

Increasing rate of gestational diabetes in Hispar

Spanish Version of HPLP Il measuring health

Needs statement: long tergoals must include

al.,(2008) women makes it highest of any group in the U.§ responsibility, physical activity, nutrition, programs to reduce adverse pregnancy outcom
Knowledge: leel of acculturation of individuals | spiritual growth, interpersonal relations, and | Hiring: did parish nurse have positive effactthe
within the community makes cultural assumptiol stress management. & parish nurses diabetic educational intervention?
inappropriate. participating in the study were fluent in Spanig

and had at | east a

Miranda et al., Key factors: minorities less likely to be insured, | Bilingual providers treated all Spanish speakint Examined other studies showia large gap in the|

(2003) resulting in poor access to care (less likely to | women; all materials were in Spanish. knowledge base underlying treatment of {ow
receive appropriate servicesthgic minorities Interventions featured modesttacnmodations | income and minority women with depression.
often receive poorer quality health eghan for minority patients (e.g., translations, culturg Study program recruited staff with extensive
Whites. training for clinicians). experience and commitment to treating low

income and minority patients.
Otto et al., Lack of information available to guide treatment| Intervention provided informatioon Instruction provided in Khmer; The authors
(2003) choices for Cambodian refugees. Extensive symptoms and nature of PTSD from a cognitiy reexamined previous intervention and added

knowledge of Khmer population and cultural
factors that may influence PTSD.

behavioral persgctive and clarified differences
between PTSD symptoms and culturaligtinct
fears of death or disability associated with
somatic sensations, and exposure to somatic
sensations associated with PTSD and anxiety
Also used of culturallyrelevant rehearsaind
coping strategies, muscle relaxation and
diaphragmatic breathing skills, and sedfre
skills and assignment to remember pleasant
events.

culturally relevant theiay to usual intervention of
only medication.
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Rosalet al.,
(2005)

Prevalence of type 2 diabetes and diabetésted
morbidity and mortality is higher among lew
income Hispanics when compared to that of
whites. Little is known about how to effectively
promote sefmanagement in this population.
llliteracy in Springfield Massachusetts (either
Spanish or English) is prevalent, and under 10
elders have a high school education.
Unemployment rate is 70%.

Group sessions targeted diabetes knowledge
attitudes, and selfnanagement skills through
culturally specific and literacgensitive
strategies.

Nutritionist, nurse, and intervention assistant
were all bilingual. Intervention was tailored to
needs of nomeaders and imparted through
culturally familiarexperiences.

Cultural assessment among individuals in the
target population.

SamuelHodge
et al., (2009)

Study aimed to learn behaviors of target
population and obtain information about
prevalence of undeeporting and the importance
of using communitybased settings to engage wit
African American community.

Churchbased intervention includes: individual
dietary assessment and gsatting, 12session

group at church, monthly telephone contact w
church diabetes advisors, three printed messg
from physician.

Addressing disparity: Very limited data available
on the dietary intake and physical activity of
African-American women with diabetes,
comparison limited to finding from studies with
African-American samples.

Shahet al.,
(2002)

Minority focus groups reviewed intervention and
engaged in dialogue to discuss cultural relevanc

Bilingual research assistant. Ethsigecific diet.
Culturally specific menu, brochures, and
videotapes.

Review of only other study for lupus: reevaluate
culturally ®nsitivity. Staff trained and rated by
study group as highly effective in cultural
sensitivity and understanding.

Shinet al.,
(2002)

Cultural knowledge: difficulties compounded by
illness and cultural reluctance to seek treatment
Value: Korean Americanrevere teaching and
learning, so use educational methods to unders
programdés i mportance
-Culturally determined respect for experts and
authority may help facilitate both the educationa
process and the therapeutic alliance.

-Many Asiancultures do not have the same
concrete definition of mental illness, take it as
physiological disharmony, do not distinguish
psychological symptoms from physical. Mental
illness associated with tremendous stigma,
concepts of counseling and sharing proldere
foreign.

1 and misfortune.

Sessions conducted in Korean. Discussion
sessions integrated traditional concepts about
disability, including Korean perspectives on
shamanism, ailments, distress, diseases, forty

All written materials provided in botorean
and English; oral presentations in Korean.

Parallel sessions in Korean offered to family
members.

Diagnoses made by a Korean psychiatrist in
accordance with DSNV; study also employed a
Koreanspeaking social worker. Cultural
assessment of missti goal is to bridge eastern
and western views of mental iliness and treatme
to increase likelihood that Korean clients would
use and accept U.S. mental services
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Telleset al.,
(1995)

Familiarization with cultural values and structure
Examined level®f acculturation knowledge, and
importance of family support

Behavioral family management with patient
family education about schizophrenia, training
in communication skills, and training in
problemsolving skills. Researchers included
bilingual psychi#ists and clinicians.

Review of past materials by bilingual clinicians {
assure that procedures were culturally sound.
Clinicians were trained and reviewed by bi
cultural review panel.

Van Servellenet

Cultural knowledge of customs: HIV/Al®and

Simplified educational instruction, focus on

Addressing disparity: Difficulty in serving low

al.,(2003) behaviors associated with becoming infected ar| significance ofamily. Family encouraged to | income minority populations witlow levels of
highly stigmatized in Latino populations, which | participate, videotapes narrated in Spanish | system knowledge: Some factors of service
makes coping and securing of support problemé included family perspective and depicted fami| delivery are common to all HNhfected
(more difficult than typical HIV outreach). relationships. populations: others are unique and require
attention in formulating culturally sensitive
Content addressed family roles in helping programs to improve adherence.
patients cope with HIV. Simpatia: cultural des
for good relationships ith health care providers
preserving respect and dignity for patient and
provider. Addressd machismo and marianismg
in discussions about negotiating safer sexual
practices.
Vincent et al., Latinos the fagstgrowing minority group, with | Project uses bilingual nurses and dieticians, | Recruitment from promotora: Spanish speaking
(2008) highest rate of diabetes. Latinos may have incorporates Mexican American dietary health care viders: reviewed past interventions
difficulty achieving adequate glucose control. preferences and cultural beliefs, lditeracy and added new recruitment strategy for culturall
materials, and content delivery in Spanish. tailored intervention. Review of intervention:
decision to include content on stress and stress
Bilingual research assistants read aloud data| management, heredity, and culture as identified
forms, sefmanagement strategies focus on | previous studies.
stress, heredity, and culture, includenily
member in support.
Vyaset al., Researchers question culturally validity of own | Questionnaire (& for cultural acceptability) Testing and refining of questionnaires
(2003) study intervention. Time period may have been| administered in patient's homes by interviewe| (intervention) to further establish cultural validity

inadequate for intervention due to cultural
complexities. South Asian communities have
record of not keeping appointments.

in Urdu, Punjabi, or Bengali.
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Appendix C: Search Results

Records Possible Matches Based on | Articles Included in

Database Sarched Retrieved & Screened Full-Text Screening Meta-analysis
Subject Specific
Medline 570 52 6
ERIC 127 6 0
PsycINFO 103 16 0
Health Science: SAGE 41 0
Social Services Abstracts 49 0
Sccial Science Abstracts 51 0
NARI C6s Rehabdat : 71 22 0
CIRRIE 119 12 1
CINAHL 201 12 1
EMBASE 392 8 0
Health Source 264 11 0
Interdisciplinary
ISI Web of Knowledge 325 7 1
Science Direct 13 0 0
ProQuest Dissertatier& Theses 56 4 0
AcademicSearch Premier 284 5 1
Primarily International
Canadian Research Index 39 1 0
CBCA-Education 44 2 0
British Education Index 3 None 0
Australian Education Index 18 None 0
Francis 62 3 0
PAIS International 39 None 0
Reference Databases
Annotaed CC Reference List 109 1 1
Referencedrom John Stone 18 None
Referencedrom Joe Marrone 24 None
DATABASE SEARCH TOTAL 3022 179 22
Hand Searches of all included studie No specific # No specific # 9
or relevant studies
Follow-up Studies by Auttor of all pilot studies 5) 2

Engine/Conference Searches

Engine Search Google

5000+

Engine Search Yahoo

216+

Conference Proceedings or
Presentations

3 Cultural Competency
Conferences/Presentation

U.S. and International Reports

GREY LITERATURE SEARCH
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Appendix D

Database Searches

RESEARCH QUESTION

Do evidencébased culturallyadapted competency interventions improve rehabilitation serv
outcomes for culturally diverse individuals with disabilities?

DATABASE SEARCHES

Subject Specific Databases

Database Name

Internal Code for Search | Date of Search | Name of Searcher

Medline (via
PubMed)

Medline January 19, 2009 Katherine Hanz

Notes about the Database

Database supplier
(e.g. Proquest)

NCBI

Dates of db file used
(e.g. 19962008/06)

19492009/01 (Medline coverage)

Db update frequency
(e.g. Quarterly)

20004000 records are added daily (Tues&apurday)

Updates are suspended for several weeks during November and
December

Notes about the Search

Purpose of the sedr

To locate primary studies about cultural competency educational
interventions.

Comments on the
strategy

Two separate searches were conducted in an attempt to be as inc

as possible. The second searc
eliminate dupliates. The start date (1980) was set by the research
team and i s based upon when t

emerged. Based on the results of this study, it may be extended t
include the late 1970s. Please see additional notes below.
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Results

Number of records | Search A: 441
retrieved Search B: 129
Total=570

Original Search Strategy(Cut and paste from the Search History)

Search A:

Search((intervention*) AND (cultural competency[mesh] OR transcultural nursing[mesh]
culture[mesh] OR cultutaharacteristics[mesh]))

Limits: Publication Date from 1980/01/01 to 2008/12/31, Clinical Trial, Metalysis,
Randomized Controlled Trial, Review, Adolescent:1B3years, Adult: 1914 years, Middle
Aged + Aged: 45+ years

Results: 441
Search B:

Seach: ((cultural competency[mesh] OR transcultural nursing[mesh] OR culture[mesh] O
cultural characteristicsimesh]) AND (intervention* OR educat*) AND (disab* OR disorder
OR disease*) AND (("1980/01/01"[PDat] : "2008/12/31"[PDat]) AND (Clinical Trial[pt¢i}
MetaAnalysis[ptyp] OR Randomized Controlled Trial[ptyp] OR Review[ptyp]) AND
(adolescent[MeSH] OR adultfMeSH:noexp] OR (middle age[MeSH] OR aged[MeSH]))))
(((intervention*) AND (cultural competency[mesh] OR transcultural nursing[mesh] OR
culture[mesh] OR cultural characteristics[mesh])) AND (("1980/01/01"[PDat] :
"2008/12/31"[PDat]) AND (Clinical Trial[ptyp] OR MetAnalysis[ptyp] OR Randomized
Controlled Trial[ptyp] OR Review[ptyp]) AND (adolescent[MeSH] OR adultfMeSH:noexp|
OR (middle age[MeSH] R aged[MeSH)]))))

Limits: Publication Date from 1980/01/01 to 2008/12/31, Clinical Trial, Metalysis,

Randomized Controlled Trial, Review, Adolescent1B3years, Adult: 1914 years, Middle
Aged + Aged: 45+ years

Results: 129

Additional Notes

SearchA:

1 The third concept (disability) was not included in this search to avoid being overly
restrictive. Attempts were originally made to include this concept using-tefiee
search of: (disease* OR disorder* OR disab*), but this was found to excluaipbte
relevant studies.
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)l

1 Additionally, it was determined that developing an exhaustive list of various disab
disorders, and diseases was unrealistic, and the possibility of missing potentially
relevant studies was too great.

1 Althoughthetermicul t ur al competencyo exists
ACul tureo and ACul tur al characteri st
These terms were found in other articles deemed to be relevant by the research t

T The ter m 0 iseatcleed asa fdext term based on its appearance in the
abstract of relevant articles

)Search B:

1 This was an attempt to broaden the search for the educational intervention conce
i ncluding either Aintervention* OR e

1 The disability conceptdisab* OR disorder* or disease*) was added in order to narr
the results for this broader search.

General Notes:

1 The results were limited by type and age in an attempt to exclude irrelevant result
While this analysis is not interested in studies outly, the adolescent age group-{I3
years) was included to ensure that studies epeb8olds were included.

Database Name Internal Code for Search | Date of Search | Name of Searcher

ERIC (CSA) ERIC April 8, 2009 Katherine Hanz

Notes about the Databae

Database supplier | CSA
(e.g. Proquest)

Dates of db file used| 1966 onwards
(e.g. 19962008/06)

Db update frequency, Monthly
(e.g. Quarterly)

Other information Over 1,289,155 records as of March 2009
about db coverage:
(e.g. Incl. some full
text)

ERIC issponsored by the U.S. Department of Education to provide
extensive access to educatieralhted literature

Subject coverage includes: vocational education, counseling, lang
and literature, information technology, assessment and evaluation
childhood education and higher education.
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Notes about the Search

interventions.

Purpose of the searc| To locate primary studies about cultural competency educational

results appeared.
The terms fAeducat*o

Comments on the As there were no subject desc
strategy Acul tural competence, 0 | wused
concept.
Broad terms | ike fAcultureodo we

was not i

ERIC is specifically amducatiorspecific database.

Results

Number of records 127

retrieved

Original Search Strategy(Cut and paste from the Search History)

Date Range1980 to 2009

Results 127 Published Works results found in ERIC

Search Query #10(KW=("cultural competenc™ or "culturally competent” or "cultural
awareness or "cultural literacy " or "cross cultural training" or "cultural education™))
and(KWs4ntervention*) and(KW= (disab* or diseasé& or disorder*))

Database Name Internal Code for Search | Date of Search

Name of Searcher

PsycINFO PsycINFO April 9, 2009

Katherine Hanz

Notes about the Database

Database supplier | EBSCO
(e.g. Proquest)

Dates of db file used| 188%#Present
(e.g. 19962008/06)

Db update frequency Updated weekly
(e.g. Quarterly)
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Other informaibn -Contains more than 2 million citations and summaries of journal
about db coverage: | articles, book chapters, books, reports and dissertations
(e.g. Incl. some full

text) -Includes international material in more than 29 languages

-Subjects coverage: pdyology and related disciplines

Notes about the Search

Purpose of the searc| To retrieve relevant records from Psychology and related discipling

Comments on the The search strategy was developed using the ERIC and Medline

strategy searches as guidekimits on age group and population group were
made to weed out irrelevant records and to make the results more
manageable.
Results

Number of records | 103
retrieved

Original Search Strategy(Cut and paste from the Search History)

S1:"culturally competent6r "cultural competenc*" or "cultural awareness" or "cultural
literacy" or "cross cultural training" or "cultural education” or transcultural* (5110)

S2: disorder* or disease* or disab* (685398)
S3: intervention* or educai39811)

S4: S1 and S2 andB§350)

S7: S1 and S2 and &aniters - Published Date from: 1980€200904; Age Groups:
Adulthood (18 yrs & older); Population Group: Human (103)
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Database Name

Internal Code for Search

Date of Search

Name of Searcher

Health Science: A
SAGE FullText
Collection

SAGE-Health

April 14, 2009

Katherine Hanz

Notes about the Database

Database supplier
(e.g. Proquest)

SAGE

Dates of db file used
(e.g. 19962008/06)

1982 onward

Db update frequency
(e.g. Quarterly)

Weekly

Other information
about db coveage:
(e.g. Incl. some full
text)

Indexes26 SAGE journal

Among others subject covered include: nursing, social studies of
health, cultural studies, transcultural psychiatry, public health, phyj

medicine & rehabilitation

Includes fulttext coverage odll bibliographic records in the databas

Notes about the Search

Purpose of the searc

To locate primary studies about cultural competency educational

interventions.

Comments on the
strategy

The search strategy was developed using the ERIC and Medline

sarches as guides.

Results

Number of records
retrieved

41

Original Search Strategy(Cut and paste from the Search History)

( K W=\fltdral competenc " oculturdily competento

"cultural literacy " or "cross cultural training"
and(KWs4intervention* or educat*) and(KW=disab* or diseasé or disorder*))

Date Range 1980 to 2009

Results:41

culturdl awareness or
cenul@dur al

Neducati on
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Database Name

Internal Code for Search | Date of Search | Name of Searcher

Social Services
Abstracts

SSA April 27, 2009 | Katherine Hanz

Notes about the Database

(e.g. 19962008/06)

Database supplier | CSA
(e.g. Proquest)
Dates of db file used| 1980 present

Db update frequency
(e.g. Quarterly)

Monthly

Other information
about db coverage:
(e.g. Incl. some full

text)

Provides cuerage on research in the areas of social work, human
services, social welfare, social policy, and community developmen

indexes more than 1,500 serials

Notes about the Search

Purpose of the searc

To locate primary studies about cultural competency atthral
interventions.

Comments on the
strategy

|l originally performed the se:
sensitivity, o but found that I
looked relevant. | chose to include this term in my search in the h
of broadening the search and discovering relevant records not fou
my original search

Results

Number of records

retrieved

49 (57 identified, 8 duplicates)

Original Search Strategy(Cut and paste from the Search History)

(KW=(disorder* or disab* or dissse*)) and(KW=(intervention* or educat*))
and(KW=(cultural competenc* or culturally competent or cultural awareness or cultural li
or cultural sensitivity or transcultural*))
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Database Name

Internal Code for Search

Date of Search

Name of Searcher

Social Science N/A April 28, 2009 | Nora Spurgis
Abstracts

Results

Number of records | 51

retrieved

Original Search Strategy(Cut and paste from the Search History)

kw: intervention* or kw: educat*) and ((kw: disab* or kw:

disorder* or kw: disease*) anck{{: cultural* n4 competen*) or (kw:

cultural w literacy) or (kw: cultural w awareness) or (kw: cultural w

education) or (kw: cultural w sensitivity) or (kw: cultural w

communication) or kw: crossultural or kw: transcultural*))

Database Name

Internal Code for Search

Date of Search

Name of Searcher

NARI C0s
REHABDATA

Rehabdata

April 14, 2009

Katherine Hanz

Notes about the Database

Database supplier
(e.g. Proquest)

NARIC-National Rehabilitation Information Center

Online at: http://www.naric.com/

Dates of db file used
(e.g. 19962008/06)

1956-present

Db update frequency
(e.g. Quarterly)

Information not available

Other information
about db coverage:
(e.g. Incl. some full
text)

Includes documents dealing with issues that relate to people with
physical,mental, and psychiatric disabilities, including independent
living, vocational rehabilitation, special education, assistive techno

law, employment, etc.

Notes about the Search
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Purpose of the searc

To locate primary studies about cultural competesthycational
interventions.

Comments on the
strategy

The disability concept was not included as this database specializ
literature about disability and rehabilitation

Al't hough not wused in other dat
added to the iiervention/education concept in order to broaden the
search results

There was no subject descriptor for cultural competency
Two separate searches were per

Aculturally competento
Results
Number of records | Seart 1: 48
retrieved Search 2: 23

Total: 71

Original Search Strategy(Cut and paste from the Search History)

Search #1:

Find recordsé
With theexact phrase cultural competenc*
With at least oneof the words: educat* intervention* train*

Search #2:

Find recordsé
With theexact phrase culturally competent

With at least oneof the words: educat* intervention* train*
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Database Name

Internal Code for Search | Date of Search | Name of Searcher

CIRRIE Database of
International
Rehabilitation
Research

CIRRIE April 14,2009 Katherine Hanz

Notes about the Database

Database supplier
(e.g. Proquest)

University of Buffalo
Available for free online at: http://cirrie.buffalo.edu/

Dates of db file used
(e.g. 19962008/06)

199062009

Db update frequency
(e.g. Quarterly)

Information not available

Other information
about db coverage:
(e.g. Incl. some full
text)

Contains over 90,000 citations of international rehabilitation resear
Indexes material from mainstream journals and websites

aso includes citations to resources tteaxtially more difficult to accesy
in the United States

Notes about the Search

Purpose of the searc

To locate primary studies about cultural competency educational
interventions.

Comments on the
strategy

| wasunable to do a keyword search beyond the #éihd /or author.

Al t hough Ainterventiono is a
limiting in scope, as it only refers to interventions with patients

Searching for fAeducat.i
professional education and otee | at e d
title, o0 thus multiple

ono as i
terms wi
sear che:

Results

Number of records
retrieved

19

Original Search Strategy(Cut and paste from the Search History)

Search #1:

Cultural diversity (Subject) AND Intervention (Title)
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Results: 9

Search #2:
Cultural diversity (Subject) AND Professional Education (Subject)
Results: 12

Search #3
Cultural diversity (Subject) AND Professional training (Subject)
Results: 4

Search #4

Cultural diversity (Subject) AND Educational initiativeSubject)
Results: 1

Search #5
Cultural diversity (Subject) AND Education (Subject)
Results: 57

Search #6
Ethnic groups (Subject) AND Intervention (Title)
Results: 11

Search #7
Ethnic groups (Subject) AND Professional Education (Subject)
Results: 3

Seach #8
Ethnic groups (Subject) AND Professional training (Subject)
Results: 0

Search #9
Ethnic groups (Subject) AND Educational initiatives (Subject)
Results: 0

Search #10
Ethnic groups (Subject) Workshops (Subject)
Results: 22
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Database Name Intern al Code for Search| Date of Search | Name of Searcher

CINAHL N/A May 5, 2009 Nora Spurgis

Results

Number of records | 201
retrieved

Notes about Search

| tried a separate search by adding with the boolean AND (randooongél trial or rct) but
got O resuk, meaning that these terms wereindhe title, abstract, or descriptors of the 201
articles above.

Original Search Strategy(Cut and paste from the Search History)

( intervention* or educat* ) and ( "cultur* competen*" or "cultur*
literacy" or "cultu* awareness" or "cultural education” or "cultur*
training"” or "cultural sensitivity" or "cultural communication” or
"crosscultural” or transcultural* or multicultural* ) and ( disab* or
disorder* or disease* )

Limiters- Age Groups: Adult, 1914 yearsMiddle Age, 4564 years,
Aged, 65+ years

Database Name Internal Code for Search | Date of Search | Name of Searcher
EMBASE N/A May 7, 2009 Nora Spurgis
Results

Number of records | Search #1:5
retrieved Search #2: 387
Total: 392

Notes about the Search

Sarch: The number aksults is small because | limited the search to "randomized contro
trial," which is one of the official Embase limiters.

Search #2: The Arandomi zed contr ol tri a
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Original Search Strategy(Cut and paste fra the Search History)

Search #1:

Search #2:

disease* OR

[aged]/lim)

Limits: adults (1864) and aged (65+)

(‘cultural competence'/syn OR 'cultural competency'/syn OR 'culturally
competent’ OR 'cultural literacy' OR ‘cultural awareness' OR 'cultural
communication' OR 'cultural sensitivity'/syn OR 'cultural training’' OR
‘culturaleducation’ OR ‘cross cultural’ OR transcultural* OR
multicultural*) AND (intervention* OR educat*) AND (disab* OR disease* OR
disorder*) AND [humans]/lim AND [humans]/lim AND ([adult]/lim OR
[aged]/lim) AND [198062009]/py

(‘cultural competencayn OR 'cultural competency'/syn OR 'culturally
competent’ OR 'cultural literacy' OR ‘cultural awareness' OR 'cultural
communication' OR 'cultural sensitivity'/syn OR 'cultural training’' OR
‘cultural education’ OR ‘cross cultural' OR transcultural* OR

multicultural*) AND (intervention* OR educat*) AND (disab* OR

disorder*) AND [humans]/lim AND [humans]/lim AND ([adult]/lim OR

Database Name

Internal Code for Search

Date of Search

Name of Searber

retrieved

Health Sourcé N/A May 5, 2009 Nora Spurgis
Nursing & Academic
Edition
Results
Number of records | 264

Original Search Strategy(Cut and paste from the Search History)

disorder* or disease* )

( intervention* or educat* ) and ( "cultur* competen*" or "cultur*
literacy" or "cultur* awareness" or "cultural education™ or "cultur*
training"” or "cultural sensitivity" or "cultural communication” or
"crosscultural” or transcultural* or multicultural* ) and ( disab* or

Limited to peeireviewed journks (this dropped it from 267 to 264)
Note: HealthSource doesn't have any other relevant limiters.
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Interdisciplinary Databases

Database Name

Internal Code for Search

Date of Search

Name of Searcher

ISI Web of
Knowledge

ISI-Web

April 27, 2009

Katherine Hanz

Notes about the Database

Database supplier
(e.g. Proquest)

ISI Web of Knowledge

Dates of db file used
(e.g. 19962008/06)

19892009

Db update frequency
(e.g. Quarterly)

Weekly

Other information
about db coverage:
(e.g. Incl. some full
text)

Includes Science Citation Index, Social Sciences Citation Index, an

Arts and Humanities Citation Index

Notes about the Search

Purpose of the searc

To locate primary studies about cultural competency educational

interventions.

Comments on the
strategy

The searh strategy was developed using the ERIC and Medline

searches as guides.

Results

Number of records
retrieved

325

Original Search Strategy(Cut and paste from the Search History)

or intervention*)

Topic=(disab* or disease* or disorder*) AND Topic=(cultural competenc* tully
competent* or transcultural* or cultural awareness or cultural literacy) AND Topic=(educ

Timespan=1982009. Databases=SEXPANDED, SSCI.
Results: 325 records (291 after duplicate search)
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Database Name Internal Code for Search | Date of Search | Name of Searcher

Science Direct Science Direct April 27, 2009 | Katherine Hanz

Notes about the Database

Database supplier | Elsevier
(e.g. Proquest)

Dates of db file used| 1995 onwards
(e.g. 19962008/06)

Db update frequency Unknown
(e.g. Quaterly)

Other information Provides fulitext to more than 1,800 Elsevier Science Journals
about db coverage:
(e.g. Incl. some full
text)

Full-text access is available from 1993 to the present

Notes about the Search

Purpose of the searc| To locateprimary studies about cultural competency educational
interventions.

Comments on the The search strategy was developed using the ERIC and Medline
strategy searches as guides.

A search was conducted for keywords in the title, abstract etekms
fields.

Results

Number of records | 13( 23 identified, 10 duplicates)
retrieved

Original Search Strategy(Cut and paste from the Search History)

pub-date > 1979 and (TITLABSTR-KEY ((cultural* pre/0 competen*) OR (cultural pre/O
awareness) or (cultural pre/Celiticy) or transcultural* or (cultural pre/0 sensitivity))) AND
(TITLE-ABSTR-KEY (disab* or disorder* or disease*)) AND (TITL-EBSTR-KEY (educat*
OR intervention*))

RESULTS: 23
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Database Name Internal Code for Search | Date of Search | Name of Searcher

ProQues ProQuest D &T April 8, 2009 Katherine Hanz
Dissertations and
Theses

Notes about the Database

Database supplier | ProQuest
(e.g. Proquest)

Dates of db file used| 1861-Present
(e.g. 19962008/06)

Db update frequency| Yearlyd more than 60,0Dcitations added each year
(e.g. Quarterly)

Other information Most of the full text starts from 1997 to the present.
about db coverage:
(e.g. Incl. some full
text)

Includes citations and abstracts to over 2 million doctoral dissertat
and masters theses

Indexes 90% adlissertations and theses published in North Americ

About 10% of the content represents publications outside North
America

Notes about the Search

Purpose of the searc| To find doctoral dissertations and masters theses on cultural
competency educationaiterventions.

Comments on the The search strategy was developed using the ERIC and Medline
strategy searches as guides. The terms listed below were searched for in
Citations and Abstracts.

Results

Number of records | 56
retrieved

Original Search Strategy (Cut and paste from the Search History)

56 documents found fofcultural competen* or culturally competent or cultural awareness
cultural literacy or "cross cultural training” or "cultural education" or transcultural nursing
AND (intervention* oreducat* ) AND (disab* or disease* or disorder*) AND PDN(>1/1/19¢
AND PDN(<12/31/2009)
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Database Name Internal Code for Search | Date of Search | Name of Searcher

Academic Search ASP May 12, 2009 Katherine Hanz
Premier

Notes about the Database

Database sqaplier EBSCO
(e.g. Proquest)

Dates of db file used| 1975
(e.g. 19962008/06)

Db update frequency Daily
(e.g. Quarterly)

Other information Provides full text for nearly 4,000 scholarly publications
about db coverage:
(e.g. Incl. some full
text)

Covers nedy all aspects of Academic study

Notes about the Search

Purpose of the searc| To locate primary studies about cultural competency educational
interventions.

Comments on the This strategy differs greatly from my other ones, and it might be
strategy worthwhile to conduct a second search using a strategy that is mo
like the ones developed for PsycINFO, ERIC, and Medline.

One relevant article had been retrieved from ASP in a search cong
by another librarian. In an attempt to make certain thatébisrds
was retrieved among my results, | modified by strategy accordingly

Results

Number of records | 284
retrieved
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Original Search Strategy(Cut and paste from the Search History)

Results: 284

Search Strategy:

S8:(S1 and S3 and S4 and S5 and I96)i ters - Scholarly (Peer Reviewed) Journals;
Published Date from: 198000905 (284)

S7:(S1 and S3 and S4 and S5 and §92)

S6: "experimental group” or "control group” or “intervention group" or "comparison group
(43,479)

S5: SU treatment* or rehdb (188,394)

S4: AB study or trial (2,299,359)

S3: AB intervention*(138,775)

S1:SU health* or disab* or disease* or disord€t*015,510)
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Primarily International

Database Name

Internal Code for Search | Date of Search | Name of Searcher

Canadian Rsearch
Index

CRI April 14, 2009 | Katherine Hanz

Notes about the Database

Database supplier
(e.g. Proquest)

ProQuest

Dates of db file used
(e.g. 19962008/06)

1982 to present

Db update frequency
(e.g. Quarterly)

Monthly

Other information
about db coverag
(e.g. Incl. some full
text)

Indexes government documents and repArtss o known 3

Notes about the Search

Purpose of the searc

To find Canadian documents not retrieved in searching main datal

Comments on the
strategy

No documents werlund with the following searclicultural
competen* or culturally competent or cultural awareness or culturg
literacy or "cross cultural training" or cultural education or

transcultural nursing) AND (disab* or disease* or disorder*)

Cultur* was used iplace of the more specific terms to be more
inclusive

Results

Number of records
retrieved

39

Original Search Strategy(Cut and paste from the Search History)

PDN(>1/1/198Q AND

(cultur*) AND (disorder* or disease* or disab*) AND (educat* or intervention*) AND

PDN(<12/31/2009)
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Database Name

Internal Code for Search

Date of Search

Name of Searcher

CBCA-Education

CBCA-Ed.

April 14, 2009

Katherine Hanz

Notes about the Database

Database supplier
(e.g. Proquest)

ProQuest

Dates of db file used
(e.g. 199%-2008/06)

1986 to present

Db update frequency
(e.g. Quarterly)

Daily

Other information
about db coverage:
(e.g. Incl. some full
text)

Focuses on Canadian information in the field of Education
Over 265 journals are indexemhvering both research and gtiae

oriented publications

Some journals are available in fdixt format

Notes about the Search

Purpose of the searc

To find Canadian documents not retrieved in searching main datal

Comments on the
strategy

Search results were limited to Schbfgournals only as CBCA
Education also indexes magazines and other sources that would 1

of use to this review.

Results

Number of records
retrieved

44

Original Search Strategy(Cut and paste from the Search History)

44 documents found foXcultur*) AND (disorder* or disease* or disab*) AND (intervention’

or educat*) AND PDN(>1/1/1980) AND PDN(<12/31/2009)
Limits: Scholarly Journals only
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Database Name

Internal Code for Search | Date of Search | Name of Searcher

British Education
Index

BEI April 27, 2009 | Alan Gomersall

Notes about the Search

Purpose of the searc

To find results from British Journals to compliment searches perfo
in more UScentric databases.

Comments on the
strategy

Search strategy was developed by Alan Gomersall based on
suggestions given by Katherine Hanz.

Results

Number of records
retrieved

1w

Original Search Strategy(Cut and paste from the Search History)

culturally competent or cultural competenc* or cultural awareness or cultural litera
cross cultural training azultural education” or transcultural*

AND
disorder* or disease*
AND

intervention* or educat*

or disab*

Database Name

Internal Code for Search | Date of Search | Name of Searcher

Australian Education
Index

AEI April 27,2009 | Alan Gomersall

Notes about the Searc

h

Purpose of the searc

To find results from Australian journals to compliment searches
performed in more U8entric databases.

Comments on the
strategy

Search strategy was developed by Alan Gomersall based on
suggestions given by Katherine Hanz.
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Results

Number of records
retrieved

18

Original Search Strategy(Cut and paste from the Search History)

AND

AND

culturally competent or cultural competenc* or cultural awareness or cultural literacy or ¢
cultural training or cultural education” or transcugtér

disorder* or disease* or disab*

intervention* or educat*

Database Name

Internal Code for Search | Date of Search | Name of Searcher

Francis

Francis April 9, 2009 Katherine Hanz

Notes about the Database

Db update frequency
(e.g. Quarterly)

Database supplier CSA
(e.g. Proquest)
Dates of db file used| 1984 onward
(e.g. 19962008/06)
Monthly

Other information
about db coverage:
(e.g. Incl. some full
text)

Francis covers a wide range of subjects in the humanities and soc
sciences, includingdeication.

Documents indexed include: Books, Conference Proceedings, Jou
Articles, Reports, Theses and Dissertations

Notes about the Search

Purpose of the searc

To broaden the search to include a wider range of international
documents.

Comments on #h
strategy

The intervention concept was not included in this search as the re
were already fairly limited. In an attempt to be as inclusive as pos
with these international results, | decided not to narrow the results
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further by adding a third czept.

Results

Number of records
retrieved

62

Original Search Strategy(Cut and paste from the Search History)

Search Query #5 (KW=(disorder* or disab* or diseas&)) and(KW="cultural competenc
or "culturally competent" or "cultural awareness or "cultural literacy" or "cross cultural
training " or "cultural education” or "transcultural nursing")

Date limits: 19862009

Database Name

Internal Code for Search | Date of Search | Name of Searcher

PAIS International

PAIS April 27,2009 | Katherine Hanz

Notesabout the Database

Database supplier
(e.g. Proquest)

CSA

Dates of db file used
(e.g. 19962008/06)

1972 to present

Db update frequency
(e.g. Quarterly)

Monthly

Other information
about db coverage:
(e.g. Incl. some full
text)

Indexes books and journalgaling with political science, internationé
relations, human rights, government policy, military conflicts,
development issues, and labor conditions.

Over 1,800 journals in 6 languages

Notes about the Search

Purpose of the searc

To locate internationatudies.
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Comments on the As results were fairly limited, the terms cultural* and transcultural*
strategy were searched rather than more specific terms, in an attempt to in
search results.

Results

Number of records | 39
retrieved

Original Search Strategy (Cut and paste from the Search History)

(KW=(disorder* or disab* or disease*)) and(KW=(educat* or intervention*))
and(KW=cultural* or transcultural*)

Search Engine Internal Code for Search | Date of Search | Name of Searcher

Google,Yahoo Rob Goutl

Web Search Strategy: Sent April 15, 2009

The first 96 results, and then google noted that the rest of the matches were repeatoesu
the Yahoo search (we landed on 216 hits, yahoo filtered down to 154 to exclude duplicat

(Acul t wertaelncydm@POR Acul tural competenceo
(intervention* or educat*) AND (disab* OR disorder* OR disease*)

Note:Yields about 14, 600 hits. Search to be performed by research team at UIC.
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Appendix E:
Studies Excluded for MetaAnalysis
(n=157)

\ A- No Intervention or Control Group -Correlation Studies (n=21studies)

Brown, S. A., Harrist, R. B., Villagomez, E. V., Segura, M., Barton S. A., & Hains, C. L.
(2000). Gender and treatment differences in knowledge, health beliefs, aimbheet
control in Mexican Americans with type 2 diabeféle Diabetes Educatp26, 425

438.

Duan, N., & Wells, K. (2004). Effects of primary care depression treatment on minority
patients clinical status and employmeduiversity of California, LA Neropsychiatric
Institute. 827834.

Fisher, D. G., & Lankford, B. A. (1996). Therapeutic community among Alaska natives.
Journal of Substance Abuse Treatmast (3), 2658271.

Fitzgibbon, M. L., Stolly, M., Schiffer, L., Sharp, L., Singh, V., Van Horn,& Dyer,
A. (2008). Obesity reduction black intervention trial (ORBIT) design and baseline
characteristicsl our n a | of WINMNEN®O¥A1IHWe al t h

Flaskerud, J. H., & Hu, L., (1994). Participation in and outcome of treatment for major
depresson among low income AsiaAmerican.Psychiatry Resear¢ib3, 289300.

Gamst, G., AguliaKitibutr, A., Herdina, A., Hibbs, S., Kristal, E., Lee, R., & Roberg,
R., Effects of racial match on Asian American mental health consumer satisfaction.
Mental HealthServices Research, (4), 197208.

Hawthorne, K. (2001). Effect of culturally appropriate health education on glycemic
control and knowledge of diabetes in British Pakistani women with type 2 diabetes
mellitus.Health Education Research6, (3), 373381

Kreuter, M., Jones, E., & Pritchett, S. (2005). Communicating the effectiveness of health
promotion to statéevel decisioamakers and legislators: A directors of health promotion
and education (DHPE) white papef21.

Lau, A., Zane, N. (2000). Examimg the effects of ethnispecific services: an analysis of
costutilization and treatment outcome for Asian American cliefdsrnal of Community
Psychology28, (1), 6377.

Lin, J. C. H. (1994). How long do Chinese Americans stay in psychoth&i@gopal of
Counseling Psychologyl, (3), 28891.
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Mathews, C. A., Glidden, D., Murray, S., Forster, P., & Hargreaves, W. A. (2002). The
effect on treatment outcomes of assigning patients to ethnically focused inpatient
psychiatric unitsPsychiatric Servicg 53, (7), 83835.Michael, S., Sherbourne, C.,

Miranda J, Schoenbaum M, Sherbourne C, Duan N., & Wells K. (2004) Effects of
primary care depression treatment on minorit
Arch Gen Psychiatryl(8):827 834.

Ping-Tu, S., Taylor, V., Yasui, Y., Chun, A., Yip, M. P., Acorda, E., Li, |., & Bastani, R.
(2006). Promoting culturally appropriate colorectal cancer screening through a health
educator: A randomized controlled trial. Wiley Interscience, 107, (5}9859

Powe, B. D., Ntekop, E., & Barron, M. (2004). An intervention study to increase
colorectal cancer knowledge and screening among community dtdéigc Health
Nursing 21, (5). 435442.

Ryan E., Stephens, H., & Martenson, L., (2003). Effects of ra@&dhmon Asian
American mental health consumer satisfactidantal Health Services Researé) (4),
197-208.

SamueHodge, C. D., Fer n-Rolddre@ F.Johrson,LMF.,& Henr Oqgu «
Keyserling, T C., (2004). A comparison sedported energy intake with total energy

expenditure estimated by accelerometer and basal metabolic rate in Afneaican

womenwith type 2 diabeted)iabetes Carg27, (3), 663669.

Shain, R. N., Piper, J. M., Newton, E. R., Perdue, S. T., Ramos, R., Champion, J. D., &
Guerra, F. A. (2009). A behavioral intervention to prevent sexually transmitted disease
among minority women: Aandomized, controlled trial of a behavioral intervention to
prevent sexually transmitted disease among minority wofiteNew England Journal

of Medicine 340, (2). 93100.

Simmons, D., Fleming, C., Voyle, J., Fou, F., Feo, S., & Gatland, B. (1998JotA
urban churckbased programme to reduce risk factor for diabetes among Western
Samoans in New Zealandiabetic Medicine 15, 136142.

Struthers, R., Hodge, F. S., Cora, L. D., & Cantrell, B. G. (2003). The experience of
native peer facilitators ithe campaign against type 2 diabefidse Journal of Rural
Health 19, (2). 174180.

Takeuchi, D. T., Sue, S., & Yeh, M. (1995). Return rates and outcome from ethnicity

specific mental health programs in Los Angelesierican Journal of Public Healt35,
(5), 638643.
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Zane, Z., Sue, S., Chang, C., Hung, I., Huang, J, Lowe, S., Srinivasan, S., Chun, K.,
Kurasaki, K., & Lee, E., (2005). Beyond ethnic match: effects of etlerapist

cognitive match in problem perception, coping, orientation, andgheaals on
treatments outcomedournal of Community Psycholod83, (5), 569%685.

B-No Intervention or Data Studies (n=6studies)

Acevedo, V. (2008). Cultural competence in a group intervention designed for Latino
patients living with HIV/AIDS.Nationd Association of Social Worker83, (2), 111120.

Hinton, C. E., & Otto, M. W. (2006), Symptom presentation and symptom meaning
among traumatized Cambodian refugees: relevance to a somatically focused cognitive
behavior therapyCognitive and BehaviordPractice 13, 249250.

Hwang, W., Wood, J. J., Lin, K., & Cheung, F. (2006) Cognibebavioral therapy with
Americans: research, theory, and clinical pract@egnitive and Behavioral Practice
13, 293303.

Perez, J, E., & Phill, M. (1999). Integratiof cognitivebehavioral interpersonal
therapists therapies for Latinos: and argument for technical eclectimsmal of
Contemporary Psychotherap39, (3), 169183.

Russell, C. L. (2006), Culturally responsive interventions to enhance immunosiEpress
medication adherence in older African American kidney transplant recipiRFotgess
in Transplantation 16, (3), 187196

Williams, J. K. (1995). AfreAmericans woman living with HIV infection, special
therapeutic interventions for a growing popidat Social Work in Health Care21, (2),
41-53.

\ C- Baseline DataStudies (n=4studies) \

Brown, S., Upchurch, S. L., Alexandra, A., Sarah, A., Hains L. C. & Hains L. B. (1998).
Symptomrelated sekcare of Mexican Americans with type 2 diabetes: prelimyina
findings of the Starr County diabetes education socidtg.Diabetes Educatpp4, 331

339.

Brown, S., & Hanis, C. (1999). Culturally competent education for Mexican Americans:
The Star County studiy.he Diabetes Educatp?5, (2), 22e236.

Keyserlirg, T. C., Ammerman, A. S., Samudbdge, C. D., Ingram, A. F., Skelly, A. H.,
Elassy, T. A., Johnston, L. F., Cole, A. C., & Henrigieddn, C. F. (2000). A
diabetes program for African American women with type 2 diab&tes Diabetes
Editor, 26, 796805.
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SamuelHodge, C. D., Keyserling, T. C., France, R., Ingrum, A. F., Johnston, L. F.,
Davis, L. P., Davis, G., & Cole, A. S., (2006). A chutmdsed diabetes seffanagement
education program for AfricaAmericans with type 2 diabetd3reventing Chrord
Disease 3, (3), 116.

\ D- Multiple Interventions, No Clear Control , or Comparison Group (n=4 studies) \

Davidson, M. B. (2003). Effect of nurskrected diabetes care in a minority population.
Diabetes carg26, (8), 22812287.

Gary, T. L., Bone, L. R Hill, M. H., Levme, D. M., Mcguire, M., Saudek, C. & Brancati,
F. L. (2003), Randomized controlled trial of the effects of nurse case manager and
community health worker interventions on risk factors for diabetiesed complications
in urban African AnericansAmerican Health Foundation and Elsevier Scier&& 23

32.

Markowitz, J. C., Spielman, L. A., Sullivan, M. & Fishman, B. (2000). An exploratory
study of ethnicity and psychotherapy outcome among-ptisitive patients with
depressive symptomdournal of Psychotherapy Practice and Reseaf;h{4), 226

231.

Miranda, J., Chung, J. Y., Green, B. L., Krupnick, J., Siddiqui, J., Revicki,.D. A. & Belin,
T. (2003). Treating depression in predominantly-iaeome young minority women: A
randomizectontrolled trial JAMA, 290, 5765.

\ E- Retrospective Studies (n=4tudies)

Brown , S. A,, Blozis, S. A., Kouzekanani, K., Garcia, A. A., Winchell, M., & Hains, C.
L. (2005). Dosage effects of diabetes selhnagement education for Mexican
AmericansDiabetes Care?8, (3), 527532.

Kabéopua, L. S., & Mueller, C. W. (2004).

living with HIV. National Associations of Social Worker49, (1), 5562.

Nyamathi, A., Stein, J. A., & Kington, R. (1997). Change iD8Irisk behaviors among
impoverished minority women after a community based cogHritereavioral outreach
program.Journal of Community Psycholog®5, (6) 519533.

Organista, K. C, Muioz, R. F., & Gonzélez, G. (1994). Cognhfeavioral therapy for

depression in lowincome and minority medical outpatients: description of a program and
exploratory analyse€ognitive Therapy and Researd8, (3), 241259.
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F. No Culturally Adapted Elements in the Intervention (n=8 studies) \

Eckman, T. A., Wirslmg, W. C., Marder, S. R., Liberman, R. P., Johan§&tmnk, K.,
Zimmermann, K., & Mintz, J. (1992). Technique for training schizophrenic patients in
illness sekmanagement: A controlled trighmerican Journal of Psychiatr{49, (11),
15491555.

Hill-Briggs, R., Lazo, M., Renosky, R., & Ewing, C. (2008). Usability of a diabetes and
cardiovascular disease education module in an African American, diabetic sample with
physical, visual, and cognitive impairmeRghabilitation Psychology3, (1), 18.

Jaob, K. S., Bhugra, D., & Mann, A. A. (2002). A randomized control trial of an
educational intervention for depression among Asian women in primary care in the
United Kingdom.International Journal of Social Psychiafr$8, 139148.

Leff, J., Kuipers, L.Berkowitz, R., EberleitVries, R., & Sturgeon, D. (1982). A
controlled trial of social intervention in the families of schizophrenic patiBnitssh
Journal Psychiatry141, 121134.

Murphy, D. A,, Lu, M. C., Martin, D., Hoffman, D., & Marelich, W. [2002). Result of
a pilot intervention trial to improve antiretroviral adherence among ptsitive patients.
Journal of the Association of Nurses in Aids Carg (6), 5769.

Randolph, E. T., Eth, S., Glynn, S. M., Paz, G. G., Leong, G. B., ShanerS#&achan,
A., Vort, W. V., Escobar, J. |, & Liberman, R. P. ( 1994). Behavioural family
management in schizophrenia outcome of a claised interventioBritish Journal of
Psychiatry 164, 501506.

Satterfield, J. M. (1998). Cognitive behaviorabgp therapy for depressed, lomcome
minority clients: Retention and treatment enhancen@gnitive and Behavioral
Practice 5, 6580.

Tarrier, N., Barrowclough, C., Vaughn, C., Bamrah, J. S., Porceddu, K., Watts, S., &
Freeman, H. (1988). The commuynmanagement of schizophrenia: A controlled trial of
a behavioral intervention with families to reduce relagsgish Journal of Psychiatry
153, 532542.

G- No Disabiity (n=7 studies)

Castagnetta, L., Granata, O. M., Cusimano, R., Ravazzolo,gioiLi M., Polito, L.,
Miele, M., Cristina, A. D., Hamel, P., & Traina, A. (2002). The Mediet ProjBiew
York Academy of Scienc@82-289.

Guinn, B., & Vincent, V. (2009). A health intervention on Latina spiritual velhg
constructs:An evaluatiofdispanic Journal of Behavioral Servicest, (3), 379391.
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Gutierrez, L. M., & Ortega, R., (1991). Developing methods to empoaterds: The
importance of groupsSocial Work With Groupd4, (2), 2343.

Lin, Y. N. (2001). The application of cotjive-behavioral therapy to counseling
Chinese.Application of CBT to Counseling Chings&, (4), 4658.

Mathews, C. A., Glidden, D., & Hargreaves, W. A. (2002). The effect on diagnostic rates
of assigning patients to ethnically focused inpatientipisyric units.Psychiatric Service
53, (7), 823829.

Resnicow, K., Jackson, A., Braithwaite, R., Dilorio, C., Blisset, D., Rahotep, S., &
Periasamy, S. (2002). Healthy body/Healthy spirit: a chbaged nutrition and physical
activity interventionHealth Education Researcli7. (5), 562573.

Yancey, A. K., McCarthy, W. J., Harrison, G. G., Wong, W. K., Siegel, J. M., & Leslie,
J.(2006). Challenges in improving fitness: Results of a commaised, randomized,
controlled lifestyle change intervemtiocJ our nal of , M) (F)ediA30. Heal th

\ H-Evaluation Studies(n=9 studies)

Acosta, F. X., Evans, L. A., Yamamoto, J., & Skilbeck, W. M. (1983). Preparing low
income Hispanic, and white patients for psychotherapy; Evaluation of a new orientation
program.Journal of Clinical Psycholog\39, (6), 872877.

Bhui, K., Warfa, N., Edonya, P., McKenzie, K., & Bhugra, D. (2007). Cultural
competence in mental health care: A review of model evaluaBd€. Health Services
Research7, (15), 110

Bouey,P. D., & Duran, E. S. (2000). Thhalaya casenanagement program for HiV
infected American Indians, Alaska Natives, and Native Hawaiians: quantitative and
gualitative evaluation of impact&merican Indian Alaskan Native Mental Health
Research, 9, (2),6352.

Chin, J. J., Kang, E., Kim, J. H., Martinez, J., & Eckholdt, H. (2006). Serving Asians
and Pacific Islanders with HIV/AIDS: Challenges and lessons lealnedal of
Health Care for the Poor and Underserydd, 910927.

Kohn, L. P., Oden, TMunoz, R. F., Robinson, A., & Leavitt, D. (2002). Brief report
adapted cognitive behavioral group therapy for depressethtawne African
American women.Community Mental Health Journa8, (6), 497504.

Liu, E. T. H. (2007). Integratingognitive-behavioral and cognitiventerpersonal case

formulations: A case study of a Chinese American nial@gmatic Case Studies in
Psychology3, (3), 133.
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Poston, W.S.C., Haddock, K., Suminski, R. R., & Olvera, N. E. (208f)erican
Journal of Health Behaor, 25, (4), 396406.

Zane, N., Hatanaka, H., Park, S. S., & Akutsu, P. (1994). Edpscific mental health
services: Evaluation of the parallel approach for Agiamerican clientsJournal of
Community Psychology?2, 6881.

Zane, N., Enomoto, K& Chun, C. A. (1994). Treatment outcomes of Asiamd
White- American clients in outpatient thera@purnal of Community Psycholgdg32,
177-192.

|- Qualitative Studiegn=4 studies) \

Chacko, E. (2002). Culture and therapy: Complementary strategigseftreatment of
type-2 diabetes in an urban setting in Kerala, In8iacial Science & Medicin®6, 1087
1098.

Russell, C. L. (2006). Culturally responsive interventions to enhance immunosuppressive
medication adherence in older African Americamied transplant recipient®rogress
in Transplantation 16, (3), 187196.

Sheppard, V. B., Figueiredo, M., Canar, J., Goodman, M., Caicedo, L., Kaufman, A.,
Norling, G., & Mandelblatt, J. (2008Latina a Latinas: Bveloping a breast cancer
decison support interventiorRsycheOncology 17, 383391.

Vincent, D., Clark, L., Zimmer, L. M., & Sanchez, J. (2009). Using focus groups to
develop a culturally competent diabetes-sedfhagement program for Mexican
Americans. Diabetes Education, 32),@9-97.

J- Mixed Reasons (e.g. mixed group level data; focus on recruitment) (nstudies) \

Barhart, J. M., MossavdRahmani, Y., Raiford, Y., & WylidRosett, J. (1998). An
innovative, culturally sensitive dietary intervention to increase fruit andtablp intake
among AfricarAmerican women: A pilot studynnovations in Practicel3, (2), 63
71.(Mixed group, no control)

Brown, S. A., Harrist, R. B., Villagomez, E. V., Segura, M., Barton S. A., & Hains, C. L.,
(2000). Gender and treatment differemae knowledge, health beliefs, and metabolic
control in Mexican Americans with type 2 diabeféle Diabetes Educatp26. 425

438.

Newl in, K., D6 Er amo, Mel kus, E, . Jeffer son,

D. (2006). Recruitment of black womarith type 2 diabetes into a self management
intervention trial Ethnicity & Diseasel6,(4), 956962.
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Tobe. S. W., Pylypchuk, G., Wentworth, J., Kiss, A., Szalai, J. P., Perkins, N., Hartman,
S., Ironsstand, L., & Hoppe, J., (2006). Effect of nudisected hypertension treatment
among first nations people with existing hypertension and diabetes mellitus: the
diabetes risk evaluation and microalbuminuria (DREAM 3) randomized controlled trial.
Canadian Medical Association Journdl74, (9).

TsangH. W.H., Fung, K. M. T., Chan, A. S. M., Lee, G., & Chan, F., (2006). Effect of a
gigong exercise programme on elderly with depressearnationalJournal of
Geriatric Psychiatry 21, 890897.

Wagner, E. H., Austin, B. T., Davis, C., Hindmarsh, Mh&fer, J., & Bonomi, A.,
(2001). Improving chronic illness care: Translating evidence into adfiedicine &
Chronic lliness 20, (6).

Wells, K. B., Shoenbaum, C., Schoenbaum, M., Duan, N., Meredith, L., Unitzer, J.,
Caney, M. F. & Rubenstein, L. V.@R0). Impact of disseminating quality improvement
programs for depression in managed primary cameerican Medical Association283.
(2), 212 220.

K- Quastexperimental Studies (n=5studies)

Brown, S. A., Blozis, S.A., Kouzekanani, K., Garcia, A. Winchell, M., & Hanis, C.L.
(2007). Health beliefs of Mexican Americans with type 2 Diabetes. The Starr County
border health initiativeThe Diabetes EducatpB3, (2), 306308.-(use a quasi
experimental design and both treatment approaches use a tuddegted component).

Hirsch, I. B., Goldberg, H. I., Ellsworth, A., Evans, T. C., Herter, C. D., Ramsey, S. D.,
Mullen, M., Neighbor, W. E., & Cheadle, A. D. (2002). A multifaceted intervention in
support of diabetes treatment guidelines: A conDabetes Research and Clinical
Practice 58, 2736.

Melkus, G.D., Spolett, G., Jefferson, V., Chyun, C., Tuohy, B., Robinson, T., & Keisen,
A. (2004). A culturally competent intervention of education and care for black women
with type 2 diabete®pplied Nusing Researchl7, (1), 1620.

Wang C.Y., & Chan, S.M.A (2005). Culturally tailored diabetes education program for
Chinese Americans, a pilot studyursing Researcty4, (5), 347353.

Ziguras, S., Kilmidis, S., Lewis, J., & Sturt, G. (2003). Ethnic imatg of clients and

clinicians and use of mental health services by ethnic minority cliésyhiatric
Servicesb54, (4), 535541.
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L- One-Group Design (n=6studies) \

AndersonLoftin, W., Barnett, S., Sullivan, P. , Peggy, S. B., & Abbas, T. (2002)
Culturally competent dietary education for southern rural African Americans with
diabetesThe Diabetes Educatpg8, (2), 242257.

Armengol, C. G. (1999) A multimodal support group with Hispanic traumatic injury
survivors,Journal of Head Trauma Reb#itation, 14, (3), 233246.

Brown, S. A., & Hanis, C. L. (1995), A communibased culturally sensitive education
and groupsupport intervention for Mexican Americans with NODOM: A pilot study of
efficacy. The Diabetes Educatppl, (3), 203209.

Middlekoop, B. J. C., &Van der Wal, G. (2004), Cultspecific diabetes care for
Surinam South Asians with a low so@oonomic position: who benefitBatient
Education and Counseling3, 353358.

Satterfield, J. M. (1998) Cognitive behavioral group thefapylepressed, lowncome
minority clients: Retention and treatment enhancen@@ognitive and Behavioral
Practice,(5), 6580.

Szapocznik, J., Santisteban, D., Hervis, O. ,& Spencer, F. (1981). Treatment of
depression among Cuban American elders: Saatidational evidence for a life
enhancement counseling approadburnal of Consulting and Clinical Psychoiodt9,
(5), 752754.

M- Family, Provider/Organizational and Policy Levels Outcome (n=15tudies) \

FAMILY -LEVEL

Gallagher, D. T., Arean, P., RiarP., & Thompson, L. W. (2001). A psychoeducational
intervention to reduce distress in Hispanic family caregivers: results of a pilot study.
Clinical Gerontologis, 23, (1/2) 1732.

GallaghefThompson, D., Haley, W., Guy, D., Rupert, M., Arguelles, Zeiss, L. M.,
Long, C., Tennstedt, S., & Ory, NR003). Tailoring psychological interventions for
ethnically diverse dementia caregivetéinical Psychology Science and Practid®,
(4), 423438.

Morano, C. L., & Bravo, M. (2002). A psycheduocatl model for Hispanic
Al zhei mer 6 s Di Gemratdogist42a(Y), d2fi26. er s .

Shin, S. K. (2004).effects of culturally relevant psychoeducation for Korean American

families of persons with chronic mental illneg3esearch on Social Work &utice,(14).
231-239.
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Szapocznik, J., Rio, A., Per®d4dal, A., Kurtines, W., Hervis, O., & Santisteban, D.
(1986). Bicultural effectiveness training (BET) : An experimental test of an intervention
modality for families experiencing intergenerationa&neultural conflict Hispanic

Journal of Behavioral Scienc8 ,( 4), 303330.

PROVIDER-LEVEL

Harris, T. L., Mcquery, J., Raab, B., & EImore, S. (2008). Using the ID&NIR
Outline for cultural formulation to improve resident cultural competeAaademic
Psychiatry 32,(4) , 306312.

Majumdar, B., Browne, G., Roberts, J., & Carpio, R. (2004). Effects of cultural
sensitivity training on health care providers and patients outcodoesnal of Nursing
Scholarship 36, (2), 161166.

Moffat, J., & Tung J. U. (2004). Evaluating the effectiveness of culture brokering
training to enhance cultural competence of independent living center &tafhal of
Vocational Rehabilitation(20), 5969.

Peltzer, K., Mnggqundaniso, N., & Petros, G. (2006). A cdlieticstudy of an
HIV/AID/STI/TB intervention with traditional healers in KwanZuNatal, South Africa.
AIDS Behavior(10), 683690.

Thomas, V. J., & Cohn, T. (2006). Communication skills and cultural awareness courses
for healthcare professionals who edor patients with sickle cell diseaskssues and
Innovations in Nursing Educatiob3, (4), 480488.

Thom, D. H., Tirado, M. D., Woon, T. L., & McBride, M. R. (2006). Development and
evaluation of a cultural competency training curriculuBMC MedicaAEducation 6
(38), 19.

Tsang, H. W. H., Fung, K. M. T, Chan, A. S. M., Lee, G., & Chan, F. (2006). Effect of a
gigong exercise programme on elderly with depressimternational Journal of
Geriatric Psychiatry21(9), 896897

Wells, K., Sherbours, C., Schoenbaum, M., Ettner, S., Duan, N., Miranda, J., Unutzer,
J., & Rubenstein, L. (2004). Fiweear impact of quality improvement for depression,
Archives of GenerdPsychiatry (61), 378386.

SYSTEM-LEVEL
Flowers, C. R., & Edwards, D. (1996). Hdilitation cultural diversity initiative: A
regional survey of cultural diversity within ClLdournal of Rehabilitation22-28

Flower, C. R., Forbes, W. S., Crimando, W., & Riggar, T. F. (2005). A regional survey
of rehabilitation cultural divergitwithin Clls: A TenYear follow-up. Journal of
Rehabilitation 71, (2), 1421.
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| N-Physiological Outcomes (n=4tadies) |

Elshaw, E. B., Young, E. A., Saunders, M., Mcgurn, W. C., & Lopez, |. C. (1994).
Utilizing a 24hour dietary recall and culturally spfic diabetes education in Mexican
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Appendi x F: 22 Alncludedo Articles for Meta
# Author Publication Study Design CC Intervention Language(s) Disability Target Population
Year CC (Tx) vs. Cotrol & Location
Baradaran, 2006 Diabetes education & care Diabetes education | Urdu, Punjabiand| Type 2 Diabetes British South Asians
1 etal. vs. Routine care program Hindi (Glasglow, UK)
Brown, 1992 Disability educational video tapg  Diabetes education Spanish Diabetes Rio Grande Valley, Texas,
2 et al. VS. no video tape video tape USA
(Tex-Mex border community)
Brown, 2002 Instructional and support group TAU Spanish Diabetes MexicanAmericans
3 et al. intervention (Tex-Mex border community)
4 Comas Diaz, 1981 Cognitive & behavioral group | Cognitive & behavioral Spanish Depression Puerto Rican Women
et al. therapy vs. routine care group therapy (no specified locédn)
5 Corkery, 1997 (Diabetes education Diabetes education. v§ English & Spanish Diabetes Hispanic population
et al. vs. Care as usual care as usual (New York City NY, USA)
Gucciardi, 2007 Individual counseling w/group Indiv. vs. Indiv. & Portuguese Type Il Diabetes | Canadian Portuguese adultg
6 et al therapy vs. indildual counseling Group Education (Toronto Ontario, Canada)
Hinton, 2004 CBT (initial tx) Cognitive behavioral Viethamese Treatment Vietnamese refugees
7 et al. Vs. CBT (delayed tx) therapy (CBT) (both T & C) resistant PTSD & (Boston, MA, USA)
Panic Attacks
Hinton, 2005 CBT (initial) Cognitive behavioral Cambodian Treatment Cambodian refugees
8 et al. vs. CBT (delayed) therapy (CBT) (both T & C) resistant PTSD & (Boston, MA, USA)
Panic Attacks
Hopper, 1984 Home health aide Home health aides English Diabetes Predominantly
9 et al. vs. routine care African American
Keyserling, 2002 Individual & community Individual &community English Type Il Diabetes African American
10 et al. interventions interventions w/peer Women
vs. clinic interventio counselors (central North Carolina, USA)
Kopelowicz, 2003 Disease management skills train| Disease management Spanish Schizophrenia Latinos
11 et al. vs. customary care (CC) skills training (not specify spectrum (Los Angeles, CA, USA)
for control) disorders
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Mendelson, 2008 Parish Nurse Parish Nurse Spanish Gesttional Mexican American Women
12 et al. vs. care as usual (CU) Intervention Program Diabetes (California, USA)
Miranda, 2003 QI Meds & QI Therapy Ql Meds English Depression Latinos, African Americans, &
13 et al. vs. managed primary care & QI Therapy & Spanish Caucasians
(location?)
14 Otto, 2003 CBT & Sertraline Cognitive Behavioral Khmer PTSD Cambodian refugees
et al. vs. sertraline alone Therapy & Sertraline (USA)
drug therapy
15 Rosal, 2005 Self management Diabetes SelMgmt Spanish Diabetes Low Income Spaish Speaking
et al. vs. usual medical care
2009 Diabetes self mgmt: individual Diabetes self English Type 2 Diabetes African Americans
16 Samuel counseling & group educ session management (central North Carolina, USA)
Hodge, et al. vs. minimal intervention & Indiv, Group education
pamphlets on diabetes educatio and phone w/Church
diabetes adviss
Shah, 2002 Education program step National Challenge English Systemic Lupus | African American, Hispanic,
17 et al. cholesterol lowering diet Education Program Ste (both) Erythematosus & Caucasian Women
vSs. no dietary advice Diet (Dallas, TX, USA)
(cholesterol lowering
diet program)
2002 Individual support & Psycho education Korean Schizophrenia Korean Americans
18 Shin, psychoeducational sessions (both T & C) (USA)
et al. vs. individual support sessions
19 Telles, 1995 Behav. Family intervention Behavioral Family Spanish Schizophrenia | Low income, SpanisBpeaking
etal. Vs case management Intervention (location?)
Van 2003 Health Literacy & Treatment Health Literacy & English HIV Infection HIV Infected Latino Women
20 Servellen, et Enhancement Program Treatment Enhanceme & Spanish and Men
al. vs. standard care Program (Los Angeles, CA, USA)
Vincent, 2008 (Group sessions, (didactic, Diabetes Intervention Spanish Diabetes Mexican Americans
21 et al. cooking demos, & grp support) (Tucson, AZ, USA)
vs. usual care & educ. @ clinic
22 Vyas, 2003 Diabetes self mgmt Diabetes self Urdu, Punjabi, Diabekes South Asians
et al. Vs. routine care management & Bengali (Britain, UK)
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Appendix G: Coding Sheet
The Use of Culturally-Adapted Competency Interventions to Improve Rehabilitation Service Use Outcomes
for Culturally Diverse Individuals with Disabilities:
A Systematic Review and MetaAnalysis

Coder: 1 = Rooshey; 2 = Diane
Date: / /

I. STUDY LEVEL CODING SCHEME

A. Bibliographic references

1) Study ID number [Enter two-digit number}

2) Study main author [Enter first six letters]

3) Title of study

4) What is year of publication?[Enter four digits; if unkown enter 9999:
5) What year was the research conducted[Enter four digits; if unknown, enter 9999
6) Country of study?

7) What type of publication is the study?
1 = Book or book chapter
2 = Journal article
3 = Thesis or dissertation
4 = Technical report (e.g., private report, government report)
5 = Conference paper
6 = Newsletter
7 = Online publication
8 = Online document (e.g., Google, website)
9 = Other (Specify):

8) Field: What discipline is the study from?
01 = Education
02 = Mental health (e.g., psychology, counseling, psychiatry)
03 = Nursing
04 = Medicine/Health Care
05 = Ethnic/multicultural studies
06 = Social work
07 = Rehabilitation
08 = Allied sciences (g., physical therapy, occupational therapy)
09 = Vocational rehabilitation or related employment service system
10 = Other (Specify):

B. Sample Descriptors

9) Who was the main recipient of intervention (Treatment Groyp)? [Specify the main type of recipient for which the treatment
outcome is reported]
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1 = Client with Disability/Health Condition
2 = Family Member

3 = Service Provider/Professional

4 = Community Member

5 = Spiritual Healer

6 = Mixed

10) Were there any aditional individuals involved in the intervention received by the treatment group?
0 = No(Skip to B)
1=Yes
2 = Camact Tell (Skip to 2)

11) Who was involved?[List all individualsfor whom information is reporteid the study]:

12) Who was the main recipient of intervention Control Group)? [Specify the main type of recipient for which the treatment
outcome is reported]

1 = Client with Disability/Health Condition

2 = Family Member

3 = Service Provider/Professional

4 = Community Member

5 = Spiritual Healer

6 = Mixed

13) Were there any additional individuals involved in the intervention received by theontrol group?
0 = No(Skip to B)
1=Yes
2 =Camot Tell (Skip to 1%

14) Who was involvedqList all individualsfor whom information is reporteid the study]:

15) What was the mean age of thtreatment group?[Round to the nearest whatelf unknown, enter 99

16) What was the mean age of the control grougRound to the nearest whatelf unknown, enter 99)

17) What was the mean age of the whole samplg&kip to18 if 15& 16 are available;aund to the nearest whot:

18) What was the race/ethnicity of the treatment groupPEnter in percentagés
BlacKSpecify: 1. African American; 2. African; 3. Caribbean: )
AsiariSpecify: 1.South Asian; 2. Central Asian; 3. South East Asian: )
Middle Eastern
Hispanic/Latino
American Indian or Native Alaskan
Pacific Islander/Native Hawaiian

Other minority (Specify):
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White
Mixed
Cannot Tell

19) What was the race/ethnicity of thecontrol group? [ Enter in percentagés
BlacKSpecify: 1. African American; 2. African; 3. Caribbean: )

AsiariSpecify: 1. South Asian; 2. Ceat Asian; 3. South East Asian: )
Middle Eastern
Hispanic/Latino
American Indian or Native Alaskan
Pacific Islander/Native Hawaiian

Other minority (Specify):
White

Mixed

Cannot Tell

20) What was the race/ethnicity of thevhole sampl€ [Enter in percentageskip to 21 if 18 and 19 are availabl Skip
BlacKSpecify: 1. African American; 2. African; 3. Caribbean: )
AsiariSpecify: 1.South Asian; 2. Central Asian; 3. South East Asian: )
Middle Eastern

Hispanic/Latino

American Indian or Native Alaskan
Pacific Islander/Native Hawaiian

Other minority (Specify):
White

Mixed

Cannot Tell

21) What was the modal gender of the treatment group?

1 = Male

2 = Female

3 = Both

4 = Cannot Tell

22) What was the modal gender of the control group?

1= Male
2 = Female
3 = Both
4 = Cannot Tell
23) What was the modgknderof thewhole sampl@[Skip to 24 if 21 and 22 are available] Ski
1 = Male P
2 =Female
3 = Both
4 = Cannot Tell
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24) What was thegender distribution of the treatment group? [ Enter in percentagés
Male

Female
Cannot Tell
25) What was thegender distribution of the control group? [ Enter in percentagés
Male
Female

Cannot Tell

26) What was thegender distribution of the whole samplé& [Enter in percentageskip to 27 if 5 and 26 are available]
Male

Skip

Female
Cannot Tell

27)What was the predominant disability/health condition of the treatment group?
1 = Developmental disability
2 = Hearingimpairment
3 = Visualimpairment
4 = Physical disability
5 = Mental iliness€.g.,schizophrenia, depression, PTSD)
6 = Chronic illnessd.g.,diabetes, cancer, HIV/AIDS)
7 =Cannot Tell
8 = Other (pecify):.

28) What was the predominant disability/health condition d the control group?
1 = Developmental disability
2 = Hearingimpairment
3 = Visualimpairment
4 = Physical disability
5 = Mental iliness€.g.,schizophrenia, depression, PTSD)
6 = Chronic illnessd.g.,diabetes, cancer, HIV/AIDS)
7 = Cannot Tell
8 = Cther ($ecify):

29) What was the predominant disability/health condition of thewhole samplé& [Skip to 30 if 27 and 28 are available]
1 = Developmental disability
2 = Hearingimpairment Skip
3 = Visual impairment
4 = Physical disability
5 = Mental iliness€.g.,schizophrenia, depression, PTSD)
6 = Chronic illnessd.g.,diabetes, cancer, HIV/AIDS)
7 = Cannot Tell
8 = Other (pecify):.

30) What was the primary (i.e., modd) educational level oftreatment group?
1 =High School or less
2 = Somecollegeor more
3 =Cannot Tell

31) What was the primary (i.e., modal) educational level o€ontrol group?
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1 = High School or less
2 = Somecollegeor more
3 =Cannot Tell

32) What was the primary (i.e., modal) educational level ofhe whole sampl®@ [Skip to 33 if 30 and 31 are available]
1 = High School or less
2 = Somecollegeor more Skip
3= Cannot Tell

33) What was the primary (i.e., modal) employment status of th&reatment group?
1 = Employed
2 = Unemployed
3 = Cannot Tell

34) What was the primary (i.e., modal) employment status of the contrajroup?
1 = Employed
2 = Unemployed
3 = Cannot Tell

35) What was the primary (i.e., modal) employment status of the whole sate? [Skip to 36 if 33 and 34 are available]

1 = Employed i
2 = Unemployed Skip
3 = Cannot Tell

36) What was the primary (i.e., modal) living arrangement of thetreatment group?
1 = Living with family
2 = Living independently
3 = Cannot Tell

37) What was theprimary (i.e., modal) living arrangement of the controlgroup?
1 = Living with family
2 = Living independently
3 = Cannot Tell

38) What was the primary (i.e., modal) living arrangement of the whole sampf[Skip to 39 if 36 and 37 are available]

1 =Living with family _
2 = Living independently Skip
3 = Cannot Tell

39) What was primary marital status of treatment group?
1 = Single/Divorced/Separated/Widow
2 = Married
3 = Cannot Tell

40) What was primary marital status of control group?
1 = Single/Divoced/Separated/Widow
2 = Married
3 = Cannot Tell

41) What was primary marital status of the whole sampl@ [Skip to 42 if 39 and 40 are available]

1 = Single/Divorced/Separated/Widow
2 = Married Skip
3 = Cannot Tell

42)What was the SES of treatment group?Guide your response based on: 1) Employment, 2) Education, and 3) Living
arrangement. Apply same rule to 43 and 44]

1=_Low

2 = Middle
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3 = High

4 = Mixed
5 = Cannot Tell
43) What was the SES otontrol group?
1=Low
2 = Middle
3 = High
4 = Mixed
5 = Cannot Tell
44) What was the SES of thavhole samplé [Skip to 45 if 42 and 43 are available] .
1=Low Skip
2 = Middle
3 = High
4 = Mixed
5 = Cannot Tell

45) What was (were) the language(s) spoken by the treatment grou|pPhis is the language spoken by treeipients, not the
language used in the intervention]:

46) What was (were) the language(s) spoken by the control groupPhis is the language spoken the recipients, not the
language used in the intervention]:

47) What was (were) the language(s) spoken by the whole sampl@his is the language spoléy the recipients, not the
language used in the intervention; skip to 48 if 45 & 46 are available]:

Skip

| C. Methodology and Research Design

48) What did the control group receive?
[ The difference between Oreceived nothingd and O0treat mer
institutional framework or experience in common, e.g., probation supervision, institutionalization, school]
01 = Received nothing (no evidence of any treatment or attention)
02 = Wait listed, delayed treatment
03 = Minimal contact, instructions, intake interview, but not wait listed
04 = Treatment as usu&gecify):
05 = Attention placebo (control receives discussion, attention, or dilute version of treatment)
06 = Treatment element placebo (Received target treatment except for defined element presumed to be the crucial ingredien
07 =Weak alternat t r eat ment (control is not really a Acontrol, o
compared with the focal treat ment ; must be a very dil ut e
08 = Substantial alternate treatmesdrfie as above except the treatment has sufficient intensity or integrity to be expected to
perform well)
09 = Other Specify)
10 = Cannot Tell

49) What was the unit on which assignment to groups wasased?
1 = Individual client/consumer with disability/health conditi@e., some assigned to treatment, someptarol group)
2 = Service provider/professional
3 = Medical/community facilityi.e., wholeclinic, etc. assigned to treatment, comparismugs)
4 = Geographic region
5 = Other (Pecify):.
6 = Cannot Tell
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50) How were subjects assigned to treatment and control groups?
DRandom or guagiandom
01 = Randomly after matching, yoking, stratificatibigcking, etc][This means matched or blocked first then randomly
assigned within each pair or block. This does not refer to blocking after treatment for the data analysis]
02 = Randomly without matchirftncludes also cases such as when every other payses to the control group]
03 = Regression discontinuity; quantitative cutting point defines groups on some corfitnisiis rare]
04 = Wait list control or other such quaanhdom procedures presumed to produce comparable groups (no obvious
difference$ [This applies to groups which have individuals apparently randomly assigned by some naturally occurring
process, e.g., first person to walk in the door]
DRonrandom, but matchgdontrol group selected to match treatment group):
05 = Matched on pretestaasures of some or all variables used later as outcome measures (individual level)
06 = Matched on demographics: big sociological variables like age, sex, ethnicity, SES (Individu@if lenagthed on both
personal characteristics and demographics d@athe former not the latter]
07 = Matched on personal characteristics such agswémfamily history of illnesses, risk factorstc. other than
dependent variables used later as outcome measures (Individual level)
08 = Equated groupwige.g., pickng anintact cinic with similar characteristics to treatmaetinic: e.g., mean age of groups
are equdl
D&onrandom, no matching
09 = Originally random or quasandom but with refusals, exclusions, selections, or other degradations after assignment and
before treatment starts amounting to 10 to 15% of group or fhbig does not refer to attrition after treatment begins, only
between point of assignment and onset of treatment, e.g., groups selected randoxligifrgatient listbut many refuse to
participate in offered treatment. Treatment dropt issues are coded elsewhere]
10 = Individual selection on basis of need, volunteering, convenience, or some other such factor
11 = Cawenience comparison groupwise
12 = Other §pecify)
13 =Cannot Tell

51) What is the overall confidence of judgment on how subjects were assigned?
Very Low Low Moderate High Very High NA

1 2 3 4 5 6
(Guess) (Informed Guess) (Weak Inference) (Strong Inference) (Explicitly Stated)  (Cannot tel)

52) Was the equivalence of the groups tested at pretest?
0 = No(Skip to SECTION D)
1=Yes

53) What was the number of variables statistically compared prior to intervention?

54) What were the general resuls of equivalence comparisons[l-ook for statistical differences (e.g., p values, comments by
authors on specific variables, etc.]

[ For the rating bel ow, an fAi mportanto difference means

differences; major variables are those likely to be relatedigability conditionse.g., sex, age, ethnicity, SEH]

1 = No comparisons made

DResults of statistical comparison(s)

2 = No apparent differences

3 = Differences exist, but judged unimportant by coder

4 = Differences exist, judged of uncertain importance by coder

5 = Differences exist, and judged important by coder

DResults of des@ptive comparison(s) (if no statistical comparisons made)

6 = Negligible differences, judged unimportant by coder

7 = Some differences judged of uncertain importance by coder

8 = Some differences, judged important by coder
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| D. Intervention Descriptors and Background

55) What was thetotal duration of the intervention for the treatment group? [ Code in fractions of an hour to the nearest 15
minutes, e.g., One and a half hour = 1.5; 45 minutes =.Approximate (or exact) duration of treatment fronstfilreatment
event to last treatment event, excluding follqee designated as such. Estimate, if neces#fampknown, enter 999

Total # of Hours: Range

56) What was thetotal duration of the intervention for the control group? [ Code in fractions of an hour to the nearest 15
minutes, e.g., One and a half hour = 1.5; 45 minutes =.Approximate (or exact) duration of treatment from first treatment
event to last treatment event, excluding follqee designeed as such. Estimate, if necessdfyinknown, enter 999

Total # of Hours: Range

57) What was thetotal duration of the intervention for the whole sampl& [Code in fractions of an hour to the nearest 15

minutes, e.g., One and a half hour = 1.5; 45 minutes =.0Approximate (or exact) duration of treatment from first treatment
event to last treatment event, excluding follgee designated as such. Estimate, if neces#faupknown, enter 999. Skip to 58 i
55 & 56 are available

Total # of Hours: Range

Skip

58) Was the span of time in which the intervention was delivered to the treatment group?
1 =Onesession
2 =0ne day
3 =Less than one week
4 = Less than one mdnt
5 = Between 1 month and 3 months
6 = Between 4 month and 6 months
7 = More than 6 months
8 = Not Reported

59) Was the span of time in which the intervention was delivered to theontrol group?
1 =Onesession
2 =0One day
3 =Less than one week
4 = Lesghan one month
5 = Between 1 month and 3 months
6 = Between 4 month and 6 months
7 = More than 6 months
8 = Not Reported

60) Was the span of time in which the intervention was delivered to thewhole sampl& [Skip to 61 if 58 & 59 are available]
1 =Onesession
2 =0One day Skip
3 =Less than one week
4 = Less than one month
5 = Between 1 month and 3 months
6 = Between 4 month and 6 months
7 = More than 6 months
8 = Not Reported

61) Who delivered the intervention to the treatment group? Select all hat apply
¢ Researcher

Educator

Service providerd.g.,counselor, physician, psychologist)

Cultural competency trainer

Relative

Other(Specify):

OO0 00
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¢ Cannot Tell

62) Who delivered the interventionto the control group? [ Select all that apply
¢ Researcher

Educator

Service providerd.g.,counselor, physician, psychologist)

Cultural competency trainer

Relative

Other(Specify):

Cannot Tell

OO0 00

63) Who delivered the intervention to thewhole samplé& [Select all that applyskip to 64 if 61 & 62 are availablg
Researcher

Educator

Service providerd.g.,counselor, physician, psychologifontinue on next page]

Cultural competency trainer

Relative
Other(Specify):
Cannot Tell

Skip

OO0 00000

64) What was the race/ethnicity of theprovider who the delivered the intervention to thetreatment group? [Enter in
percentagés

BlacKSpecify: 1. African Amerian; 2. African; 3. Caribbean:_ )
AsiariSpecify: 1. South Asian; 2. Central Asian; 3. South East Asian:____ )
Middle Eastern
Hispanic/Latino
American Indian or Native Alaskan
Pacific Islander/Native Hawaiian
Other minority (Specify):
White
Mixed
Cannot Tell

65) What was the race/ethnicity of theprovider who the delivered the intervention to the controlgroup? [Enter in
percentagés

Blak (Specify: 1. African American; 2. African; 3. Caribbean:___ )
AsiariSpecify: 1. South Asian; 2. Central Asian; 3. South East Asian:___ )
Middle Eastern
Hispanic/Latino
American Indian or Native Alaskan
Padfic Islander/Native Hawaiian
Other minority (Specify):
White
Mixed

Cannot Tell
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66) What was the race/ethnicity of theprovider who the delivered the intervention to the whole sampl2[Enter in

percentagesskip to 67 if 64 & 65 are available]

BlacKSpecify: 1. African American; 2. African; 3. Caribbean: )
AsiariSpecify: 1. South Asian; 2. Central Asian; 3. South East Asian: )

Middle Eastern
Hispanic/Latino
American Indian or Native Alaskan
Pacific Islander/Native Hawaiian
Other minority (Specify):

White
Mixed

Cannot Tell

67) Where did the intervention receivedby the treatment group take plac®

1 = Hospital/Clinic

2 = Rehabilitation facility

3 = Mental health facility

4 = Nursing home

5 = Community center

6 = Independent living center
7 = Othe(s):.

8 = Camot Tell

68) Where did the intervention received by the control group take place
1 = Hospital/Clinic
2 = Rehabilitation facility
3 = Mental health facility
4 = Nursing home
5 = Community center
6 = Independent living center
7 = Othe(s):.

8 = CamotTell

69) Where did the intervention received by the whole sample take pla@dSkip to 70 if 67 & 68 are available]

1 = Hospital/Clinic

2 = Rehabilitation facility

3 = Mental health facility

4 = Nursing home

5 = Community center

6 = Independent living center
7 = Othe(s):.

8 = CamotTell

Skip

Skip

70) What was the primary (i.e., modal) educational level of the provider(sjorking with the treatment group?

1= Less than high school

2 = High school diploma or GED
3 =Somecollege

4 = Undergraduate degree

5 = Graduate degree
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6 = Mixed
7 = Cannot Tell

71) What was the primary (i.e., modal) educational level of the provider(s) working with the control group?
1= Less than high schbo
2 = High school diploma or GED
3 =Somecollege
4 = Undergraduate degree
5 = Graduate degree
6 = Mixed
7 = Cannot Tell

72) What was the primary (i.e., modal) educational level of the provider(siorking with the whole sample? [Skip to 73 if 70

& 71 are available]
1= Less than high school Skip

2 = High school diploma or GED
3 =Somecollege

4 = Undergraduate degree

5 = Graduate degree

6 = Mixed

7 = Cannot Tell

73) What was the overall similarity between the provider(s) and the clients based on importaoharacteristics such as
ethnicity, race, sex, etc.?

None Low Moderate High Very High Cannot Tell

1 2 3 4 5 6
(No similarity) (Share multiple characteristics
including race/ethnicity)
74) Wasthe intervention provided to the treatment groupin a language other than English?
0 = No(Skip to76)
1=Yes
2 = Cannot Tel(Skip to76)

75) What language(s) was (were) used during the intervention delivered to the treatment group?

76) Wasthe intervention provided to the control group in a language other than English?
0 = No(Skip to78)
1=Yes
2 = Cannot Tel(Skip to78)

77)What language(s) was (were) used during the intervention delivered toe¢lwhole sampl&

78) Wasthe intervention provided to the whole samplén a language other than English?Skip to 79 if 74 & 76 are
available]

0 = No(ip to 80 Skip
1=Yes

2 = Cannot Tel(Skip to80)

79) What language(s) was (were) used during the intervention delivered to the treatment group?
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80) What cultural competence elements were part of the intervention[Select all that apply

Disability/disease management

Culturally adapted mental health, rehabilitation or treatment interventions

Racial/ethnic match of consumer and provider

Langua@ or linguistic matching via bilingual/multilingual staff

Language or linguistic matching via use of interpreters

Language or linguistic matching via use of translated written materials

Cultural concepts, values, examples are included in thev@mition(collectivism, storytelling, etc.)

Health literacy or disability literacfe.g., charts, diagrams, pictures, etc.)

Use of culturally tailored media tools (e.g., videos, ethnic newspapers)

Health promotion or disease prevention efforts

Immersion in a multicultural environment

Consultation/collaboration or partnerships with family members, community leaders or spiritual leader
Outreach to ethnically, racially, linguistically, and economically diverse communities

Other(s) (Specyb):

OO0OO0OO0OO0OO0O0O0O0O0OO0O0OO0OO0

| E. Multicultural Framework

81) Does the reported study introduce or employ a cultural competency framework to guide their intervention?
0 =No
1=Yes

82) If yes, what were the components addresden the framework (e.g., critical awareness, skills development,
organizational supports, etc.)?

| F. Overall Assessment

83) Describe the intervention (Treatment group)

84) Describe the intervention (Catrol group)

85) Main conclusion

86) Limitations
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The Use of Cultural Competency Educational Interventions to Improve Rehabilitation Service Access and Use Outcomes
for Culturally Diverse Individual s with Disabilities: A Systematic Review

Coder: 1 = Rooshey; 2 = Diane
Date: / /

Il. EFFECT SIZE LEVEL CODING SCHEME
[Complete section Il for each outcome measure idertified

| A. Study identification

1) Study ID numbefCopy same ID numbeasreviously enterdd

2) Effect size number:

| B. Outcomemeasure Information

3) What type ofoutcomewasmeasured[Selectonly one at a time and complete Section Il for each outtome
01 = Access to the rehabilitation system
02 = Service use in rehabilitation system
03 = Disease management or disability management
04 = Serviceacquisition
05 = Satisfaction with services
06 = Mnsumer awareness
07 = @nsumer knowledge
08 = Gnsumer skills
09 = Roviderconsumer communication
10 = Follow-through in rehabilitation and treatment activities (e.g. kept appointments)
11 = Adherence to or compliance with in rehabilitation, treatment, and medication intake activities
12 = Quality of care/support
13 = Ratient/client health status and/anttionality
14 = Acceptability of services
15 = Wellbeing
16 = Mental health and psychiatric symptoms
17 = Physical health (e.g. blood glucose, physiological/biological specific)
18 = Stress
19 = Anxiety
20 = Depression
21 = Social integration/participati
22 =|solation
23 = Economic resources
24 = Social support
25 = Perception of stigma regarding disability
26 = Coping skills
27 = Overall functionality
28 = Quality of life
29 = Physical activity
30 = Selfefficacy or sense of mastery
31 = Other (Spedgj):

4) What type of measure was used in the stu@y
1 = Psychometric/standardized, mitém (e.g., achievement, attitude, MMPI)
2 = Criterion referenced or goal setting; mastery; behavioral objegties$ form, or questionnaire
3 = Behavioral observation; behavioral report; behavioral record or charts
4 = Survey type items, questionnaire, self report form
5 = Judgment ratings; judgment coding from observation by other(s)
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6 = Archival report (e.gnumberof screenings
7 = Projective test (e.g., TAT, Rorschach)

8 = Biological/psychological
9 = Camot Tell
10 = Other $pecify)

5) What was the origin of the measure?
1 = AO0ff tedmeasuteerlsdaldé nam
2 = Taken intact from other research, not in general use
3 = Adapted or modified from other source
4 = Preexisting records or archives
5 = New instrument apparently developed fa $tudy
6 = Camot Tell
7 = Other Gpecify)

6) What was the name of the scale or instrument used/adapted?

7) What was the primary source of inbrmation for the measure?[Who completed the measure?]
1 =Individual receiving intervention (Sefeport)
2 =Relative of the individual receiving intervention
3 =Individual delivering the intervention
4 = Researchers acting as observers, ratergdetmot deliver the intervention)
5 =Medical records
6 =Cannot Tell
7 =Other (Specify):

| C. Effect Size Data

8) Is a d-family index of effect size reported?
0 = No(Skip to 10)
1=Yes

9) What was the value ofd as reported in sourceqUse two decimal with algebraic signinfroft]

0=No
1=Yes

10) What type of statistical test was used for IC difference?

1 = No test done

2 = Kind of test not reported

3 =t, F, Z, or (parametric, no partialling or variance adjustment)

4 = Chisquare test

5 = Other nonparametric test (e.g., Manhitney U)

6 = Test adjusts for covariate, not pretest (e.g., ANCOVA, covariate blocking)

7 = Test adjusts for pretest (e.g., ANCOVA with ps¢tepvariate, repeated measures desitgsttusing gain scores)
8 = Other Gpecify)
9 = Camot Tell

11) Was the T-C difference statistically significant?[Report what the author claims athatever alpha, level etc used; if only p

values provided with no statement of what is judged statistically significant, code anything with p < .05 as significant]
1 = Significant

2 = Not significant

3 = Not reported

4 = N/A

12) What was the timing of data cdlection (or, if archival, referent data) relative to beginning of intervention (pre-test)?
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1 =Before intervention (Specify # of days prior to intervention: )
2 =During intervention (Specify # of days of after the beginning of intervention: __ )
3= CamotTell
13) What was the timing of data collection (or, if archival, referent data) relative tcend of intervention (post-test)?
1 = After intervention (Specify # of days following intervention: )
2 =During intervention (Specify # of day$ after the beginning of intervention: )
3= Camot Tell

14) What was the timing of data collection (or, if archival, referent data) relative tcend of intervention (follow up)?
1 = After intervention (Specify # of days following petstst: )
2= Camaot Tell
3=N/A

15) Is there sufficient information (i.e., sample size, means, and standard deviations) provided directly by the author(s) to
calculate the effect size for the outcome measure?
0 =No
1=Yes

16) What kind of effect size can be computedffCode an effect size as a pretest comparison if the measures being compared
across groups were taken prior to the intervention, including risk factors, such as sex and race. Posttest effectrszes are t
first reported comparison between the groups falhgathe intervention. Code any effect sizes measured at future points in
time as followup comparisons]

1 = Pretest comparison, including risk factors (e.g., sex, race/ethnicity)
2 = Posttest comparison

3 = Followup comparison

4 = Pretest/posttest comp=m

17) Which group was favored (i.e., showed more success) by the raw data?
1 = Treatment
2 = Control/comparison group
3 = Neither
4 = Not reported
5= Cannot Tell

18) Data extraction. Use the table to extract the following information:
1. When means and standatdviations are reportedise Table at the end of Section II.

2. When proportions or frequencies are reported

N of treatment group with a successful outcome:

N of control group with a successful outcome:

Proportion of treatmergroup with a successful outcome:

Proportion of control group with a successful outcome:

3. When significant test information is reported

t-value:

F-value:

Chi-square value:

4. Page number where the data for this effect size was found

19) What was the effect sizePUse two decimag with algebraic sign irfront]:
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20) What was the direction of the effect sizefA positive ES reflects more favorable outcome in the treatment group, e.g.,
higher selfesteem, fewer school absences; a negative ES reflects a more favorable outcome in the control group]

0 = Negative
1 = Positive
2 =Zero

3 = Cannot tell or statistically insignificant reporily

21) How was the d index derived?
1 = Numerator and denominator separately
2 = Directly from test statistic oryalue(Skip to 23)
3 = Not able to be derived

22) How was the numerator of the d index derived?PEquation numbers correspond to Lipsey & Wil601, pp. 19200]
01 = Unadjusted means comparison (Eq. 1)
02 = Mean gain scores comparison (Eq. 11)
03 = Unadjusted means comparison with means derived from a grouped frequency distribution (Eq. 7)
04 = Mean gain scores comparison with means derived &rgrouped frequency distribution (Eq. 7)
05 = Covariate or regression adjusted means wfsteonly as covariate (Eq. 12)
06 = Covariate or regression adjusted means w/baseline control measure(s) othertdstr(pge 12)
07 = Covariate or regressiaadjusted means w/both prest and baseline control measure(s) as covariates (Eq. 12)
08 = Unadjusted proportions (Eg. 22)
09 = Proportions with preest proportions subtracted (Eq. 22)
10 = Other §pecify)

23) How was the denominator of the d index derivedPEnter response and skip t0]25
1 = Separate control and treatment group standard deviations (Eq. 1)
2 = Full sample standard deviation (Eq. 2)
3 = Frequency counts (Eq. 8)
4 = Means and sample sizfor each group plus t statistic (Eq. 15)
5 = Standard error of mean and sample size for each group (EqEB®gaSbe derived from confidence intervals]
6 = Other (see Egs. 120; Specify)

24) How was dindex derived? .1 for test statistic, .2 for exactyalue and .3 for crude-yaluefor each variabl@
01 = Independent groups t statistic with separate control and treatment ns (Eqg. 2)
02 = Independent groups t statistic with total N (Eq. 3)
03 = F statistidrom oneway ANOVA with two groups with separate control and treatment ns (Eq. 4)
04 = F statistic from onevay ANOVA with two groups with total N (Eq. 5)
05 = Chisquare statistic (1 df) (Eq. 23)
06 = Phi coefficient (Eq. 24)
07 = Unadjusted odds ratioes Chinn, 2000)
08 = r between group membership and outcome measure with separate group control and treatment ns (Eq. 9)
09 = r between group membership and outcome measure with total N (Eq. 10)
10 = Multi-factorial ANOVA (Between groups) (1 df F test fgnoup comparison)
11 =t statistic from single group dependetddt/F statistic from equivalent repeatedasures ANOVA
12 = ANCOVA/MR w/pretest only as covariate (1 df F or t statistic or odds ratio for group comparison dummy variable in
MR)
13 = ANCOVA/MR w/baseline control measure(s) other than pretest (1 df F statistic or t statistic or odds ratio for appropriate
group comparison dummy variable in MR)
14 = ANCOVA/MR w/both pretest and other baseline measures as controls (1 df F statistic oticstatislds ratio for
appropriate group comparison dummy variable in MR)
15 = Other $pecify)

25) What is the overall confidence of judgment on the effect size value?
Confidence guidelines:
1) High Estmation-have N and crude p value only, e.g., p < .10, and must reconstruct
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2) Moderate Estimatiorhave complex but relatively complete stats, e.g., multiple regression, LISREL, multifactor ANOVA
etc. as basis for estimation

3) Some Estimatiorhave unconentional statistics and must convert to equivalamtities or have conventional statistics but
incomplete, e.g., exact p level only

4) Slight Estimatiorsignificance testing statistics rather than descriptive statistics, but have complete stat calvsortion

5) No Estimatior-have descriptive data; can calculate ES directly

High Moderate Some Slight No Cannot Tell
Estimation Estimation Estimation Estimation Estimation
1 2 3 4 5 6

| D. Risk of Bias Assessment

26) Adegquate seqguence generatior'was tle allocation sequence adequately generated?
0=No
1=Yes
2 =Unclear

27) Allocation concealment(participants): Was allocation adequately concealed?
0 =No
1=Yes
2 =Unclear

28) Blinding (researcher): Was knowledge of the allocated interventions adequatelepted during the study?
0=No
1=Yes
2 =Unclear

29) Incomplete outcome data Were incomplete outcome data adequately addressed?
0 =No
1=Yes
2 = Unclear
3 =No incomplete outcome data (N/A)

30) Free of selective reporting Are reports of the study fred suggestion of selective outcome reporting?
0 =No
1=Yes
2 = Unclear

31) Free of other bias(e.qg., contamination, differential maturation, etc.):Was the study apparently free of other problems that
could put it at a high risk of bias?
0 =No
1=Yes
2 = Unclear

| E. ATTRITION ASSESSMENT

32) What was the attrition rate between pretest andgesstfor treatment grougdth percentage]

33) What was the attrition rate between ptesit and follow up for treatment group® percentage; if no filow up available,
enter 888; if follow up was available, but attrition rate was not reported, enter. 999]

34) What was the attrition rate between pretest andtessffor control groupfin percentage]

35) What was the attritio rate between posést and follow up for control grougi percentage; if no follow up available, enter
888; if follow up was available, but attrition rate was not reported, enter:999]
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36) What was the attrition rate between pretest arstfest for the whole sampl¢mh percentage]

37) What was the attrition rate between ptesit and follow up for the whole samplg? percentage; if no follow up available,
enter 888; if follow up was available, but attrition rate was regorted, enter 999f 32 to 35 are available, skip to the set
up table]:

Skip
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Set Up for Effect Size ExtractiorContinuous Data

Outcome
#

Group
(TorC)

Pre Mean

Post
Pre S Pre n Mean Post © | Postn

Diff .

p-value

F test

t-test
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Appendix H: Key Features of 22 Studies

Author Pub- Distinguishing Inter-
lica- Purpose Feature of Study Key Research Study vention Time
tion Qualifying Study | Participants Variables Design RCTs Outcomes or Not Frame
Year (All'Tx - CC
adapted)
Baradaran | 2006 | Develop CC 18 educational 145 South Survey Randomised No differences in Inter- 18 sessions.
et al. educational sessions in 6 Asian patients| Pre/Post Test | controlled study | initial responses vention.
intervention separate (85 Pakistani, | of knowledge | in all day care | were found between
programme for | programmes. 33 Indian, 27 | and attitudes | centres and those who completeq
South Asias Modified White) of Type 2 three general the second
with Type 2 guestionnaire wag Intervention Diabetes practice assessment and thog
diabetes. used to measure | groups of 59 registers with who did not. The
Determine the knowledge, and all white high proportion | intervention group
whether attitudes, and comparison patients from showed significant
culturally tailored| practice of group of 27 the different improvements in
intervention diabetes before ethnic minority | scoresor Know-
could produce an and after groups in ledge (+12.5%);
improvement, intervention. Glaslow, Attitudes towards
and whether Controlled trial of Scotland. seriousness(+13.5%

improvement waj
greater than
background
changes in
knowledge in
comparison
groups.

South Asians and
studied White
population of
comparative
purposes.

complications
(+8.1%); Practice
(+20%). Also
changes in the ethnig
control groups
scores; respectively
+5.0%, +16.3#,
+1.5%, +1.7%. The
single white control
group also showed
some improvemest
butthedifferences in
improvementde
tween these two
control groups were

not significant.
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Overall, theimprove
ment seen was
similar in both
intervention and
ethnic control groups
and there was no
significantdifference
in the amount of
change.
Brown 1992 | To pilot test the | Video tape made | 30 Spanish Knowledge Random Interviews with Inter- 15 mirute
et al. effectiveness of g in local Spanish | speaking test post video| assignment. subjects indicated | vention. | video (short
diabetes dialect with a Hispanic tape plus 20 | Contol versus | enthusiastic term
education companion; diabetic adults| item experimental acceptance of the knowledge
videotape English voice in a rural knowledge trial. test before | videotape as a mean measurement)
culturally over editions; TexasMexico | test and or after viewing | of transmitting
tailored for Graphics with border interview data | tape. diabetes information
Spanish speakin{ voice support and| community. to assess Positive effect size
individuals in a | repetition of acceptability on diabetes
border familiar concepts; of video tapes knowledge.
community. Use of familiar
scenes and peopls
from the area;
Emphasis on
family health and
sharedresponse
bility for health
maintenance;
Religious leaders
appear,
encouraging
individual and
family
responsibility.
Brown 2002 | To determine Instructional 256 randomly | Demographic | Randomized, Experimental group | Inter 4 year
et al. effects of sessions on selected and diabetes | repeated showed lower levels| vention. | Diabetes
Cultural nutrition, self individual related measure study. | of HbAlc and fasting Education
Competency monitoring of with Type 2 outcomes. blood glucose, and Study.
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diabetes blood glucose, diabetes, 35 tg higher diabetes
management exergse, and self | 75 years of knowledge scores.
education in care. age.
Mexican
Americans with
type2 diabetes.
Comas 1981 | Comparison of a| Three treatment | 26 low Treatment Randomised Significant reduction | Inter- Five treatment
Diaz et al. control, a condition groups: | income, grouptype: control trial: in depression for vention. | sessions,1.5
cognitive, and a | All administered | unemployed | Behavioral random therapy groups and hours each,
behavior therapy| Beck Depression | Puerto Rican | (restoring assignment of | no significant over a period
group in the Inventory in women with | schedule of | participants into| differences between of 4 weeks.
reduction of Spanish. Revised| depression. positive cognitive the behavior and
depression in version of Mean age of | reinforcement| therapy group, | cognitive
low-income Hamilton rating 38. Average | for clients by | behavior approaches. 5 week
Puerto Rican Scale for of 6 years of | training them | therapy group | follow up shows
women. Depression. education. to emit and 10 to alleviation of
behaviors that| waiting depression
are likely to listtassessment | maintained, with a
be positively | group. slight advantage for
reinforced and the behavioral
intrinsically approach.
rewarding).
Cogntive
therapy
(examination,
evaluation,
andmodifi-
cation of
depresse
cognitions),
and Waiting
list/ control
(test results
just from
assessment
procedures).
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Corkery et | 1997 | Determine the Bicultural 64 patients, End-of- Patients 80% of CHW Inter- Indivi-
al. effect of a community health| older than 20 | treatment randomized into| completed education vention. | dualized
bicultural care worker years and in | behavior CHW program, 47% education time
community (Spanish need of scores, intervention and| without dropped out. of 3.4 months
health worker on| speaking, familiar| diabetes knowledge nonCHW Knowledge level and (0.9-54
completion of with community | education. scores, and intervention selected sel€are months range)
diabetes institutions). glyco- groups. All practice significantly
education in an hemoglobin patients improved and
inner-city levels testing | received glycohemoglobin
Hispanic patient for the effect | individualized levels improved from
population and tg of CHW educatiorfrom | a baseline level of
evaluate the assignment. | certified 11.7% t0 9.9% at
impact of diabetes nurse | program completion.
completion of educator. (CHW showed
the education significant effect on
program on program completion,
patient not on knowledge,
knowledge, self self-care behavior, o
care behaviors, glycohemoglobin
and glycemic outcomes).
control.
Gucciardi | 2007 | Impactof adding | Counseling and | 61 patients: Nutrition 3 month All measures Yes 3 months.
et al. Cultural group classes. 36 in adheence and| randomized improved in three (Canada).
Competency Portuguese counseling glycemic controlled trail | monthstudy.
group education | speaking dietician| only 25 in control, paired| design. Experimental greater
to individual and nurse counseling t-tests. Experimental improvement in all
counseling for educators, family | with group received measures, except ng
nutrition accompaniment, | educational counseling in dif in glycemic
adherence and | visual aids, low | intervention. conjunction control.
glycemic control.| literacy level with grouped.
Impact of 2 CC | educational

diabetic
education
methods,
individual
counseling with

group education

resources, hands
on interactive
activities
highlighting
Portuguese foods;
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on nutritional
adherence and
glycemic control.
Impad of two
Cultural
Competency
diabetic
educational
methods,
including
individual
counseling vs.
individual
counseling with
group education
on nutritional
adherence and
glycemic control.

Hinton
et al.

2005

Examine the
therapeutic
efficacy of a
culturally
adapted
cognitive
behavior therapy
for Cambodian
refugees with
treatment
resistant
posttraumatic
stress disorder
(PTSD) and
comordid panic
attacks.

Community based
outpatient clinics
provided
specialized
services to
Cambodian
refugees.
Outcome
measures
translated into
Cambodian. All
assessments mad
by a Cambodian
bicultural worker
with over 2 years
of mental health
experience.

40 patients
total
considered to
be treatment
resistant,
having passed
through the
Cambodian
genocide. (20
in initial
treatment and
20 in delayed
treatment).

Group and
Time vs fear
of anxiety
related
somatic
sensation,
PTSD
severity, neck
and
orthostatie
associated
panic attacks,
neck and
orthostasis
panic
associated
flashbacks,
anxiety and
depression

Repeated
measure, Cross
over design.

Severity of culturally
related necKocused
and orthostaticured
panic attacks,
including flashbacks
associated with
subtype, improved
across treatment.
Greater improvemen
in IT condition, with
large effect sized for
all outcome
measures: fear of
anxietyrelated
somatic sensation,
PTSD severity, neck
and orthostasic
associated panic
attacks, eck and

Inter-
vention.

12 weekly
sessions.J9
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related
distress, and
diagnostic
status.

orthostasis panic
associated
flashbacks, anxiety
and depression
related distress, and
diagnostic status.

Hinton 2004 | Examine Community based 12 Vietnamesg Severity of Random Significant Inter- Testing at 2
et al. feasibility, outpatient clinics | Refugees with| headache and| assignment: two| improvement, with | vention. | week
acceptability, provided PTSD. orthostasie cohorts of 6 large effect sizes for intervals,11
and therapeutic | specialized associated each, one all outcome sessions over
efficacy of a services to non panic attacks. | immediate measures: Harvard 36 week span.
culturally English speaking Changes in treatment and | Trauma
adapted Cambodian and outcome other delayed Questionnaire,
cognitive Vietnamese measure CBT treatment. | Anxiety Sensitivity
behavior therapy| refugees. evduations. Index, Hopkins
for twelve Translated SymptomChecklist,
Vietnamese outcome measure anxiety subscale, an
refugees with into Vietnamese. Hopkins Symptom
treatment Vietnamese socia Checklist depression
resistant workers and staff subscale scores. Thg
posttraumatic provided severity of culturally
stress disorder | translation and related and headach
and panic cultural and orthostasisued
attacks. consultation. panic attacks
improved
significantly across
treatment.
Hopper 1984 | Examination of | Aides were black | 227 adults Usage of Random Significant increase | Inter- 18 months.J11]
et al. impact of home | women and city | (over age 18) | home health | assignment of | in eye clinic vention.
health aides on | residents trained | confirmed care aide vs. | subjects to appointments as wel
the health status| by staff from the | with diagnosis| average FBS, | Group A as greatest decline i
and utilization clinic. of diabetes knowledge of | (routine care) FBS for those who
patterns on low mellitus, use | Diabetes and Group B utilized home healit
income diabetic of insulin or Treatment (offered home | care aides.
clinic patients. hypoglycemic | Index, Social | health aide
agents, regulal Support for services).
clinic Diabetes
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attendance in | Index, and
1978. clinic
attendance.
Keyser- 2002 | To determine "New Leaf" 200 African PA Randomized The primary study | Inter- 6 and 12
ling et al. whether a program for American Assessment a| controlled trial | outcome was the vention. | month

culturally healthy living. women (at 6 and 12 con comparison of PA assessments.
appropriate combined least 40 years | months (main | ducted at seven| levels between
clinic- and traditional clinic | old) outcome practices in groys assessed at €
community based counseling| randomized to| measure). central North and 12 months by
based with a coordinated three groups, | Health Carolina, 200 accelerometer, which
intervention for | community Totals of 175 | screenig African- was worn while
African- component using | (88%) and 167 results. American awake for 7 days.
American peer counselors | (84%) women, 40 For the primary study
women with type| (22) participants years of outcome, the
2 diabetes will | and included 1) a| completed PA age with type 2 | comparison of PA
increase PA component assessment at diabetes, were | levels during 1 year
moderate developed to 6 and 12 randomized to | of follow-up, the P
intensity increase months, one of three value forthe overall
physical activity | moderate respectively. treatment group effect was
(PA). intensity PA to conditions: 0.014. Comparing

a cumulatve total clinic and group A with C, be

of 30 min a day, community average for the-Gand

2) a dietary
component
designed to
decrease total ang
saturated fat
intake and to im
prove control and
distribution of
carbohydrate
intake, and 3) a
diabetes care
component
addressing
various aspects ol
diabetes seltare.

(group A), clinic
only (group B),
or minimal
intervention

(group C).

12-month differences
in

adjusted means for
PA was 44.1 kcal/da
(P 0.0055).
Comparing group B
with

C, the average
difference was 33.1
kcal/ day (P 0.029).
Comparing

group A with C, the
differenceap
proached sttistical

significanceat 6
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months (P 0.095)
and wassignificant at
12 months (P 0.
019). Comparing
group B with C, the
difference was st
tistically significant
at 6 months ( P
0.036).

The percentage of
calories from
saturated fats,
dietary cholesterol
intake, and total
energy intakele-
creased in all groups
butthe comparisons
of adjused means at
6 months were not
statistically
significant, with P
values for overall
group effect of

0.98, 0.18, and 0.85,
respectively assesse
with two scales. For
glycosylated
hemalobin and total
and HDL cholesterol
there were minimal
changes during
follow-up, with P
valueswere not
statistically
significant (0.13 and

0.067, respectively).
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Changes in the Socig
Well-Being scale
were small

overall group effect
of 0.73, 0.51, and
0.15, respectively.
From baseline to 12
month followup,
weight increasd
modestlyin all
groups, with a P
value for overall
group effect of 0.52.
48 comparisons, the
only signi
ferences between
groups were number
of years with
diagnosed diabetes
(5.9 years for non
returnees and 11
years for return

ees at émonth
follow-up, unadjusteq
P 0.026) and
percent of
participants

with known CHD
(38% fornon-
returnees and 21% f
returnees at Xfhonth
follow-up, unadjusteq
P 0.048).

Change in PA. PA
levels at baseline an

follow-up, assessed
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as kcal/day by Calta
accelerometer, are
shown in Table 2 for
participants with
baseline and at least
one followup
measure. For the
primary study
outcome, the
comparison of PA
levels during 1 year
of follow-up, the P
value for the overall
group effect was
0.014 (Table 2).
Comparing group A
with C, the aveaige
for the 6 and 12
month differences in
approached statisticg
signiycan
months (P
0.095)and was
signiycant
12 months (P O.
019). Comparing H1]
group B with C, the
difference was statis
tically si
months ( H10

0.0%). Forthe
diabetes knowledge
scale, from baseline
to 12 months, there
was an increase (in
dicating enhanced

knowledge) of 1.6
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points in group A, 1.2
points in group B,
and 0.7 points in
group C. The P valug
for the test of overall
group effetat 6 and
12-month followup
was 0.037.
Diabetess pe c i Y
health status was as
sessed with two
scales. For Mental
Well-Being, from
baseline to 12
months, the score
increased (improved
by 4.5 points in grou
A, 1.8 in group B,
and 2.8 in group C.
The P \alues for the
test of over

all group effect and
the comparison of
group A with C at 6
and 12month fol
low-up were not
statistically
signiycant
(0.13 and 0.067,
respectively).
Changes in the Socig
Well-Being scale
were small and not
statistically

s gniycant
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Kopelo- 2003 | Effectiveness of | Skills training 92 Latino Cultural Experimental Skills training: Inter- Upto3
wicz et al. a Cultural with active outpatients Competency | vs. control direct effect on vention. | months of
Competency participation of with skills training | group, acquisition and training.
skills training key relatives. Schizophrenia| to clients and | experiment and | generalization of Studied over 9
program and designate( family designated disease managemen month
designed to teacl relatives. members. relatives were | and decreased rates period.J13
disease randomly of rehospitalization.
management to assigned to 3
Latinos with month skils
schizophrenia. training vs.
traditional care
(contral).
Mendel- 2008 | To examine the | Spanish Version | One hundred | HLP Il scores | Arandomized | "Significant changes| Inter- 1-hour
son et al. effects of a of Health Mexican main variable,| controlled trial | in the HPLP 11 vention. | supplemental
Parish Nurse Promoting American controlled: comparing care | subscales for the educational
Intervention lifestyle Profile women were | PNIP vs. as usual (CAU) | total sample preto and support
Program (PNIP) | (HPLP II) included in the| control with a post intervention session with
on maternal measuring health | study with regular supplementary | include health Parish Nurse.
health behaviors, responsibility, randomization| intervention. | 1-hour responsibility (p 5
glycemic control,| physical activity, | into Parish education .007), nutrition (p 5
and neonatal nutrition, spiritual | Nurse session .018), and physical
outcomes among growth, Intervention for diabetes activity (p 5.001).
Mexican interpersonal Program (49 educdion Significant changes
American relations, and patient) and reinforcement | were noted in the
women with stress care as usal by a Parish PNIP group from
gestational management. The (51 patients) Nurse. pre- to post inter-
diabetes. Parish Nurses groups. vention for stress
participating in Random management (p
the study were controlled 5.003), health
fluent in Spanish | trial. responsibility (p
and had a 5.000), nutrition (p
minimum 5.001), physical

education level of
a bachel
degree in nursing.

activity (p 5 .000),
and spirituality (p

5.005). No
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One hour diabeteg
education session
with
reinforcement by
a Parish Nurse.

significant changes
were found for any
of the sibscales for
the CAU group.
Overall HLP 1I:
Pretest mean: 2.493
post test
mean/percentage
2.609 p value .016.

No significant
differences between
groups regarding
glycemic control,
macrosomia, or days
of maternal onec
neonatahospitali
zation were found

Miranda 2003 | Ethnic minority | Interventions The sample Quality Matched The interventions Inter- 62 months.
et al. patients often featured modst consists of 46 | improvement | practiceswere | si gni y c an{ venton.
receive poorer | accomme primary care | (QI) programs| randomized to | decreased the
quality care and | dations for practices in 6 | with Cultural | usual care or likelihood that
have worse minority patients | U.S. managed| Competency | one of two QI Latinos and African
outcomes than | (e.g., translations,| care vs Usual care.| programs that | Americanswould
white patients, cultural training organizations; trained local report probable
yet practice for clinicians). 181 clinicians; experts to depression at month
based 398 Latinos, educate 6 and 12; the white
approaches to 93 African clinicians; (1) intervention sample
reducesuch Americans, nurses to did not differ from
disparities and 778 white educate, assess| controls in reported
have not been paients with and probable depression
identiye probable follow-up with | at either followup.
determined depressive patients; and (2)| While theinter-
whether practice disorder. psychotherapisty vent i on si
initiated quality to conduct improved the rate of
improve Cognitive employment for
ment (QI) Behavioral whites and not fo
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interventions for
depressed

Therapy CBT).
Patients and

minorities, precision
was low forcom

primary care physicians paring intervention
patients improve selected response on this
care across treatments. outcome. lItis
ethnic important to note tha
groups and minorities remained
reduce outcome less likely to have
disparities. appropriate care and
more likely to be
depressed than whitg
patients.

Otto et al. | 2003 | Test the efficacy| Instruction Ten Khmer Treatment Random Interventionin- Inter- 10
of combination | provided in speaking group versus | assignmentto | dicated improvemen{ vention. | sessions.J16
treatment with Khmer. women Clinician- either setraline | over medication
sertraline and Information on who had been| adminisered | alone or alone inre-
pharmocotherapy the symptoms ang at a nean age | PTSD scale | combined experiencing,
refractory nature of PTSD | of 221 26 years| plus subscaleg treatment. avoidance/numbing,
cognitive from a cogntive | during the Pol | examining re hyperarousal,
behavior therapy| behavioral Pot period experiencing, anxiety,

(CBT) for perspective, (1975 1979). | avoidance, somatization, ad
treating PTSD. | clarification of and arousal. Anxiety Sensitivity

different between Secondary Index.

PTSD symptoms outcomes

and culturally measured

distinct fears of included:

death or disability depression,

associated with anxiety

somatic severity, ad

sensations, fears of

exposure to anxiety

somatic symptoms.

sensations

associated with

PTSD and

anxiety, exposure
to memories of
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specifc trauma
events with
rehearsal of
emotional
acceptance and
cognitive coping
strategies,
progressive
muscle relaxation
and diaphragmati(
breathing skills,
and selfcare
skills and
assignment of
pleasant events.

Rosal et

2005

Determine the
feasibility of
conducting a
randomized
clinical trial of
an innovative
selfmanagement
intervention to
improve
metabolic
control in low
income Spanish
speaking
individuals with
type 2 diabetes
Obtain
preliminary data
of possible
intervention
effects.

Group sessions
that targeted
diabetes
knowledge,
attitudes, and self
management
skills through
culturally specific
and literacy
sensitive
strategies.
Cognitive
behavigal
theoretical
framework.

25 Spanish
Speaking
individuals
with type 2
diabetes. 15
randomly
assigned to
intervention
group, 10
assigned to
control.

Glycosylated
hemoglobin,
physical
activity, blood
glucose self
monitoring,
depressive
symptoms.

Randomized
Clinical trial:
intervention and
control
conditions.
Grouped as
closely as
possible by age,
gender, and
insulin status,
patients were
randomized to
intervention or
control in 3:2
ratio.

Glycosylated
hemoglobin decreasg
at 3 months for
intervention group
.9% and the decreas
was still significantly
different from that of
the controls (p =
.005). Trend toward
increased physical
activity in the
intervention group ag
compared to that of
the control group (p
=.11) and some
evidence (non
significant) of an
increase in blood
glucose seff
monitoring in the
intervention

participants but not

Inter-
vention.

Evaluations at
3and 6
months.
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control.

Samuet 2009 | Develop and test| Church based 24 randomly | Comparison | Randomized At 8 and 12 months, | Inter- 8 month

Hodge et a culturally intervention selected of trial conducted | difference between | vention. | intensive

al. appropriate, includes: churches, @1 | intervention at randomly groups for AIC was phase of
churchbased individual dietary | participants: | group vs. A1C| selected not significant. study, plus 4
intervention to assessment and | 13 African levels at 8 African Diabetes knowledge month
improve diabeteg goalsetting, 12 American months and | American and diabeteselated reinforcement
self group sessions at| churches diabetes churches in quality of life phase.
management. church, monthly | randomized to| knowledge central North improved in the S Outcomes

telephone contact| receive special and dialetes | Carolina. significantly assessed at 8
with church intervention, | related quality compared to Ml and 12
diabetes advisors| 117 par of life. group. mon+J18ths.
and three printed | ticipants or
messages from | minimalinter-
physician. vention (11

churches, 84

participants).

Shah et al. | 2002 | Evaluate the Bilingual research| 17 patients Dietary Randomized to | Culturally sensitive | Inter- 12 week study
effect of a assistant. with Systemic | intervention | a Step Il Diet E18 reducing diet vention. | group.
culturally Ethnically Lupus VS. nutrient intervention program was
sensitive specific diet. Erythematosug intake levels. | group or control | successful in
cholesterol Culturally specific| (SLE): (5 group for 12 decreasing sodium
lowering dietary | menu, brochures, | African weeks. Diet intake and in
program on and videotapes. | Americans; 3 intervention maintaining adequat
energy, protein, Hispanics in made up of intakes of most
fiber, vitamin diet group; 4 weekly group nutrients, except for
and mineral African sessions during | B12, dietary fiber,
intake, diet Americans;, 2 first 6 weeks iron, calcium, and
quality, and Hispanics; and followed by folate.
hemoglobin 1 Caucasian in telephone
levels in patients the control counseling
with SLE. group). every 2 weeks

for the last 6
weeks.

Shin et al. | 2002 | Assess effects off Group therapy: 48 Korean Cultural Control goup Experimental: less | Inter- 10 week inter
10-week Korean American Competency | provided stigma to mental vention. | vention.
psychoeducation| instruction, family | adults with group therapy | individual illness. Coping skills;
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intervention for | sessions diagnosis of | and support therapy.| significantly more
Korean paralleled. Visual | Schizophrenia| Psychiatric Experimental improved, over time.
American with aids, charts, rating scale group Greater decrease in
Mental lliness. | handouts, and (BPRS) additionally symptom severity
discussion of stigma provided, with | over time.
traditional devaluation individual
perception. scale, and supportive
Culturally family crisis | therapy, 10
sensitive psycho oriented weekly
educational group personal culturally
therapy inaddk evaluation sensitive psychg
tion to individual scale education group
supportive administered | therapy
therapy. after groups. | program.
Telles et 1995 | Impact of adding| Behavioral family | 40 low Patients’ Random Significant Inter- 6 months
al. Cultural management income levels of assignmentto | improvementin vention. | observation,
Competency (BFM) with Spanish acculturation | receive standar¢ symptoms across plus follow up
group education | patientfamily speaking and case entire sample. at one year
to individual education about | people with a | medication management or | Outcomes slightly
counseling for schizophrenia, diagnosis of | compliance; | behavioral better with
nutrition training in schizophrenia.| Comparison | family conventional
adherence and | communication of management, | treatment with BFT
glycemic ontrol. | skills, and training intervention after on most measures,
Impact of 2 CC | in problem group vs. stabilization but difference was
diabetic solving skills. BPRS seerity | with neuroleptic | not measurably
education Bilingual research score (thought| medication significant.
methods, psychiatrists. disturbance,
individual anxious
counseling depression,
withgroup hostile
education on suspiciousnes
nutritional and anergia)

adherence and
glycemic control

and Global
Assessment
Scale.
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Van 2003 | Report initial Tailored bilingual | 81 study Independent: | Quast Participants rated Inter- 6 week
Servellen results of study | intervention, "Es | participants POR la Vida | experiment al program highly In vention. | interventon,
et al. evaluating Por La Vida" (from 85 Health repeated terms of satisfaction. with+J22 12

acceptability and| literacy/adherence eligible literacy measures Experimental group week follow

effectiveness of | program with patients). program in design. Post showed significant up.

program to basic HIV/AIDS addition to instruction: improvements on

enhance health | information, standard descriptive and | measures of

literacy in low interactive group AIDS/HIV comparative HIV/AIDS and

income HIV- experiences care. statistics treatmentrelated

infected Latino | family and Dependent: evaluating knowledge. No

men and women| community patient seK acceptability changes in mastery

receiving support systems. report / and of behaviors and

antiretroviral program effectiveness of | adherence.

therapy. evaluation and progam.

medical
record data.

Vincent et | 2007 | Test feasibility | Bilingual nurses | 20 random Measures of | Experimental: Intervention had a | Inter 12 weeks (8
al. and examine and dieticians, assigned intervention Pretest/posttest | positive clinical and | vention. | weeks

effects of incorporation of | Mexican effectiveness | control group statistical effect on intervention;

Cultural Mexican Americans and ratings of | design with 10 | diabetes knowledge, follow up

Competency American dietary | between 18 feasibility and | participants in | weight, and body analysis 4

intervention for | preferences and | and 75 with acceptability | each group. mass index. weeks post

Mexican cultural beliefs, diagnoses of | of self Improvements were intervention).

Americans with | low-literacy type 2 management also noted in self

type 2 diabetes | materials, and diabetes. program. SeH efficacy scoes,

on outcomes of | content delivered efficacy blood glucose, and

self in Spanish. measures afte HBALC (not

management. Bilingual research intervertion. statistically

assistants read significant).

aloud data forms,
selfmanagement
strategies content
on stress,
heredity, and
culture, inclusion
of family member

in support.
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Vyas et al.

2003

To investigate
whether a
secondary
primary care
partnership
education
package coud
improve

understanding of

diabetes care
among South
Asians.

Questionnaire
(test for cultural
acceptability)
administered in
patient's homes b
interviewer in
Urdu, Punjabi, or
Bengali.

411 South
Asian patients
with Type 2
diabetes at
baseline over
age of25, 211
randomized
(108 assigned
to
intervention,
103 assigned
to
control/routine
care). 118
traced at 1
year for
interview.

Intervention
group vs.
knowledge
and awarenes
and self
management
test scores.

Randomized
trial. Ina
setting of eight
general
practices,
patients
randomized to
intervention or
control groups.
Patients invited
to four or more
rotating visits
per year by a
diabetes
specialist nurse,
dietician, or
chiropodist who
work with
general practice
staff.

Inter-
vention.

Questionnaires
at lyear as
follow up into
intervention.
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Appendix |
Forest Plots by Category of Outcomes

Category 1:
Disability symptomrelated measures
Fixed Effect Model

Study name Statistics for each study Hedges' gand95% CI
Hedges's Standard Lower Upper
g error Variance  limit limit Z-Value p-Value
Comas-Diaz (1981) 1.690 0.446 0199 0815 2565 3.786  0.000 —
Kopelowitz et al. (2003) 0.806 0.226 0051 0364 1248 3574 0.000 ———]
Miranda et al. (2003b)  0.678 0.150 0023 0383 0972 4511 0.000 ——.—
Otto et al. (2003) 0.487 0.582 0338 -0653 1627 0838 0402
Rosal et al. (2005) 1.344 0438 0192 0485 2202 3.066 0.002
Shin & Lukens (2002) 1118 0.306 0094 0518 1.718 3654  0.000
Telles (1995) 0.771 0.314 0099 0156 1.387 2455 0.014 ——
0.843 0.101 0010 0645 1.041 8.340  0.000 ‘I

-1.00 0.50 0.00 0.50 1.00

Favours A Favours B
Random Effects Model
Study name Statistics for each study Hedges's g and 95% ClI
Hedges's Standard Lower Upper
g error Variance  limit limit Z-Value p-Value
Comas-Diaz (1981) 1.690 0.446 0.199 0815 2565 3786  0.000 —
Kopelowitz et al. {2003) 0.806 0.226 0.051 0364 1.248 3.574 0.000 —+
Miranda et al. (2003b)  0.678 0.150 0.023 0.383 0972 4511 0.000 ——.—
Otto et al. (2003) 0.487 0.582 0.338 -0.653 1.627 0.838 0.402 .
Rosal et al. {2005) 1.344 0.438 0.192 0485 2202 3066 0.002
Shin & Lukens (2002) 1.118 0.306 0.094 0518 1718 3.654 0.000
Telles (1995) 0.771 0314 0099 0156 1387 2455 0014 —
-1.00 0.50 0.00 0.50 1.00
Favours A Favours B
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Category 2:

Patient knowledge of disabilitpyeasures

Fixed Effect Model

Study name Statistics for each study Hedges's g and 95% CI
Hedges's Standard Lower Upper

g error Variance limit limit Z-Value p-Value
Baradaran et al. (2006) 0.268 0.224 0.050 -0171 0708 1.197 0231 L
Brown et al. (1992) 0.591 0.363 0132 -0121 1303 1627 0.104
Brown et al. (2002) 0.626 0.139 0.019 0354 0899 4507 0.000 —-.—
Corkery et al. (1997) -0.071 0.319 0.102 -0B96 0554 -0.223 0824
Keyserling et al. (2002) 0.037 0.182 0.033 -0320 0394 0201 0840 —.—
Kopelowitz et al. (2003) 0.955 0.229 0.052 0506 1403 4.170 0.000 —i
Rosal et al. (2005) 0489 0.401 0.161 -0287 1285 1243 0214
Samuel-Hodge et al. (2009)  0.182 0.192 0.037 -0193 0558 0852 0341 L
Van Servellan et al. (2003) 0.752 0.228 0.052 0305 1.183 3.300 0.001 —T——;
Vincent et al. (2007) 0.676 0.476 0226 -0256 1608 1421 0155
Vyas (2003) 0.139 0.183 0.034 -0220 0498 0757 0449 L

0402 0.067 0.004 0271 0532 6.032 0.000 ‘

-1.00 -0.50 0.00 0.50 1.00
Favours A Favours B
Random Effects Model
Study name Statistics for each study Hedges's g and 95% CI
Hedges's Standard Lower Upper

g error Variance limit limit Z-Value p-Value
Baradaran et al. (2006) 0.268 0.224 0.0s50 -0.171 0706 1197 0231 .
Brown et al. (1992) 0.591 0.363 0.132 -0121 1303 1627 0.104 .
Brown et al. (2002) 0.626 0.139 0.019 0354 0899 4507 0.000 —-.—
Corkery et al. (1997) -0.071 0.319 0102 -0696 0554 -0223 0824
Keyserling et al. (2002) 0.037 0.182 0033 -0320 0.3%4 0201 0840 A—
Kopelowitz et al. (2003) 0.955 0229 0052 0506 1403 4170 0.000 —.
Rosal et al. (2005) 0499 0401 0161 -0.287 1285 1243 0214 -
Samuel-Hodge et al. (2009)  0.182 0.192 0.037 -0193 0558 0852 0341 .
Van Servellan et al. (2003) 0.752 0228 0.052 0305 1.199 3300 0.001 —+
Vincent et al. (2007) 0.676 0476 0226 -0256 1608 1421 0155 F
Vyas (2003) 0.139 0.183 0034 -0220 0498 0757 0449 .

-1.00 -0.50 0.00 0.50 1.00
Favours A Favours B
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Fixed Effect Model

Category 3
Behavioral measures, including disability selhnagemerdand treatment compliance

Statistics for each study

Hedges's Standard

Lower Upper

Hedges's g and 95% CI

g error Variance limit limit Z-Value p-Value
Baradaran et al. (2006) 0.361 0.224 0.050 -0073 0801 1608 0.108 —1——.——'
Corkery et al. (1997) -0.001 0.327 0.107 -0641 0640 -0.002 0998
Gucciardi et al. (2007) 0.382 0.259 0067 -0.127 0890 1472 0141 L
Hopper et al. (1984) 0.088 0.177 0031 -0259 0435 0497 0619 —H—
Keyserling et al. (2002) -0.062 0.186 0035 -0427 0303 -0.332 0740 ——
Kopelowitz et al. (2003) 1.690 0.253 0064 1194 2185 6680 0.000
Mendelson et al. (2008) 0467 0.201 0.040 0073 0861 2321 0020 —a—
Miranda et al. (2003h) 0.317 0.147 0022 0029 0605 2156 0.0 —.——
Rosal et al. (2005) 0.138 0.395 0156 -0637 0813 0349 0727 =
Samuel-Hodge et al. (2009)  0.182 0.172 0030 -0.155 0519 1060 0289 —E—
Van Servellan et al. (2003)  -0.900 0.231 0053 -1.353 -0447 -3.892 0000 <m—t
Vincent et al. (2007) 0.601 0473 0223 -0325 1527 1272 0203 =
Vyas (2003) -0.038 0.183 0033 -0.396 0321 -0.207 0836
0.205 0.059 0004 0088 0321 3452 0001 ‘
-1.00 -0.50 0.00 0.50 1.00
Favours A Favours B
Random Effects Model
Statistics for each study Hedges's g and 95% CI
Hedges's Standard Lower Upper
g error Variance limit  limit Z-Value p-Value
Baradaran et al. (2006) 0.361 0.224 0.0s50 -0.079 0801 1608 0.108 E—
Corkery et al. (1997) -0.001 0327 0.107 -0.641 0640 -0002 0998
Gucciardi et al. (2007) 0.382 0.259 0.067 -0.127 0890 1472 0441
Hopper et al. (1984) 0.088 0177 0031 -0259 0435 0497 0619
Keyserling et al. (2002) -0.062 0.186 0035 -0427 0303 -0332 0.740
Kopelowitz et al. (2003) 1.690 0.253 0064 1194 2185 6680 0.000
Mendelson et al. (2008) 0467 0.201 0.040 0073 0861 2321 0020 —.—
Miranda et al. (2003h) 0.317 0.147 0022 0029 0605 2156 0.031 —.——
Rosal et al. (2005) 0.138 0.395 0.156 -0637 08913 0348 0727 .
Samuel-Hodge et al. (2009)  0.182 0.172 0.030 -0.155 0519 1060 0.289 ———
Van Servellan et al. (2003)  -0.900 0.231 0.053 -1.353 -0447 -3892 0.000 '
Vincent et al. (2007) 0.601 0473 0223 -0325 1527 1272 0203 N
Vyas (2003) -0.038 0.183 0033 -03% 0321 -0207 0836 —.—
-1.00 -0.50 0.00 0.50 1.00
Favours A Favours B
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Fixed Effect Model

Category 4.
Measures of welbeing, seHefficacy and quality of life

Study name

Keyserling et al. (2002)
Rosal et al. (2008)

Shah et al. (2002)
Samuel-Hodge et al. (2009)
Shin & Lukens (2002)
Vincent et al. (2007)

Statistics for each study

Hedges' Standard

g error

0.218 0.181
0.346 0.398
1177 0516
1.014 0.188
1.854 0.341
0.100 0.462
0.714 0.110

Lower Upper

Variance limit

limit

0.033 -0.137 0573
0158 -D434 1.125
0267 0165 2.189
0.034 0652 1.375
0.116 1.185 2522
0.213 -D.805 1.005
0.012 0499 0929

Z-Value p-Value

1.201
0.868
2.279
5492
5433
0217
6.511

0.230
0.385
0.023
0.000
0.000
0.828
0.000

Hedges" g and 95% CI

=
-1.00 -0.50 0.00 0.50 1.00
Favours A Favours B

Random Effects Model

Study name

Keyserling et al. (2002)
Rosal et al. (2005)

Shah et al. (2002)
Samuel-Hodge et al. (2009)
Shin & Lukens (2002)

Statistics for each study

Hedges's Standard Lower
g error  Variance limit
0.218 0.181 0033 -0.137
0.346 0.398 0.188 -0434
1.177 0.516 0.267 0.165
1.014 0.185 0034 0652
1.854 0.341 0.116  1.185
0.100 0462 0213 -0.805

Vincent et al. (2007)

Upper

limit  Z-Value p-Value

0.573
1.125
2.188
1.375
2522
1.005

1.201
0.868
2.278
5492
5433
0.217

0.230
0.385
0.023
0.000
0.000
0.828

Hedges's g and 95% CI

-1.00 -0.50 0.00 0.50 1.00

Favours A Favours B
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Category 5
Attitudinal and health beliefs measures
Fixed Effect Model

Name Statistics for each study Hedges' g and 95% CI
Hedges" Standard Lower Upper

g error Variance limit  limit Z-Value p-Value
Brown et al. (2002) 0.087 0.140 0.020 -0.188 0362 0619 0536
Miranda et al. (2003h) -0.029 0.146 0021 -0.315 0257 -0200 0.841
Van Servellan et al. (2003)  0.286 0.221 0049 -0.148 0720 1293 0.186

0.075 0.092 0008 -0.105 0256 0817 0414

-1.00 .50 0.00 0.50 1.00
Favours A Favours B

Random Effects Model

Name Statistics for each study Hedges's g and 95% CI
Hedges's Standard Lower Upper
g error Variance limit limit Z-Value p-Value
Brown et al. (2002) 0.087 0.140 0020 -0.188 0362 0619 0536
Miranda et al. (2003h) -0.029 0.146 0021 -0.315 0257 -0200 0841

Van Servellan et al. (2003)  0.286 0221 0.049 -0148 0720 1293 0.196

-1.00 -0.50 0.00 0.50 1.00

Favours A Favours B
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Appendix J
Publication Bias Analysis
(Source: Comprehensive Metay I f e aA an o

General Information about Publication Bias
Funnel plots

The funnel plot is a plot of a measure of study size (usually standard error or precision)
on the vertical axis as a function of effect size on the horizontal axis.

Large studies appear toward the top of the graph, and tend to cluster meaatheffect

size. Smaller studies appear toward the bottom of the graph, and (since there is more
sampling variation in effect size estimates in the smaller studies) will be dispersed across
a range of values.

In the absence of publication bias we \Wbexpect the studies to be distributed
symmetrically about the combined effect size. By contrast, in the presence of bias, we
would expect that the bottom of the plot would show a higher concentration of studies on
one side of the mean than the othehisTwould reflect the fact that smaller studies

(which appear toward the bottom) are more likely to be published if they have larger than
average effects, which makes them more likely to meet the criterion for statistical
significance.

Classic failsafe N

The classic fa#lSafe N and the Orwin fagafe N ask if we need to be concerned that the
entire observed e&ftt may be an artifact of biaSne concern of publication bias is that
some norsignificant studies are missing from our analysis and that gtedes, if
included, would nullify the observed effect.

Robert Rosenthal suggested that rather than simply speculate about the impact of the
missing studies; we compute the number of studies that would be required to nullify the
effect. If this numbeis relatively small then there is indeed cause for concern. However,
if this number is large, we can be confident that the treatment effect, while possibly
inflated by the exclusion of some studies, is nevertheless nbtenduggested that this
analysisbe called a 'Filerawer' analysis, file drawers being the presumed location of the
missing studies. Harris Coopatoposed the term 'Fadafe N,a reference to the

number of missing studies that would nullify the effect. This approach is limiteain t
important ways. First, it assumes that the effect in the hidden studies is nil, rather than
considering the possibility that some of the studies could have shown an effect in the
reverse direction. Therefore, the number of studies required to rth#ilgffect may be
smaller than the Fatbafe N.
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Second, and more fundamentally, this approach focuses on statistical significance rather
than clinical or substantive significance. That is, it may allow us to assert that the
treatment effect is not Inibut does not address the question of whether or not it remains
clinically important after the missing studies have been included.

Note also that the fagafe N algorithm computes avplue for each study and then

combines these-palues. By contrasthe generally accepted approach today (and the

one used by this program) is to compute an effect size for each study, combine the effect
sizes, and then compute thegue for the combined effect. The two approaches do not
generally yield identical restsl.

Publication Bias Analyses by Category of Outcomes
Category 1: Disability symptomrelated measures

Funnel Plotand Fail-Safe N

Funnel Plot of Standard Error by Hedges's g
0.0

0.1

0.2 4

0.3 4

Standard Error

04 -

0.5 -

0.6

-2.0 -1.5 -1.0 -0.5 0.0 0.5 1.0 15 2.0

Hedges's g

Examination of the Funnel Plot suggests that the studies are symmetrical around the
mean and that there is no evidené@ublication bias.

This metaanalysis incorporates data from 7 studiesicl yield a zvalue of 8.27and
corresponding 2ailed pvalue of .00

The faiksafe N is 118. This means that we would need to locate and include 118 'null’
studies in ordefor the combined 2ailed pvalue to exceed 0.050.

Put another way, there would be need to be 16.9 missing studies for every observed study
for the effect to be nullified.
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Category 2: Patient knowledge of disability measures

Funnel Plot and FailSafe N

Funnel Plot of Standard Error by Hedges's g

0.0

014

0.2 {

Standard Error

03

04 4

05 —

Hedges's g

Examination of the Funnel Plot suggests that the studies are symmetrical around the
mean and that there is no evidence of publication bias.

This metaanalysis incorporates data from 11 studies, which yielgaue of 577 and
comesponding Zailed p-value of .00

The failsafe N is 85. This means that we would need to locate and include 85 'null’
studies in order for the comiad 2tailed pvalue to exceed .05

Put another way, there would be neétb be 7.7 missing studies for everysebved
study for the effect to be nullified.
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Category 3: Behavioral measures, including disability selinanagement and
treatment compliance

Forest Plot and FailSafe N

Funnel Plot of Standard Error by Hedges's g
0.0

0.1 1

0.2

0.3 -

Standard Error

0.4 -

0.5

-2.0 -1.5 -1.0 -0.5 0.0 0.5 1.0 15 2.0

Hedges's g

Examination of the Funnel Plot suggests that the studies are symmetrical wound
mean. Although there are outliers, they are equally balanced. There is no evidence of
substantial publication bias.

This metaanalysis incorporates data from 13 studrgsich yield a zvalue of 3.60and
correspoding 2tailed pvalue of .00

The fail-safe N is 31. This means that we would need to locate and include 31 'null’
studies in order for the combineddlled pvalue to exceed 0.050.

Put another way, there would be neétb be 2.4 missing studies for every observed
study for the effecto be nullified.
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Category 4: Measures of welbeing, seltefficacy, and quality of life

Funnel Plot and FailSafe N

Funnel Plot of Standard Error by Hedges's g

0.0

01 4

024

03

Standard Error

04 4

05

06

Hedges's g

Examination of the Funnel Plot suggests that the studies are symmetrical around the
mean. Although there are outliers, they are Byglalanced. There is no evidence of
substantial publication bias.

This metaanalysis incorporates data from 6 studwsich yield a zvalue of 6.32and
correspondin@-tailed pvalue of .00

The failsafe N is 57. This means that we would needcate and include 57 'null’
studies in order for the combineddled pvalue to exceed 0.050.

Put another way, there would be need to be 9.5 missing studies for every observed study
for the effect to be nullified.
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Category 5: Attitudinal and health beliefs measures

Funnel Plot and FailSafe N

Funnel Plot of Standard Error by Hedges's g

0.0

0.1 1

0.2

Standard Error

0.3 -

0.4

-2.0 -1.5 -1.0 -0.5 0.0 0.5 1.0 15 2.0

Hedges's g

The Funnel Plot above is symmetrical around the mean and shows no strong evidence of
publication bias.

This metaanalysis incorporates data from 3 studwsich yield a zvalue of 0.9%nd
correspoding 2-tailed pvalue of 0.32

Since the combined result is not statistically significant, theJafe N (which addresses
the concern that the observed significance may be spurious) is not relevant.
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Appendix K: Promising Cultural Competency Interventions & Strategies

Root Causes of Disparities or ClienfProvider
Breakdowns for Diverse People with Disabilities

Cultural Competency Strategies to Minimize
Disparities & Improve Rehabilitation Outcomes

At Family, and Community Level

High levels of langage and communication
breakdowns

Provide access to a certified interpreters and
translatorgo bridge communication breakdowns

Low levels of literacy issues (in both language an
knowledge of disability)

Offer multilingual, easily readable, jargdree
written and noawritten information(e.g., use audig
cassettes or other oral means to present informa
on disabilities)

Mistrust towards providers

Match consumers with providers of similar ethnic
and racial backgroumndgtho can serve as role mode
or mentors

Lack of understanding of the U.S.
disability/rehabilitation service model

Provide information sessioms U.S. disability
service system to individuals, families, and
communities

Difficulties accessing fragmented services

Link to a cultural boker or navigatowho can help
the consumer obtain needed and appropriate
services

Economic difficulties (transportation, day care; la
of telephone or Internet access)

Provide incentives for individuals and families
address child care and transpticia issues for their
families

Discomfort asking questions or addressing conce

Offer consumer and family activation prograassa
means to empower people to be proactive

Reliance on family and friends to assist with serv
access and use

Incorpomte an approach to service delivery that ig
interdependent and familyriented rather than the
current system that stresses independence and
clientlevel orientation.

At Provider Level

Di sregard or |l ack of r|Stess the pr ovi,dee helpcheno W

culture become aware of the influence of their own cultu
on their professional practice.

Di sregard of «consumer s| Make efforts to link patieis with providers from

preferences (e.g., worldviews, belief systems)

same/similar racial and ethnic backgroutwmfoster
professional relationship and increase the likelihg
that patients will adhere to/comply with treatment

Communication breakdowns between provider af
consumer due to languagsi®s

Use ofmnemonic devices such as LEARN and
BATHE to guide providepatient encounters
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LEARN:

(Berlin & Fowkes 1983)
Listen to patients

Empathize with patients
Acknowledge physiciapatient
similarities/differences
Recommend treatment
Negotiate a treatment plan

BATHE:
(Stuart & Lieberman 1993)

BackgroundAaWhat i s going o
your | ife?b0o

Af f ect : i Wh at i s both
AHow i sctihmg wdd 20
Trouble fi Wat a/b your situation troubles

you the most?0

Handle iHow are you handl
Empathy:i Thi s must be very

Individual ----Organizational Level

Lack ofavailability and accessibility to disability
services for ethnic minorities with disabilities

Provide access to pool of cultural brokers or serv
navigatordo help with accessing resources and
supports.

Lack of language or linguistic capacity to agsks
clientbés communication

Use oflanguage interpreters in rehabilitation
encounters

Lack of access to staff of appropriate ethnic, raci
and linguistic backgrounds, at all levels of service
delivery (case management, upper management
etc)

Enforce active outreach and hiring practites
diversify staff at all levels of the organization;
create a welcoming environmebt targeted ethnic
and racial groups.

Lack of understanding of cultural differences

Provide service learning and immensiexperiences
i.e., exposure to medically at risk, vulnerable, ang
underserved populationsprduct ongoing trainings
dialogues, facilitate discussiotsimprove cultural
competency of all staff.

Lack of ethnic and racial differences

Emphasize culta aspects of races and ethnicitie
(Acookbookodo of values,
influence a personds h
medical treatment);ve away from a onsizefits
all approach, and offer a persolent centered

approach.
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At Systems or Policy Level

Lack of knowledge about community needs or

Conduct community assessments and profiles.

Lack of linguistic capacity to address needs of
consumers

Work with human resource offices itcrease
minority representation iadmissions to health
professions educatido reflect increasing diversity
nationwide.

Access and service inequities exists within the
current disability and rehabilitation service systen

Gain support of legislators and senatoraddress
unique challages of people with disabilities who
come from diverse ethnic, racial, and linguistic

backgrounds (e.g., Section 21 of Rehabilitation
Act).

Service delivery based on Euwestern values,
expectations, and principles

Develop and nurture partnershipgsiwhort
traditional communitybased agencies and
gatekeeperto conduct stateside cultural
competency education

Access to limited staff (often one person) or
department that addresses cultural competency
issues at an organizational level

Develop stateniterdisciplinary teamw discuss and
implement ways to infuse cultural competency
efforts across various levels of the disability and
rehabilitation systems.

Lack of evidencéased studies on cultural
competency efforts and consumer outcomes

Make systms more accountabie assess cultural
competency via program/agency evaluations

Lack of systematic data collection in rehab field
that includes race, ethnicity, and language

Stratify information on race, ethnicity and languag
preferenceso identify unique issues across sub
groups

Board of directors/trustees lacks diversity and
grassroots leadership

Engage community and spiritual leadatshe
systems level.

Lack of leadership in policyelated activities and
movements

Involve minority, immgrant and refugee
communities in_dealing with policy related to
disability and rehabilitation.

*Adapted and expanded from Betancourt, J. (2006)
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