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I.  INTRODUCTION   

 

Over the past two decades, in both the United States and abroad, the cultural 

competency movement has influenced researchers, service providers and practitioners 

across many specialties, particularly in the disability and rehabilitation sectors (Palsbo & 

Kailes, 2006). Providers and practitioners are under increased pressure to become 

culturally competent due in part to the nationôs growing ethnic, racial, and linguistic 

diversity and to the increasing disparities in service use and outcomes across the various 

rehabilitation and health care settings experienced by culturally diverse individuals with 

disabilities (Atdjian & Vega, 2005; Duarte & Rice, 1995; Sue, Zane, Hall, & Berger, 

2009).  One source of this pressure is coming from professional organizations in the 

fields of psychology, mental health counseling, rehabilitation, and healthcare (e.g., 

American Psychological Association Guidelines on Multicultural Education, 2002; 

American Mental Health Counselors Association, 2000; Code of Professional Ethics for 

Rehabilitation Counselors, 2002; National Rehabilitation Counselors and Educators 

Association, 2006; National Association of Social Workers, 2007; American 

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 services in the United States 

(Griner, 2005; Griner & Smith, 2006; Niemeier, Burnett & Whitaker, 2003) and in other 

Western countries such as Canada (Gucciardi, Demelo, Lee, & Grace, 2007), the United 

Kingdom (Baradaran, Knill-Jones, Wallia, & Rodgers, 2006; Bhui, Stansfeld, Hull, 

Priebe, Mole, & Feder, G. (2003); Vyas, Haidery, Wiles, Gill, Roberts, & Cruickshank, 

2003), and Australia (Harris, 2004), because disability has not been a priority for the 

delivery of  health and rehabilitation services (Nosek & Simmons, 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 disparities (Lewis, Shamburger, 

Armstrong, & West, 2007).   

 

Compared to Whites with disabilities, members of ethnic and cultural minority 

groups face higher rates of disability, are under-represented in the public U.S. 

rehabilitation and disability service system, and experience fewer positive service 

outcomes in rehabilitation (The Rehabilitation Act of 1992, Preamble). Furthermore, 

individuals from diverse minority, immigrant and refugee communities have historically 

been ñoverlooked in research, poorly served in policy and practice and consequently, 

underachieve on all traditional measures of success and well-beingò (Zawaiza, Walker, 

Ball, & McQueen, 2002, p.4).  In fact, researchers have consistently found that, compared 

to Whites with disabilities, a disproportionate 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, Crawford, & Beardall, 2000; Whitney-Thomas, 

Timmons, & Gilmore, 1999).  For instance, compared to non-minorities, 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 services to help them avoid developing 

secondary conditions and to improve their functionality and well-being.  These services 

include a variety of activities, including but not limited to disability awareness and 

education, disability self-management, behavioral and cognitive change activities, home 

accessibility modifications, and participation in individual and group therapies 

(Hernandez, Nesman, Mowery, Acevedo-Polakovich, & Callejas, 2009).  

 

Similarly, people with disabilities who have limited English proficiency, 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 

much-needed rehabilitation services. Even when they gain access to disability services, 

higher attrition rates and high rates of missed follow-up rehabilitation appointments are a 

persistent problem.  Among many reasons, this client-provider breakdown may occur 

because the services are not provided in the clientôs preferred language, because the 

treatment plan is insensitive to the clientôs cultural beliefs or worldview (Atdjian et al., 

2005) or is inappropriate, considering their language and social class; such situations can 

lead to rehabilitation disparities and poor outcomes overall.   

 

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 providers regarding low-

income Latino clients who were expected to embrace White middle class values and 

behaviors. Similar barriers reported by Atkins and Wright (1980) as well as others (Chan, 

Wong, Rosenthal, Kundu and Dutta (2005), Dziekan & Okocha (1993), Hasnain and 

Leung (2009), Feist-Price (1995), Hasnain and Leung (2009), and Whitney-Thomas, 

Timmons, Gilmore & Thomas (1999) found that the quality of vocational rehabilitation 

services and outcomes are less favorable for culturally diverse people with disabilities 

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, Pernell-Arnold, Sands & Bourjolly, 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 institution (Cohen & Goode, 

1999).  In fact, Arredondo, Tovar-Blank and Parham (2008) acknowledge the need for a 

strength-based 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 that ña major challenge for the field of 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 

delivery.ò  They believe that ñsuch integration would produce a healthier future for the 

field and for populations that turn to rehabilitation to help them develop healthier and 

more balanced approachesò (p.261). 
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Moreover, as more disability and rehabilitation professionals receive training and 

education in cultural competency, there is a growing need for empirically-based 

knowledge demonstrating the benefits for the client (Beach, Saha, & Cooper, 2006). 

Unfortunately, little intervention research has been conducted in 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 disabilities in the United States, 

Canada, and the United Kingdom. 

 

 

a.  Disability Disparities 

 

According to the National Council on Disability Cultural Diversity Initiative 

(2003), ñthe disparities in health, education, employment and independent living for 

people with disabilities from diverse cultures are significant, well documented, and 

persistent despite years of general acknowledgementò (p.6). Compounding these 

disparities is the fact that the individuals with disabilities who have the greatest need for 

rehabilitation and health care services may have the least ability to access and use 

services due to various barriersðcultural, institutional, environmental, economic, 

political, and societalðthat undermine their health, well-being, and/or participation in 

life activities (Balcazar, Suarez-Balcazar, Taylor-Ritzler & Keys, 2009).  For instance, 

when a 19-year old Chinese woman with a developmental disability is not provided the 

supports she needs to transition from the pediatric services system to that of services 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 

 

éAn underserved, ethnic or racial minority cultural groupôs goal is to receive 

services within the formal, rehabilitation 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 fewer successful 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 Disabilities Act 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 organizations, including, the National 

Institute on Disability and Rehabilitation Research (NIDRR Section 21 Meeting, 2008), 

the Institute on Rehabilitation Issues (1992), the National Council on Disability (NCD, 

several reports issued between 1993 through 2003), the Rehabilitation Services 

Administration (RSA, 1994), and the National Association of Multicultural Concerns 



9 | P a g e 

 

(NAMC, 1997), are working, both independently and collaboratively, to find ways to 

more effectively serve culturally diverse and underserved U.S. populations (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 community, culturally diverse individuals with 

disabilities have not been ñfull participants in this countryôs efforts to eliminate 

disparities, remove barriers, and to protect civil and human rights through various federal 

laws and initiativesò (NCD, 2000, p.2).  In 2003, almost ten years after passage of the 

Rehabilitation Actôs Section 21 amendments, the U.S.-based Institute of Medicine and 

other organizations identified cultural competence training of health professionals as ñone 

strategy to improve outcomes and to reduce demonstrated and persistent disparities 

between ethnic minorities and Whites in the countryò (Beach, Price, Gary, Robinson, 

Gozu, & al., 2005).  

 

Drum, Krahn, Culley, and Hammond (2005) list several reports from the Surgeon 

General that clearly acknowledge the health discrepancies of traditionally underserved 

minority populations.  These reports include the Healthy People 2010 Plan (USDHHD, 

2001), Closing the Gap: A National Blueprint for Improving the Health of Individuals 

with Mental Retardation (USDHHS, 2002), the 2001 supplement on Mental Health 

Report (USDHHD, 2001) and the Call to Action to Improve the Health and Wellness of 

Person with Disabilities (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 minorities with 

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 early death, 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 working-aged people with mobility limitations 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 follow-ups relative 

to issues of self-management, eating habits, and regular physical activity. 

 

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 most self-determined individuals 

with disabilities encounter challenging client-provider interactions and poorer outcomes.  

This experience can be especially challenging for those individuals who have a disability 

and come from diverse minority backgrounds.  For individuals in racial, ethnic, and 

http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%2522Beach%20MC%2522%255BAuthor%255D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%2522Gary%20TL%2522%255BAuthor%255D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%2522Robinson%20KA%2522%255BAuthor%255D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%2522Robinson%20KA%2522%255BAuthor%255D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%2522Robinson%20KA%2522%255BAuthor%255D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
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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 help-seeking behaviors, and high rates 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 services are recognizing the need to enhance culturally 

competent service delivery and outcomes for ethnically and linguistically diverse 

populations. However, limited empirical evidence exists to support the assertion that 

cultural competence actually reduces disability disparities and improves rehabilitation 

service outcomes, including the well-being 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 culturally 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 cultural competency 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 and consumer 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 studies that examine the effectiveness of 

cultural competency on consumer outcomes across different rehabilitation settings, such 

as health and rehabilitation clinics, independent living centers, and community-based 

settings such as churches (e.g., Samuel-Hodge, Keyserling, Park, Johnston, Gizlice, & 

Bangdiwala, 2009) or other faith-based 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 

premature to claim that cultural competency is useful and effective (Bhui, Warfa, 

Edonya, McKenzie, & Bhugra, 2007). Still, many argue that cultural competency 

interventions hold promise for improving the delivery and experience of rehabilitation 

service outcomes among the disabled population (Balcazar, Suarez-Balcazar, Willis & 

Alvarado, 2009; Kumas-Tan, Beagan, Loppie, MacLeod & Frank, 2007).  In fact, 

Zalaquett, Foley, Tillotson, Dinsmore, and Hof (2008) acknowledge that educational 

professionals, including disability 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 competency is respectful of human 

dignity in that it takes into account salient aspects of a consumerôs life. It also promises to 

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 the relationship. In the process, it promises to improve 

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

and, ultimately, improve both the clientsô health outcomes and their satisfaction with the 

service itself (Stanhope, Solomon, Pernell-Arnold, Sands, & Bourjolly, 2005; Sue 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 non-traditional interventions 

or changing standard procedures to fit individual needs; and challenging racist practices, 

discrimination, and oppression when observed.   

 

Alternative Concepts of Cultural Competency.  In a critical contribution to the 

discussion on cultural competence, Tervalon and Murray-Garcia (1998) propose ñcultural 

humilityò as an alternative culture-related conception and practice. Cultural humility 

entails a lifelong process of self-reflection and self-critique relative to culture.  It is 

distinct from other cultural practices in that it does not require the mastery of "different" 

values, beliefs, and behaviors that supposedly, and often stereotypically, are thought to 

pertain to certain groups of patients or clients. Rather, as a basis, providers are 

encouraged to critically 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 patient-focused interviewing with their 

patients, to explore pertinent cultural aspects of care, to 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 guide their 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 but, rather, the providers' 

failure to develop self-awareness and a respectful attitude and practice in working with 

persons of diverse cultures. 

 

In the context of addressing rehabilitation and health care needs, Nunez (2000) 

states that it is valid to define cultural groups as those whose members receive different 

and, usually, inadequate health care as compared with that received by members of the 

majority culture. Nunez finds the traditional and now commonplace concept of ñcultural 

competencyò to be ethnocentric and, problematic; it can lead to profoundly negative 

effects, as it regards patientsô cultures as aberrant from the norm. As a preferable 

alternative conception, Nunez proposes ñcross-cultural efficacyò as a goal of cross-

cultural education. Cultural efficacy implies that the provider is culturally aware during 

his or her interactions with individuals from differing cultures and backgrounds.  

Importantly, Nunez acknowledges that no culture offers the preferred view, neither that 

of the provider nor that of the client. 
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Challenges.  Several scholars, some 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 to the 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 particular social 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 makes it harder to recruit ethnic 

minorities and sustain their participation in both research and service use.  

 

However, the evidence remains unclear. Thus, in this review, we address the 

question:  Does cultural competency actually improve the rehabilitation outcomes 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 demonstrate cultural competency. In their critical comments, Ridley, Baker, and 

Hill (2001) assert that despite good intentions scholars and researchers have merely made 

ña lofty attempt to devise instruments that measure cultural competenceò (p.823).  

Without a universal 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 quasi-experimental designs to examine the use of cultural 

competency. This is largely because it is difficult to measure provider-level cultural 

competency; unfortunately the current body of research offers little guidance. Kumas-Tan 

Beagan, Loppie, MacLeod, and Frank (2007) conducted a systematic review of the health 

care literature 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 based on the work of Sue, Arrendondo and 

McDavis, (1992) who emphasize a tri-partite model that includes awareness, knowledge, 

and skills.  Examples of these instruments include the Multicultural Counseling Inventory 

(Sodowsky, Taffe, Gutkin, & Wise, 1994) and the Multicultural Awareness, Knowledge, 

and Skills Survey (D'Andrea, Daniels, & Heck, 1991) among others.  Moreover, the 

literature confirms that because the majority of these instruments rely on self-reports, 

they introduce a confounding element of social desirability. 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 efforts to explain and quantify cultural competency approaches, 

little is known about whether cultural competency actually helps improve outcomes for 

culturally diverse individuals with disabilities.  Although limited in scope, the majority of 

these current studies have focused on interventions such as cultural competency 

educational training and racial and ethnic concordance, which have been shown to have 

benefits for consumers.  Moreover, current research indicates that cultural competency 

training does influence providersô knowledge, attitudes, and skills  (Beach et al., 2005; 

Koehn & Swick, 2006; Moffat & Tung, 2004; Suarez-Balcazar, Rodakowski, Balcazar, 

Taylor-Ritzler, Portillo, & Barwacz, 2009).  However, few researchers have found 

evidence that such training 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 do not study the systems 

level, where policies and legislation may positively impact diverse populations (Ida, 

2007). Further, the area of client/consumer outcomes has not been studied in the context 

of cultural competency, ethnicity/race, culture and disability (Price, Beach, Gary, 

Robinson, Gozu, et al., 2005; Goode et al., 2006).  In response, the present protocol aims 

to move this research beyond provider-level outcomes, and develop a more holistic and 

integrated approach to cultural competency by focusing on client-level 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 on broad-based rehabilitation outcomes 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 knowledge alone as the key indicators of culturally competent 

practice.  Unless more 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 knowledge in practice. 

 

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 client-level outcomes.  Although limited in 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 revealed 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, faith-based leaders or 

healers (priest/ministers-(e.g., Pattillo, Chesley, Castles, & Sutter, 2002), rabbis, imams) 
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talking about disability, community health workers, translated materials/videos use of 

ethnic-specific 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 faith-based and community agencies 

serving minority ethnic and racial groups. They can work with a multidisciplinary team 

of rehabilitation 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 needs, and 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.  However, for this review, the 

majority of selected studies on cultural competency have focused on consumer/client-

specific factors.  Many of these studies reported positive client-level post intervention 

outcomes: for example, clients attended more program appointments and activities, better 

understood their disabilities, and reported higher levels of well-being or functionality. 

Thus, in this review, we synthesize those studies that examine the impact of cultural 

competency interventions on broad-based rehabilitation 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 delivery 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 medical and social models of 

disability. 

 

Disability .  We define disability broadly to reflect the apparent prevalence of and 

variation in disabilities that individuals experience. Depending on the source, disability rates 

vary across reports and surveys. The U.S. Census (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 disproportionately 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 Alaska 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.S. Census, 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 it into the 

broader range of human functioning.    

 

As does our overall approach in this review, the ICF embodies several new 

concepts.  First, it focuses on the individualôs whole range of functioning; that is it 

prompts an evaluation of the individualôs abilities, rather than simply his or her 

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 recognizes and measures the presence and impact of 

environmental factors (Drum et al., 2005; Innocenti Insight Centre, 2005).  

 

From this perspective disability is referred to as ña difficulty in functioning at the 

body, person, or societal levels, in one or more life domains, 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 impact, can vary greatly depending not only on 

a personôs physical health or care opportunities, but also regarding the enabling and 

supportive mechanisms in society. Leonardi, Bickenbach, Ustun, Kostanjsek, and 

Chatterji (2006) argue that disability is a state of 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.  

 

Bartlett et al., (2004) sum it up well: ñThe ICF recognizes the importance of the 

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 

participation in determining health statusò (p. 237-238).  All  of these factors should be 

considered in evaluating the effectiveness of service delivery, especially when it 

incorporates cultural competency.   

 

The American with Disabilities Act (ADA) Amendments Act 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 well with our broad 

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 the new amendments is 

to promote equal access and opportunity to various life areas and to address issues of 

discrimination for people with disabilities. (Job Accommodation Network, 2009) 

 

In addition, the state Department of Rehabilitation Services (DRS) at the Illinois 

Department of Human Services (DHS) has also established a broad and comprehensive 

listing of disabilities. These includeðamputation, arthritis, autism, blindness, cancer, 

cerebral palsy, cystic fibrosis, deafness, head injury, heart disease, hemophilia, respiratory or 
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pulmonary dysfunction, mental retardation, mental illness  (i.e., schizophrenia, depression), 

multiple sclerosis, muscular dystrophy, muscular-skeletal disorders, neurological disorders 

(stroke, epilepsy), paraplegia, quadriplegia (and other spinal cord conditions),  sickle cell 

anemia, specific learning disabilities and end- stage renal failure disease.   

 

Our definition of disability applies to all of these conditions.  Thus, in this review, a 

person with a disability is someone who has 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 cultural experts 

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 economists.  There are currently 

over 100 definitions of culture (Cartwright, Daniels, & Zhang, 2008; Trimble, 2003). For 

example, it refers to integrated patterns of human behavior that include the language, 

thoughts, experiences, communications, actions, customs, beliefs, values, and institutions 

of racial, ethnic, religious, or social groups.   

 

Perkins, Supik, and Hazuda (1998) offer a particularly useful definition in the 

context of healthcare.  Drawing on the work of other scholars, they conceive of culture as 

ña conceptual framework of shared values, beliefs, and behaviors by which a group of 

people understand their world and make decisions about important aspects of their lives, 

including illnessò (p. 108).  Despite these variations, many definitions are consistent with 

the view of culture described by Leafley (cited by Ridley et al., 2001) in which culture 

constitutes a sharing of values, beliefs, practices and behavioral norms within a specific 

group of people, giving them a common identity (Lewis et al., 2007).   

 

Although definitions vary somewhat, there is general agreement about important 

elements of ñcultureò (Pederson, 1991). For example, culture is regarded as hereditary, as 

aspects of itï-such as race, ethnicity, and beliefs, values, traditions, and practicesð are 

passed on from one generation to another Culture is also learned, as aspects of it are 

explicitly conveyed through values, beliefs, practices, and traditions. Culture is 

considered a shared phenomenon, as it carries meaning in the context of a group or 

collective of individuals.  Culture is multifaceted, as each person has a variety of cultural 

components. Culture is dynamic, as it can, and often does, change throughout a personôs 

lifetime. For example, certain aspects of a personôs culture may become less pronounced 

over time, such as familial and religious associations, while others become more 

pronounced and important, such as personal and professional associations (Pedersen, 

1991). 

 

Moreover, culture is neither readily apparent nor readily revealed by individuals, 

although it may figure prominently in their decisions related to health. This is especially 

the case in healthcare encounters between patients/clients and providers where a personôs 

religion, values, beliefs, or occupation may not be readily apparent 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 particular health-related 

practices, for fear that providers will judge them and/or discriminate against them.     

  

There is some debate about the most appropriate response to the challenges that 

ñcultureò poses, particularly within the healthcare context.  Some cultural experts argue, 

for example, that sensitivity towards or awareness of 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 competence, recognizing that doing so is a lifelong educational 

process, and may never be fully attained.   

 

Rehabilitation.  As stated in the 1986 Amendments (P.L. 99-506) to the 

Rehabilitation Act of 1973, the purpose of rehabilitation is to provide services and 

programs that maximize the employability, independence, and integration of people with 

disabilities into the workplace and community. Rehabilitation is typically defined as the 

process of helping an individual achieve the highest possible level of function, 

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, and well-being. To 

rehabilitate (from the Latin habilitas) 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:  

  

Á Treat the basic condition and prevent complications 

Á Improve functioning 

Á Provide adaptive tools/assistive technology and alter the environment 

Á Empower the client/consumer and family and help them adapt to lifestyle 

changes 

 

The success of rehabilitation depends on many variables, including the following four: 

 

Á the nature and severity of the health condition, disorder, or injury 

Á the type and degree of any resulting impairments and disabilities 

Á the overall health and well-being of the patient 

Á family and community support   

   
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 therapistsð speech and 

language, audiologist, occupational (Awad, 2003) and physicalð while others are non-

clinical professionals who work directly with individuals with disabilities.   
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They may hold one of many possible titles, including rehabilitation specialist, 

vocational rehabilitation counselor, case manager, personal-social adjustment instructor, 

job coach, independent living coordinator, job developer, and health technician. 

 

In addition to rehabilitation centers and clinics/hospitals, this review also includes a 

variety of non-clinical settings. These include work adjustment programs, supported 

employment programs, sheltered workshops, group homes, centers for independent 

living, mental health centers, disability specific programs (for individuals who are blind, 

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 social needs. 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 

medical and social models of disability to determine a personôs well-being and quality of 

life. 

 

 

Medical Model vs. Social Model of Disability.  Many Western countries, 

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 offer health 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, however, 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 environment standards, 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 

rehabilitation 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 may hamper a personôs experience in a particular 

setting.  Table 1 summarizes the main contrasting points of the two models.   
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Table 1:Medical Model versus Social Model of Disability 

 

Medical Model 

 
Social Model 

1. Disability is a deficiency or abnormality.  

 

1. Disability is a difference. 

2. Being disabled 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 disability-related 

problems is cure or normalization of the 

individual.  

 

4. The remedy for disability-related 

problems is to change the interactions 

between the individual and society. 

5. The agent of remedy is the professional. 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 II, which provides 

general background is divided into five sub-sections.   

 

Part A provides a general overview 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 provides 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 

promoting 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 introduces the Cultural Competency Conceptual Framework, the 

theoretical foundation used in this review; and Section II then concludes with a summary 

of existing narrative reviews and meta-analysis studies, and the need for a client-centered 

systematic review and meta-analysis on this topic.  

 



20 | P a g e 

 

In Section III, 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 competency 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 summary of the assessment of methodological quality 

of the studies, data extraction and effect size calculations.  

 

Section V provides the results of our meta-analysis, consisting of descriptive 

statistics, dependency among effect sizes, outlier analysis, substantive analysis, publication 

bias, and results of the moderator analysis.  In Section VI, we discuss these findings, along 

with their implications for policy and practice, and the limitations of the review, we also 

suggest ways to continue such research.  Section VII concludes the review.  

 

 

 

II.  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 White population increased by just under 

6 million persons to 194,552,774 million. The African-American and Asian populations 

increased by just under six and four million, respectively. Most dramatically, the 

Hispanic population increased from 22,354,059 to 35,305,818, a gain of almost 13 

million.  

 

Currently, the population of single-race Whites represents a majority.  Minority 

populations comprise approximately one-third of the U.S. population, with Hispanics 

chief among them (15.2% of the total by 2005). About 30% of the total U.S. population is 

of various non-European 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, particularly the mid-century 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 collectively. It 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 of Dworkin and 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. Moreover, the population of 

single-race 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 course of 40 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 categories. As 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 disabilities and/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 they access available 

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 genetic predispositions, 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, or the system 

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 more options and 

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, we describe the 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 phenomenon: 

everyone will experience it at some point either directly or indirectly through family 

members (Zola, 1993). Still, it is often viewed as affecting only a minority of the 

population in that people with disabilities may be less visible, undercounted, and 

underserved (Hahn, 1993). In addition, as a historically underserved group, ethnic 

minorities with disabilities are likely to experience more disadvantages in rehabilitation 

and well-being compared to their White peers with disabilities.   
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In the context 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 unfortunate 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 Rehabilitation 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 on 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 the IOM 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 health disparities could be attributed to biases  in health care or 

rehabilitation decision making or recommendations (Schulman, Berlin, Harless, Kerner, 

Sistrunk et al. 1999), related to race/ethnicity at the level of either the system or 

individual practitioners (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 IOM report 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, such as access to care, communication, and quality of care 

provided, patient satisfaction, and health outcomes. Significantly, they are associated 

with higher mortality among racial and ethnic minorities. Regarding access, members of 

racial and ethnic minorities are less likely to feel they have options about where to seek 

care, or to have a regular doctor, let alone one of the same race or ethnicity (Collins, 

Hughes, Doty, Ives, Edwards, & Tenney, 2002).   

 

Moreover, they are more likely to be enrolled in lower-end insurance plans that 

limit medical services (Smedley et al., 2003). With 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 understanding 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 receive a 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 likely to 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 satisfaction, 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 confident 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 of Disparities Related to Specific Disabilities and Health 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 visual-related disabilities may encounter 

sociocultural 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 

perspectives 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 hearing-related disabilities may encounter sociocultural challenges that 

limit their access to and utilization of health services, including misconceptions about 

hearing impairments, language barriers, and mistrust of the service delivery system. 

Again, providers report that individuals may encounter service-related challenges, 

including insufficient advocacy for 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 formidable 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 consumer-friendly services, increasing 

investments of resources, championing best clinical and disability practices, collaborating 

with communities to build capacity, advocating for public policies that close 

demonstrated disparity 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 and 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 individuals 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, domestic 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 healthcare and 

reduced utilization of many healthcare services, including health promotion, disease 

prevention, clinical services, and resources.  They also experience increased morbidity 

and mortality (Ouellette-Kuntz, 2005; Ouellette-Kuntz, Garcin, Lewis, Minnes, Martin, 

& Holden, 2005). 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 diseases and physical 

impairments, which can limit function, activities, and adversely impact health.   

 

In general, persons with these disabilities participate less often in health 

promotion and disease prevention, and receive fewer clinical services (Leeder & 

Dominello, 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, gastrointestinal conditions, and 

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 practices and 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 health-related 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 diseases that 

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 

services for 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.  Others live 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 crashes (42.1%), 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 in part to participation in more risky 

activities.  Spinal cord injuries typically involve motor and sensory loss, significantly 

affect a personôs quality of life, and are associated with premature mortality.  

 

In terms of incidence and prevalence, as of April 2009, 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 such injuries. As 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 racial ethnic 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 period 1973-1979, 

which reported Whites at 76.8%, 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 States. 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 general profile may not fully represent the populations afflicted 

with spinal cord injuries.   
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As is the case with many other health-related issues and conditions, disparities are 

evident with respect to spinal cord injury cases. For example, race, ethnicity, gender, 

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 (Krause, Reed, Coker, & 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 al., 2005, p.21).  

 

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. Young, 1992; Cairns, Adkins,  & 

Scott, 1996; Demirel, Yllmaz, Gencosmanoglu, & Kesiktas 1998; Gerhart, Weitzenkamp, 

Kennedy, Glass,, & Charlifue, 1999).  Using the national database of the SCI model 

systems. Arango-Lasprilla and Niemeier (2007) found that Latinos with such injuries 

have poorer employment outcomes and higher dropout rates than Whites. 

 

Further study is needed to more clearly 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 aspects of and 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 at higher 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 high-crime areas (Wehman, Targett, Yasuda, McManus, & 

Briel, 2007). Many of their 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 problems, and strains on family and care-giver relationships, as well as a 

lessened ability to reason, plan for, and initiate action, and to monitor their own behavior. 

Often they require long-term assistance with personal care, daily functioning, and 

occupational 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 the issues 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 embedded help-seeking 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 on 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) evaluated a TBI 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.  Integral to this 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 well as improvements 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 families have developed (Arango 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 disability for this 

protocol.    

 

Breast cancer disproportionately 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. Screening rates for African 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 system. As a consequence, 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 interventions (Erwin, Spatz, Stotts, & Hollenberg, 

1999). 

 

 Latino women also have a higher mortality rate from breast cancer than White 

women (Hall, Hall, Pfriemer, Wimberely, & Jones, 2007); in fact, breast cancer is the 

leading cause of death among Latinas in the U.S. (Sheppard, Figueiredo, Canar, 

Goodman, Caicedo, Kaufman, Norling, & Mandelblatt, 2008). 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 importance of routine 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 medical oncologists, are less likely to receive 

chemotherapy and, when they do receive it, are more apt to discontinue it prematurely 

(Sheppard et al., 2008).   

 

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

Pasvogel, & Barrera, 2008). Compared to Whites, three groupsðAfrican Americans, 

Latinos, and Native Americansðbear 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.  In fact, diabetes is the second leading cause of death among 

African Americans because of the macrovascular complications it causes (Anderson-

Loftin, Barnett, Sullivan, Bunn, & Tavakoli, A., 2002; DôEramo- Melkus, Spollett, 

Jefferson, Chyun, Tuohy, Robinson & Kaisen, 2004); among Latinos, diabetes is the third 

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

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

 

 Latinos are particularly affected by diabetes; its prevalence increased 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 complications, such 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 example, South 

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 the disease, are twice as likely to be hospitalized as a 

result, and are three times more likely to die.  Among 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, morbidity, and 

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 working hours 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 (Anderson-Loftin, 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.  The 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; 

Chen-Yen & Chan., 2005).   

 

The incidence of HIV/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 fourth leading cause of death 

in Latina women in the 25-44 age group, while rates for men are three times as high as 

for White men. Multiple factors contribute to the Latino communityôs vulnerability, 

including limited access to health care, delays in seeking healthcare 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., depression, schizophrenia, post-traumatic 

stress disorder) 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 services (Miranda, Bernal, Lau, 

Kohn, Hwang, & Lafromboise, 2005; Sue et al, 2009; U.S. Surgeon Generalôs Report, 

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 research (Shin & Lukens, 2002).  For 

instance, Koreans are among the fastest-growing 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 rates to mental 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 symptoms as 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 well as the failure of mental health facilities to tailor 

their services and treatments to the unique needs of the Asian population and culture.   

Interestingly, data from intervention studies indicate that Cambodian refugees, in fact, 

benefit from mental health services when they are utilized (Otto, Hinton, Korbly, Chea, 

Ba, Gershuny, & Pollack, 2002) especially if elements of cultural competency are used in 

the interventions (U.S. Surgeon Generalôs Report, 2001).       

 

 

d.  Use of Cultural Competency to Reduce Disability 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) that cultivate and perpetuate these disparities 

and to consider how they might be modified.  One way to offer this training is through 

service intervention model called ñculture brokering,ò a way of building cultural 

competency as a means to bridge the cultural divide (Stone, 2005). 

 

  Implemented as educational training workshops, cultural brokering helps 

rehabilitation providers identify and eliminate cultural barriers between themselves and 

their foreign-born minority clients, and to provide more culturally competent 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 their experiences (Moffat & Tung, 

2004).  Trainees also consider the perspectives of foreign-born clients that may become 

barriers or strengths in the brokering model and process in order to identify and overcome 

individual, family/community, or institutional-related 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), comparing pre- and post-test 

evaluation scores, found that workshop participants, including staff and management of 

CILs, increased their knowledge and cultural competence.   

Further, Taylor-Ritzler, Balcazar, Dimpfl, Suarez-Balcazar, Willis & Schiff 

(2008) reported training 549 service providers representing 92 organizations. Their 

trainings were conducted in 11 cities in six Midwestern states. These trainings included 

176 participants representing 50 community-based organizations and 79 participants 

representing 42 vocational rehabilitation offices. Between one and seven staff members 

of each organization attended these trainings together. Across all of the trainings, 

participants tended to be direct service staff or mid-level managers. Analyses of cultural 

knowledge indicated statistically significant improvements in knowledge related to nine 

of the 14 items assessed. The authors also found significant improvements from pre- to 

post-training in the physical environments of participants on seven of the eight items 

assessed and in values and attitudes. Finally  goal attainment data was obtained for 100 

(54%) of the goals that were set and the majority of the organizational goals (70%) were 

being either actively pursued with some progress or had been accomplished at the time of 

the final follow-up. 

 

Systems Level.  Flowers and his colleagues (Flowers & Edwards, 1996 and 

Flowers, Forbes, Crimando, & Riggar, 2005) studied centers of independent living in the 

Midwestern Regional Service Area (RSA), the largest of the countryôs 10 RSA regions.  

They initiated a survey study in 1993, and replicated it in 2003. The 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 noteworthy during the 10-year 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 have 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, and health care (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 of cultural 

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) also offers a 

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.  

 



31 | P a g e 

 

These documented disparities and initiatives 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 

provider-level cultural brokering trainings, 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 address 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 Institute for Medicine (IOM) report, Unequal Treatment, published in 

2002; the development and dissemination of the National Standards for Culturally and 

Linguistically Appropriate Services in Health Care (CLAS standard) and on-going 

service delivery and policy efforts 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 protocol. 

 

 ñCultural competenceò or multiculturalism is a relatively new concept that, over 

recent decades, has become commonplace in several disciplines, particularly the human  

service delivery industries (Campinha-Bacote, 1998; Cartwright & Zhang, 2008; 

Pedersen, 1991;  Sue, 2001), including rehabilitation, mental health and  health care 

(Balcazar et al., 2009; Middleton, Rollins, Sanderson, Leung, Harley, Ebener & Leal-

Idrogo, 2000; Patterson 2004; Sue, Arredondo & McDavis, 1992).  In this 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 

universally accepted definitions (Bonder, Martin & Miracle, 2002), let alone guidelines 

for cultural competency. Originally conceptualized as cultural sensitivity or cultural 

responsiveness (Sue et al. 2009), the controversial concept has triggered a variety of 

views.  In fact, Kleinman and Benson (2006) stated that ñno one can define the term 

precisely enough to operationalize it in clinical training and best practicesò (p.1).   

Instead, the literature is replete with examples of formal definitions, model programs, 

laws, standards, and measures.  More specifically, the interventions range from 

sensitivity training, to cultivating awareness, to disseminating basic information about 

cultures, to competency efforts that attempt to positively influence the attitudes, 

knowledge, and skills of trainees or providers (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 knowledge 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 the needs, 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 definitions of cultural competency are useful.  Here we suggest three: 

 

Å Knowledge and interpersonal skills that allow providers to understand, appreciate, 

and work with individuals from cultures other than their own (Davis, & Voegtle, 

1994). 

 

Å A set of congruent 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 cross-cultural situations (Cross, Bazron, 

Dennis, & Issacs, 1989).  

 

Å The ability 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 interventions that take these issues into account (Betancourt, 2003).    

 

As noted, definitions of cultural competency in the literature are fairly common and 

broad-based. However, important differences remain among these definitions and a more 

solid conceptual framework is needed to organize the multi-faceted components of 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 

provider-consumer encounters 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 individuals with disabilities across multiple measures of 

rehabilitation service outcomes. At the individual level, the intervention is designed to 

improve client and provider communication, care and services, and satisfaction with the 

rehabilitation encounter and outcome. The provider who delivers the intervention should 

be sensitive to the clientôs cultural background and needs rather than assume knowledge 

of the individual based on his or her race/ethnicity or culture alone, which can lead to 

stereotyping (Kleinman and 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 has long been 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 Cultural Competency  

 

 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 providers, facilities, 

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 set of CLAS standards that were 

developed in 2000 for healthcare organizations by the Office of Minority Health (OMH) 

at the Department of Health 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 and comprehensive approach.   

 

 The CLAS standards consist of mandates, guidelines, and recommendations and 

are organized under three general categories as outlined in Appendix A: culturally 

competent care, language access services, and organizational supports for culturally 

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 language services 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, policymakers can use 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 patient-centered care. An individualôs involvement in 

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 has established and issued several standards that govern 

the practices in a variety of healthcare settings, including hospitals and ambulatory care 

facilities, as well as long-term and home care 

 

These standards establish the provision of culturally and linguistically 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 traditions that are important to clients/patients as well 

as involving them integrally in their care, including the processes of diagnosis, 

assessment, education, decision making, consent, and treatment. The commissionôs 
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organizational supports include ensuring diversity in professional 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 cultural competency 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 competency practices into identifiable, observable, or 

measurable behaviors (Geron, 2002; Price 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 diverse client/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 question needs to be explored: Does 

the cultural competency training of rehabilitation providers translate into better outcomes 

for the clients or consumers of these services?  In this next section, we introduce a 

conceptual framework that was developed by Balcazar, Suarez-Balcazar, Taylor-Ritzler, 

& Willis ( see Balcazar, Suarez-Balcazar, Willis, & Alvarado, 2009) at the Center for 

Capacity Building on Minorities with Disabilities Research (CCBMDR) at the University 

of Illinois at Chicago. We think that this framework 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 components (Balcazar et al., 

2009, see Figure 1).  The model assumes that individuals (in this case the provider or 

interventionist and the client) are willing to engage in the process of seeking cultural 

competence. Although the model focuses on service providers, it can also be applied to 

provider-consumer interactions, quality rehabilitation care, and the consumer level 

outcomes that result from particular cultural competency practices. The three components 

are critical awareness/knowledge, skills development, and organizational supports.  

Figure 1 

 

 

 

 

 

 

 

 

Figure 
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First, critical awareness/knowledge, which is an individualôs cognitive ability, 

reflects an understanding that we all have personal biases towards people who are in any 

way different from us, and involves a critical examination of our own position of 

privilege in society, including class differences and experiences of oppression. This 

process of self-reflection initiates a dialogue that is intended to allow participants to 

examine their personal attitudes toward 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 othersô cultural characteristics, history, values, belief systems and 

behaviors. Several researchers (e.g., Leininger, 2002; Purnell, & Paulanka, 1998; Sue et 

al., 2009) have conducted detailed reviews of the complex cultural characteristics of 

multiple ethnic or national groups, particularly regarding health-related practices, rituals 

associated with birth and death, nutritional practices, and the meaning of disability. 

 

Second, service providers can develop cultural competency skills and abilities 

for becoming culturally competent, which includes professional training and development 

of skills though education, practice and experience by way of several engagement 

processes that often occur together. These processes include critical self-reflection, 

exposure, and repeated encounters with other groups (or individuals with 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 process effectively. 

 

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 must be willing to engage 

in a series of practices and services, be open and willing to accept individuals from other 

culture(s), employ non-traditional interventions or change procedures to fit individual 

needs, and challenge racist practices, discrimination and oppression when they see them. 

 

Probably the most difficult part of addressing cultural competence is developing 

the specific behaviors and organizational practices and supports that will improve 

professionalsô ability to deliver care in a culturally competent way. This process assumes 

that the organization has policies and practices that support staff membersô efforts to 

engage and interact with clients in a culturally competent way.   

 

Appendix B provides examples of how the culturally adapted tools and strategies 

that we extracted from studies selected for this review best fit into this three tier multi-

dimensional model.  These practices and supports include a combination of activities 

offered by the providerôs institution (clinic, rehabilitation center, or community center) or 

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 services (Matt, & Navarro, 1997), matching clients with 

providers on an ethnic or gender basis if clients are interested in such a match, and/or 



36 | P a g e 

 

providing opportunities for family members and community advocates to engage actively 

in the clientôs on-going rehabilitation activities.  

 

 

h.  Findings from Related Narrative Studies  

 

To provide some perspective on the relevance and place of this systematic review 

and meta-analysis in the current cultural competency literature, it is important to consider 

related work  that has been conducted and published to date. In this section, we present 

findings across three perspectives: provider, system, and individual.  

 

Provider Perspective.  For example, Beach et al., (2005) completed a systematic 

review of cultural competency of educational interventions that health care providers had 

adapted to  improve cultural competency.  Their research focus was identifying which 

provider-level educational strategies are effective in improving the quality of care for 

racial/ethnic minorities. 

 

Anticipating heterogeneity in the available literature, they chose to conduct a 

systematic review rather than a meta-analysis. 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 the extent 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 used the 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 that cultural competency 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 impacted patient 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 costs of such training; these 

deficiencies, then, point to needed areas for future research inquiry.   

 

Although these findings are promising, the systematic review by Beach et al.,ôs 

(2005) was limited in certain respects.  First, the authors only reviewed published studies; 

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 their focus 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 the strength 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 Perspective. Anderson, et al., (2003) undertook a systematic review to 

examine the effectiveness 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 cultural 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 healthcare 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 studies.  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 

treatments 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 insufficient 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 best, leaving 

only one study for assessment.  Although their study is disappointing in terms of the 

review and assessment they were able to conduct, this teamôs systematic review is 

important in that it highlights the paucity of research in this important area of cultural 

competency scholarship and, correspondingly, identifies inquiry that deserves attention.   

 

Both Individual and Systems Perspectives. Goode et al., (2006) conducted a 

review that is more targeted in its assessment of  the type of interventions examined.  

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 business aspects of 

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 remains to fill gaps they identify in 

research inquiry.  

 

Encouragingly, they find that some studies specifically examine the liabilities 

associated with patient-provider communication, informed consent, and failure to comply 

with Title VI of the Civil Rights Act.  Unfortunately, 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 implementing interventions 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 noteworthy that 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 reductions in participantsô glucose levels, blood 

pressure, cholesterol, 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 assessment, 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, and frameworks 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 practice 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 models may differ 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 disease-specific, small-scale and/or 

non-collaborative, and are rarely longitudinal.    

 

Specific to adults with type 2 diabetes, Whittemore (2007) offers a useful 

synthesis of studies that focus on self-management interventions that were modified to be 

culturally competent for underserved Latinos.  In this narrative review, the researcher 

identifies 11 studies and  provides detailed information on the effective use of different 

types of culturally relevant strategies to improve client-level clinical outcomes, 

behavioral outcomes and knowledge, an approach that aligns 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 community 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 

intervention (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) often found in 

cross-cultural studies of this nature. Given the heterogeneity of outcomes across the 

studies, Whittemore (2007) could not conduct a meta-analysis. 
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i.  Findings from Related Meta-Analyses 
 

In terms of previous meta-analysis work, we found a dissertation 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 the context 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 effective when targeting 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 across differences in participantsô ages, ethnicities, genders, and acculturation 

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 younger participants 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 and therapist 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 content, non-English 

services, cultural consultants, outreach recruitment, 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, they contrasted 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 above, this meta-analysis also demonstrates 

certain limitations.  One is that the results of any meta-analysis depend on the 

characteristics of the studies included in the analysis, including the research design, 

procedures employed, and overall quality of the study.  Given 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 studies they 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, they could not detect within-group differences and trends, such as 

minimal measurable improvements in personsô conditions and persons whose 

condition(s) actually worsened.     
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The Need for a Systematic Review. The evidence for culturally adapted 

competency 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 

reported in 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, organizations, 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 point out the need for empirically-based studies.   The meta-analysis 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 meta-analysis of studies with adequate controls to produce the least biased 

estimate of the effect that cultural competency interventions have on clientsô 

rehabilitation outcomes. To control the threat of variation in internal validity of a 

particular research design, we 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 (RCTs). 

 

III. OBJECTIVES  

 

This review differs from previous reviews in this area of cultural competency in at 

least five ways.   First, we offer the first comprehensive look at the way that elements of 

culturally adapted competency interventions impact rehabilitation service outcomes for 

ethnically and culturally diverse individuals with disabilities, who are 18 or older.  

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

trial (RCT) design for our meta-analysis, one not used in previous reviews. Third, we 

limit the inclusion criteria so that we focus on adult client/consumer level outcomes.  

Fourth, we offer an international perspective on cultural competency beyond the U.S. 

Fifth, we provide a broad-based 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 impact on rehabilitation outcomes. 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 broad-based client-level 

outcomes include knowledge and understanding of the condition, functionality status, and 

behavioral, psychosocial, and attitudinal aspects of disability. Our research question asks:  

Do evidence-based culturally-adapted competency interventions improve rehabilitation 

service outcomes for culturally diverse individuals with disabilities? 
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IV.  METHODS  

 

 The studies used in this meta-analysis were located using a comprehensive search 

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 databases and search 

strategies we used to identify relevant studies, and our screening and study selection 

procedures, and finally our coding procedures and a breakdown of study characteristics.  

 

The second part of the section focuses specifically on the methods we used to 

prepare for the meta-analysis. 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 criteria were used to either include studies or to exclude them 

from further consideration. 

 

Inclusion criteria.   Studies selected for this review met eight criteria:  

 

1. They were published in any language between 1980 and the present. 

2. They included participants, ages 18 and older, who have a disability.  

3. They used a culturally adapted competency intervention. 

4. They conducted the intervention in rehabilitation and health care settings, 

including at hospitals, clinics, and community settings. 

5. They included outcome measures; among them measures of disability symptoms; 

patient/client knowledge of disability, and attitudinal and belief systems about 

disability; as well as behavioral measures and psychosocial measures.  

6. They used randomized control trials (RCT) where members 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 explanation of their cultural competency strategies. 

 

 

Exclusion criteria. Eight other criteria were used to exclude studies from the 

review: Studies that were excluded had the following characteristics. 

 

      1.   They used one group pre- and post-test design and/or quasi-experimental designs 

(QED). 

      2.   They were cross-sectional or correlational, pre-experimental, evaluation studies, 

retrospective, or ex-post-facto designs. 

      3.   They used baseline data or delivered no intervention/treatment.  

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



42 | P a g e 

 

      5.   They identified individuals as substance abusers (those who smoke and/or use 

recreational drugs or alcohol).   

      6.   They reported client-level physiological/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 to enable us to 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 focused on adult-centered research rather 

than combine cultural competency studies that focus on both adults and children or youth 

as earlier narrative reviews and meta-analyses have done.  

 

 In fact Punch (2002) argues that research with children is potentially
 
different 

from research with adults mainly because of adult
 
perceptions of children and children's 

marginalized position
 
in adult society but least often because children are inherently

 

different. 

 

We decided to exclude individuals who smoke and/or use recreational drugs 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 did not include 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 

participants that represent the majority population of a country.  For example, Zhang, 

Young, Lee, Li, Zhang, Xiao, Hao, Feng, Zhou, and Chang (2002) conducted a study in 

China of Chinese individuals with generalized anxiety disorder; it clearly had elements 

that met our 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 

studies like Zhangôs et al., (2002), is further detailed later in this section. 

 

 

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 meet our inclusion criteria, as we described below.  We used 

several strategies to obtain published and unpublished studies that answer our research 

question. In addition to a Campbellôs Information Retrieval Methods Group (IRMG) 

databases (Rothstein, Turner, & Lavenberg, 2004) we consulted other social science and 

specialized databases, journal articles relevant to the topic, annotated reference lists, 

conference proceedings, government documents, and other sources as appropriate.  
Throughout this process we worked with Ms. Katherine Hanz, the projectôs information 
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retrieval specialist, and with other librarians.  We identified databases relevant to the 

rehabilitation, health care, mental health, and social science fields and created search 

strings (keywords and Boolean operators) to develop a search strategy that would be 

transparent and replicable.   

 

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

this review. 

 

Table 2: Databases Searched 

Subject-Specific Databases Medline 

ERIC 

PsycINFO 

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 Premier 

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 Dissertation 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 ERIC databases and print-based subject indices.   

 

In addition to U.S.-based 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 British, Canadian, 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 (MESH) and text 

keywords of relevant articles identified a priori. The search strategy was tailored slightly 

for each database, but in general we considered three concepts:  ñCultural competency,ò 

ñEducational intervention,ò and ñDisabilityò as shown in Table 3.   The two columns in 

Table 3 contain 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 each search, 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, the number 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; 

cross-cultural 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 

three limiters: the date range of 1980 to present, the age limit of 18 and over, and the two 

desired methods of randomized control trials and meta-analysis reviews. 

  

 We ran electronic searches in relevant databases, as shown in Table 3.  In 

addition, we developed a comprehensive search strategy that listed the specific keywords, 

strings, and Boolean operators used in each database.    
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 Table 4 provides an example of one such attempt. The asterisk shown in the 

example is a wild card symbol: it allowed us to find all words that began as typed with 

any possible ending in all the databases.  For 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 

competence," ñculturally competent," and/or ñcultural competency." 

 

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 searches.  When possible, we attempted to use controlled 

vocabulary, that is thesaurus descriptors, or subject terms.  The terms used for the 

ñdisabilityò concept were selected to avoid the listing of individual disorders, disabilities 

and chronic diseases. 

  

 Hand Searches and Grey Literature.  In addition to conducting hand searches 

in electronic databases, we examined the reference sections 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 have titles and 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, none met our inclusion criteria. These include government agencies research 

organizations, foundations, archives and clearinghouses. Additionally, we conducted a 

general web-based search using keywords through Google and Yahoo search engines.  

All of these search strategies and results are provided in Appendix 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 Stone of the Center 

for International Rehabilitation Research Information and Exchange (CIRRIE) at the 

State University of New York; Dr. Sue Stanley of the Department of Psychology, 

University of California, Davis; and Dr. Suzanne Bronheim of the National Center for 

Cultural Competence, Georgetown University 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 missing data that we needed in order to proceed with the 

meta-analysis.  These scholars included Dr. John Westbrook of NCDDR and the 

Disability Research to Practice Program at the Southwest Educational Development 
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Laboratory (SEDL) and William Gaventa of the Elizabeth 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 agencies, who are 

studying the nexus of disability, race and culture.  Additionally, we contacted and 

solicited the work of various 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 on-line 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 of high-quality, 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, socio-economic status, predominant language and 

the number of participants in the experimental and control or comparison groups.  In 

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 Procedures  

 

Title and Abstract Screening Procedure. We obtained a total of 3022 studies 

through a comprehensive search for topic relevance and research design quality based on 

the title and abstract. Two reviewers (RG and RH) reviewed all of these citations to 

determine initial eligibility for the study.   

 

If we were uncertain about the studyôs eligibility after reading the title and 

abstract, we obtained the full text version of the study for further review.  In some cases it 

was also necessary to obtain additional information about the study from various study 

authors before the team could determine whether or not to include it in the review. 

 

Full -Text Screening Procedure.  Once a set of studies passed the initial 

screening and full texts were available, two independent coders (RH and DK) made the 

final determination of eligibility. If we disagreed or were unsure we sought final input 

from our third reviewer (NP) on whether to include the study in the meta-analysis.  

After judging these 3022 titles and/or abstracts, 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 follow-up studies. After careful 

review of the full texts, 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 includes contains a list of the prevention studies, 

which we plan to use for a future systematic review/meta-analysis project  This left us 

with 22 intervention studies for analysis, all of which were described as randomized 

control trials (See Appendix F).   Figure 2 shows the process of our database search. 
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c.  Coding Procedures and Categories for Included Studies 
 

Working independently, each of us coded the 22 full texts carefully, using the 

coding scheme developed for the review (See Appendix G for Coding Sheet). 

Throughout this process, we decided whether each study should be included or excluded 

and recorded our coding-related reasons for these decisions.  We then compared notes 

and resolved any differences in our coding responses to each article. All studies were 

coded for design, participant, intervention, and outcome characteristics as described 

below. 

 

 Research Design Characteristics.  Our review of studies was broad, but limited 

to quantitative research that permitted causal inferences. We included only studies using 

randomized control trials (RCT)  in which participants were randomly assigned to the 

experimental and control groups prior to intervention. The control group typically 

represented the condition of standard care or ótreatment as usual.ô  We excluded studies 

that did not include control or comparison groups. 

 

 

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 health care service.  

 

 

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 review, client-level 

interventions included those directed at improved self-management behaviors, including 

diet, physical activity, treatment adherence, and appropriate use of rehabilitation services, 

along with oneôs understanding of disability, attitudinal and health beliefs and 

psychosocial and quality of life measures.   

 

Although different types of intervention were used across the 22 studiesð 

traditional individual and group therapy, cognitive and behavioral therapies, medication 

and mixed approaches, and a combination of unique approaches (use of home health aide, 

priest, or peer-counselor)ðour focus was on the cultural adaptations during the 

intervention.  All interventions and health care services were provided in a clinic/hospital, 

mental health facility, nursing home, independent living center, or a community-based 

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 considered:  the (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 

intervention was 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: 

 

Å Disability/disease management and education (e.g., education on diabetes, 

cancer, HIV/AIDS, schizophrenia, developmental disabilities, etc.) 

Å Culturally adapted mental health, rehabilitation or treatment interventions 

(e.g., independent living skills, support group, skills training, 

rehabilitation) 

Å Racial/ethnic match of consumer and provider 

Å Language or linguistic matching via use of interpreters and/or translated 

written materials 

Å Inclusion of cultural concepts, values, examples in the intervention 

(collectivism, story-telling, etc.) 

Å Health literacy or disability literacy 

Å Consultation/collaboration or partnerships with family members, 

community leader, or spiritual leader 

Å Use of culturally tailored media tools (e.g., videos, ethnic newspapers) 

Å Health promotion or disease prevention efforts 

Å Immersion in a multicultural environment 

Å Outreach to ethnically, racially, linguistically, and economically diverse 

communities 

 

 

Outcome Characteristics.  A final set of characteristics applies to the client-level 

outcomes that 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 broad-based rehabilitation-outcomes, such as 

rehabilitation service use, disability knowledge and self-management, client-provider 

communication, satisfaction, compliance, attitudinal and health beliefs, quality-of-life, 

well-being, and improved functionality and symptoms.  Studies whose measures focused 

on  physiological or biological outcomes (e.g., blood glucose levels) were 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 of the literature.  These included: 

 

Å Increased access to the rehabilitation system 

Å Increased service use in rehabilitation system (increase in purchasing 

therapy (guidance   counseling, PT, OT) 

Å Increased disease management or disability management (e.g., improved 

psychiatric/psychological symptoms, etc) 

Å Increased in consumer awareness, knowledge and skills  

Å Increased service acquisition or health screenings 

Å Improved provider-consumer communication 

Å Increased follow-through in rehabilitation and treatment activities (e.g. 

kept appointments) 

Å Increased adherence to or compliance with rehabilitation/treatment 

activities 

Å Improved quality of care/support  

Å Improved patient/client health status and/or functionality 

Å Improved service related outcomes, e.g., employment or independent 

living  

Å Increased satisfaction with services, well-being or quality of life (e.g., 

greater sense of control and empowerment, greater sense of occupational 

and vocational functioning)  

 

 

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 disability) 

into the five broad-based 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 depression 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, 

flashback severity, positive and negative psychiatric symptoms, re-experiencing 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 disability. For 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 of treatment-related 

knowledge/misconceptions, as well as a score for HIV/AIDs global recognition and 

global understanding. 

 

Category 3.  Behavioral outcomes. These measures pertained to client-level self-

management of disability and compliance with treatment plans or medication. Among the 

items they measured were physical activity, self-efficacy in exercise, self monitoring, self 

care behaviors, and appropriate care, theory of planned behavior, positive and negative 

utilization, skills in symptom and medication management, and independent living and 

mastery of adherence to medication. 

 

Category 4.  Psychosocial outcomes.  These instruments measured clientôs 

well-being, self-efficacy, and quality of life.  Among their titles were Diabetes Health 

Status-Mental Well-Being, 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 measures with 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.  Assessment of Study Quality and Risks of Bias 

 

To appraise study quality, we used a coding scheme developed specifically for 

that purpose (See Appendix G).  We recognized that the quality of a studyôs 

methodological rigor could have a significant impact on the magnitude and the direction 

of the treatment effect size (Pope, Mays, & Popay, 2007).  In 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 to review and 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 assesses six types 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 topic-specific, design-specific) 
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Each risk of bias is posed as a question. For example, to address incomplete 

outcome data (item 4 above) we might ask whether incomplete outcome data were 

adequately addressed. (See Appendix G for Coding Scheme Part II, variables 26-31)  

That question could be answered in three possible ways. óYesô would indicate a low risk 

of bias; óNoô would indicate a high risk of bias: and óUnclearô would indicate either a 

lack of information or uncertainty over the potential for bias. 

 

However, 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 extracted outcome data directly 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 value, t-test, p value, etc.) into an excel database that we 

created based on our coding sheets.  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 coders (RH and DK) extracted information from all the 

studies and reports selected for inclusion. Discrepancies were noted and discussed by the 

coders and, if agreement was not reached, a third coder (NP) was consulted.   

 

For this review, we double-coded all 22 selected studies and reached 100% inter-

coder reliability 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. individual), 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 calculate the effect sizes (Lipsey & Wilson, 2001; Littell, 

Corcoran, & Pillai, 2008).  Whenever pre-test data were available, we used them in effect 

size (ES) extraction. Studies that only reported post-treatment outcomes were coded for 

that type of extraction procedure.  

 

As is customarily done with studies reporting continuous outcomes, the post-

treatment mean of the control group was subtracted from the post-treatment mean of the 

experimental group and the difference was divided by the pooled standard deviation of 

both groups.  

 



53 | P a g e 

 

For studies that only report statistics such as t, F, or p-values, we used conversion 

formulae to calculate the d-index for the effect size estimate. All study calculations were  

weighted by the inverse mean variance to allow the studies with larger 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 the calculated effect sizes for 

both sample size and assignment/analysis mismatch. In order to maximize the 

interpretation of the calculated effect size, we calculated all effect sizes using Hedgeôs g,  

a standardized mean difference with a small sample size bias correction 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), we adjusted the calculated 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 Studies. Whenever a study 

reported multiple 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 calculated using 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 outcomes, we 

aggregated a studyôs results only within the separated categories of the moderator 

variable(s). For example, if a study on the effect of a self-management intervention on the 

diabetes status of Mexican-Americans measured two outcomes, e.g., self-efficacy and 

quality of life, those two effects would be averaged for purposes of estimating the 

interventionôs overall effect on diabetes status. However, when we examined the type of 

outcome measure as a moderator variable, the study would contribute an effect size to the 

ñbehavioralò variable category, and an effect size to the ñpsychiatric/psychological 

functionalityò variable category. 

 

We used only independent findings (i.e. from non-overlapping samples) to 

estimate effect sizes, by categories of outcomes; for example, multiple effects reflecting 

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

We aggregated outcome effect sizes only when conceptually similar measures were 

reported for the same outcome.  

 

The resulting effect size represents the magnitude of treatment effect for a specific 

outcome across all studies reporting that outcome.  We did not conduct any cross-study 
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syntheses for any variable for which we extracted two or more outcome effect sizes from 

the same study.  

 

 

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 and random effects. Our heterogeneity 

analysis involved a two-stage 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 

conducted 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 

allowed us to apply inferences of effect to a population of studies involving culturally 

diverse individuals with disabilities or with disabling health conditions. Rather than 

choosing a single model of error, we applied both models to our data.  

 

We conducted all our analyses twice, once employing fixed-error assumptions and 

once using random-error 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 interpret the 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 size (Cooper, 2010). This bias may be present in a variety of 

characteristics including attrition, 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, and the depiction 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 studies (Cooper, 2010). 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 Meta-Analysis (CMA) in order to detect the presence of publication bias.  

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 not receive 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 these procedures rather than attempt to impute any 

missing information. 

 

 

k.  Post Hoc Subgroup and Moderator Analyses  

 

 We considered it important to analyze the impact of specific subsets of potential 

study moderators such as characteristics of the design, participants, 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 length of treatment. 

 

 

l.  Software.  All the statistical analyses were conducted using the Comprehensive Meta-

Analysis (CMA) statistical software package developed by Borenstein, Hedges, Higgins, 

and Rothstein (2005). 

 

VI.   RESULTS 

 
a.  Summary of the Research Question 

Global research question:  Do evidence-based culturally-adapted competency 

interventions improve rehabilitation service outcomes for culturally diverse individuals 

with disabilities? 

 

 

b.  Descriptive Statistics for Included Studies 

 

 Table 5 summarizes the descriptive results of the selected studies for this review 

(See Appendix H for key study features). Twenty-two randomized control trials (RCTs) 

met the inclusion criteria for our analysis. Several studies did not advance to the analysis 

stage because 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%) published since the 

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, 

California, North Carolina, Arizona and the Texas-Mexico 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 mental health, nursing, ethnic studies, and public health.   

 

In terms of individual  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 participants, with a breakdown of 40.9% Latinos, 27.3 % Asians, 22.7% 

Black/African-American, 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 36.4% had mental health conditions (e.g., schizophrenia, depression, 

post traumatic stress disorder) 

 

Not all studies reported the socio-economic 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 the 22 studies 45.5% of the study participants 

were unemployed or underemployed and 4.5% were employed, while the remaining half 

were coded as ñcanôt tellò or ñnot reportedò.    

 

Intervention Characteristics.  All of the studies included in the review are 

randomized control trials (RCTs), with a treatment and control group.  All treatments 

were culturally relevant interventions and all the controls (even for those controls wait-

listed or delayed for culturally-adapted intervention) were provided care that was 

considered standard for individuals with 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 American participants (13.7%), Khmer, (9.1%), Punjabi, 

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

 

 Another culturally relevant strategy included the participation of family members 

or community members: almost 40.9% of the studies did so, while the remainder (59.1%) 

did not.  It is important to note that a large proportion of these studies (68.2%) included a 

team of professionals, family members and community members working together to 

support the individual rather than a team of professionals alone (31.8%). Consistent with 

cultural competency strategies, the majority of studies (54.5%) had a ñhigh to very highò 

percentage of client-provider ethnic match while 36.4% had a ñlow to moderateò match 

and 9.1% did not report on a match.   

 

The majority of interventions took place at a hospital/clinic (50%), followed by 

31.8% in community-based settings, and 18.2% at a mental health facility.  Exactly half 

the interventions lasted less than 3 months; 36.4% lasted more than 3 months, and the 

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 more elements 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 rehabilitation outcome measures, the majority of studies used a 

combination of outcome measures (54.5% ) to assess the status of individuals with 

disabilities post-intervention rather than rely on a single measure (45.5%).   Among these 

22 studies, 59.1% of the studies used behavioral outcomes, followed by measures of  

disability knowledge (50%), disability symptom-related (40.9%), psychosocial (27.3%) 

and attitudinal/health beliefs (22.3%). 

 

Attrition rates were reported for 21 of the 22 studies included in this review.  For 

the treatment conditions, attrition ranged from 0-49%, with the median attrition rate being 

0%.  For controls, attrition ranged from 0-51%, with a median attrition rate of 4%.  

 

It is important to also note that high attrition ranged from 49-51% for only one 

(i.e., Vyas et al., 2003) out of 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 treatment-controls on attrition. 
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Table 5:  Characteristics of Studies  (n=22) 

 

Characteristic N %  Characteristic N % 

Publication Year    Education Level Status   

1980s 2 9.1  High School or Less 17 77.3 

1990s 3 13.7  College and More 1 4.5 

2000s 17 77.2  Canôt Tell 4 18.2 

       

Study Field of Health    Marital Status   

Mental Health 8 36.4  Single/Divorced/Mixed 17 77.3 

Nursing 2 9.1  Married 5 22.7 

Medicine/Health Care 10 45.5     

Ethnic Studies 1 4.5  Employment Status   

Other 1 4.5  Employed 0  

    Unemployed 9 40.9 

Country of Study    Canôt Tell 13 59.1 

USA 19 86.4     

Canada 1 4.5  Socio-economic Status   

United Kingdom 2 9.1  Low to Middle 13 59.1 

    Middle to High - - 

Client Characteristics    Canôt Tell 9 40.9 

Involvement of Significant Other       

No involvement of Significant 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 4.5 

Black 5 22.7  Vietnamese 1 4.5 

Latino 9 40.9  Khmer 2 9.1 

Asian 6 27.3  Punjabi, Hindi, and Urdu 2 9.1 

Other (Portuguese-Speaking) 2 9.1  Portuguese 1 4.5 

       

Gender       

Female 16 72.7     

Male 5 22.7     

Equal Proportion 1 4.5     
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Table 5, continued:  Characteristics of Studies  (n=22) 

 

Characteristic N %  Characteristic N % 

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 36.4     

Canôt Tell 3 13.7     

       

Who Delivered the Information       

Team of Professionals 7 31.8     

Team of Professionals, Family, and 

Community Members 

15 68.2     

       

Location of the Treatment       

Hospital/Clinic 11 50.0     

Mental Health Facility 4 18.2     

Community-based Setting 7 31.8     

       

Client-Provider Ethnic Match       

Low to Moderate 8 36.4     

High to Very High 12 54.5     

Canôt Tell 2 9.1     

       

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 

range(%) 

median 

(%) 

Outcome Measures Used Across 

All 22 Studies 

   Attrition Rates    

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 22.3     

Combination of Above Outcomes 12 54.5     

       

 

 

c.  Dependency Among Effect Sizes 

 

From the 22 studies selected for inclusion, 116 effect sizes were extracted. Many of 

these effect sizes were dependent, meaning that the same participants were measured on 

substantially overlapping outcomes. Dependency in meta-analysis increases Type I 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 1. Disability symptom-related measures (e.g., Harvard Trauma 

Questionnaire [HTQ]; Hinton, Pham, Tran, Safren, Otto, & Pollack [2004]; Brief 

Psychiatric Rating Scale [BPRS]; Shin et al. [2002]). Thirty-four effect sizes were 

categorized as this type of measure.  

 

b) Category 2. Patient knowledge of disability measures- (e.g., Diabetes 

Knowledge Scale-Keyserling, Samuel-Hodge, Ammerman, Ainsworth, Heriques-Roldan, 

Elasy, Skelly, Johnston, & Bangdiwala [2002]; Total Syndrome Scale-Kopelowitz et al., 

[2003]; HIV/AIDS Knowledge/Misconception Scale Scale-Van Servellan et al., [2003]). 

Nineteen effect sizes were categorized as this type of measure. 

 

  c) Category 3.  Behavioral measures including disability self management and 

treatment compliance- (e.g., Theory of Planned Behavior [TPB]; Scale-Gucciardi et al., 

[2007]; Diabetes Self-Care Activities [SDSCA] measure). Thirty-seven effect sizes were 

categorized as this type of measure. 
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d) Category 4.  Psychosocial measures of well-being, self-efficacy, and quality of 

life- (e.g., Spanish version of the Self-Efficacy for Diabetes Scale-Vincent et al. [2007]). 

Nine effect sizes were categorized as this type of measure; and  

 

e) Category 5. Attitudinal and health beliefs, regarding seriousness/complication 

of the disability, impact on job, and/or support measures (e.g., Attitudes towards 

seriousness and complications-Baradaran et al., [2006]; Health Beliefs-Brown et al. 

[2002]). Seventeen effect sizes were categorized as this type of measure. 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 

produced a 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 of disability symptom-related measures (category 1), b) there 

were 11 in the category of patient knowledge of disability measures (category 2); and c) 

there were 15 in the (category 3) of behavioral measures, including self-efficacy and 

treatment compliance; d) there were six in the (category 4 ) of psychosocial measures of 

well-being, self efficacy, and quality of life; and e) there were seven in the (category 5) of 

attitudinal and health beliefs on serious of disability, impact on job and/or support 

measures. 

 

 

d.  Outlier Analysis 

Outlier analysis, also referred to as sensitivity analysis (Hedges & 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 drastically affecting substantive interpretation of the recalculated 

mean effect size. 

Hedges and Olkin (1985) describe three approaches. The first involves a visual 

examination of a forest plot of the data, the second involves examining relative residuals, 

and the third is based on the magnitude of the Q-statistic for each effect size, in 

conjunction with what is known as a ñone study removedò analysis. These methods will 

not always agree as to the outliers that should be considered for deletion, but they often 

do (according to Hedges and Olkin). These 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 sizes (Miranda [2 ESs] 2003; Hinton, Chhean, Pich, Safren, Hofmann, & 

Pollack, 2005) from disability symptom-related measures (i.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 sample sizes (n = 398 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 collection. Specifically, Miranda et 

al. studied 46 primary practices that examined three different ethnic groups (Latinos [n = 

398], African-American [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 post-test used did not focus on the immediate outcomes of the studyôs specific 

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. [2002] size was g = 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 outcome measure. As a result, we excluded the study because of this atypically large 

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: 

 

¶ From g+ = 0.221, Q = 101.56, p < .001 to g+ = 0.883, Q = 7.379. p = .287 for the 

Fixed Effect Model; and 

¶ From g+ = 0.927, p < .001 to g+ = 0.882, p < .001 for the Random Effects Model. 

Removing two outliers for Category 3 produced a change in the overall 

average effect sizes: 

¶ From g+ = 0.14, Q = 67.88, p < .001 to g+ = 0.21, Q = 65.91, p < .05 for the Fixed 

Effect Model; and 

¶ From g+ = 0.20, p = .03 to 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: 

¶ From g+ = 0.08, Q = 4.38, p > .05 to g+ = 0.08, Q = 1.43, p > .05 for the Fixed Effect 

Model; and 

¶ From g+ = 0.08, p > .05 to g+ = 0.08, p > .05 for the Random Effects Model. 
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e. Substantive Analysis 

Table 6 shows the overall analyses of the five categories of outcome measures.  

Most of the average effect sizes (g+) were positive and were significantly greater that 

what would be expected by chance (a = .05) as noted in Appendix I.   

 

Category 5 produced a non-significant average effect size of 0.08 for both the fixed 

and the random models. This is what would be expected with only three cases (i.e., 

Power [1 ï 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., Categories 2, 3 and 4) produced heterogeneous results 

(i.e., QTotal is significant) and as a result were subjected to moderator variable analysis to 

determine if the heterogeneity could be explained. The statistic I
2
 indicates the proportion 

of true heterogeneity (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 Outcome Categories 

 

Models 
Effect Sizes Confidence Interval Heterogeneity 

k g+ SE Lower 95th Upper 95th QTotal I
2 

Category 1: Disability symptom-related 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 2: Patient/client 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 disability self-management and treatment 

compliance 

Fixed 13   0.21* 0.06 0.09 0.32 65.91* 81.79 

Random 13 0.23 0.14 -0.05 0.52   

Category 4: Psychosocial measures of well-being, self-efficacy, 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 
 

The question posed through the analysis of publication bias is: ñMight there be a 

significant number of studies with null results, which have not been uncovered through a 

search of the literature, to nullify the effects found in the meta-analysis?ò Appendix  J 

provides a full report of our analysis of publication bias. Overall, we concluded that there 

was no obvious publication bias in the plots of the sets of 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 with all 22 studies with the objective of 

ensuring that each moderating variable had no less than five studies in any qualitative or 

quantitative category.   Based on this approach, we decided to analyze twelve high 

interest moderator variables (M1-12), out of 26 originally 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 examined moderators 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, predominant health condition, number of cultural 

competence elements included in the intervention). The twelve moderators and their 

levels are shown in Table 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 

M2 
Involvement of significant 

others in the intervention? 

1 = Yes treatment, No Control; 2 = Yes 

Treatment, No Control; No Treatment, No 

Control 

M3 
Race/ethnicity of 

individuals? 
1 = Black; 2 = Hispanic; 3 = Asian 
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M4 

Modal gender of the 

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

M5 
Predominant health 

condition? 

1 = Mental health issue; 2 = Disabilities/health 

issues;  

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

M7 Duration of the intervention? 0 = Unknown; 1 = < 3 months; 2 = Ó 3 months 

M8 
Who delivered the 

intervention? 

1 = Team of professionals; 2 = Team of 

professionals + others (e.g., family members) 

 

M9 

 

Location of the intervention 

(treatment/control)? 

 

1 = Hospital/Clinic; 2 = Community-based 

setting 

M10 
Location of the intervention 

(treatment group only)? 

1 = Hospital/Clinic; 2 = Mental health facility: 

3 = Community-based setting 

M11 

Match between provider and 

client based on ethnicity, 

race, etc.? 

1 = Moderate to low; 2 = High to very high 

M12 

What cultural competence 

elements was part of the 

intervention? 

1 = Fewer than 7 elements of cultural 

competency; 2= 7 or more elements of 

cultural competency) 

 

To test the moderator variables, we used a mixed effects model in testing the 

moderator variables. In this approach, a random effects model is used to compute effects 

within subgroups, while a fixed effect model is used to compute differences across 

subgroups (Borenstein, Hedges, Higgins & Rothstein, 2009).  

 

It should be noted that the mixed effects analysis, generally produces a more 

conservative test of between class differences than does a fixed effects analysis of 

moderator variables. Consequently, some results from the list of moderator 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 a mixed effects analysis will lead to more Type II 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 

significant QBetween . This approach is analogous to an ANOVA in that between-group 

variability is partitioned and tested separately for significance between classes. Another 

qualification 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., M2 in Table 7), we tested the variable both with 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 the k = 1 class made no difference to QB, we proceeded with the analysis 

 

Table 8. Category 2: Patient Knowledge of Disability Measures 

Moderator Variables  

(Mixed model) 
K g+ Lower 95th Upper 95th QB 

M2: Involvement of significant others in the intervention 

 

 

 

Yes Treatment, Yes Control 1 0.63 0.35 0.90  

Yes Treatment, 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 Duration 

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 0.31 0.77  

Between Classes     6.23** 

 *p Ò .05, ** p Ò .01 

 

h.  Summary of Moderator Results 

The analyses in Table 8 (Category 2) revealed several measures of patientsô 

knowledge of their disability that moderated the intervention effects.  When we examined   

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 not involved in either 

the treatment or control group, however, the effect size was not significant.  
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The clientôs ethnic background 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.  

 

Treatment duration was an additional moderating variable in these analyses.  

Specifically, effect sizes were non-significant when treatment duration was either 

unknown or greater than three months in length.  When treatment duration was 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 significant effect sizes.  This aligns well with some of the findings in Whittemoreôs 

narrative review described earlier in this review.   

 

Table 9 (Category 4) presents findings for one self-assessment psychosocial 

measure of well-being and quality of life that was additionally 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 effect size. 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 4: Psychosocial Measures of Well-Being and Quality of Life 

Moderator Variables (Mixed 

model) 
K g+ Lower 95th Upper 95th QB 

M6: Marital Status 

 

 

 

Single/Divorced 4 1.11 0.54 1.67  

Married 2 0.20 -0.13 0.53  

Between Classes     7.32** 

 *p Ò .05, ** p Ò .01 

 

 

 DISCUSSION (SUMMARY OF RESULTS) 

 

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 economically diverse 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 match the 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 research question was ñDo evidence-based 

culturally-adapted competency interventions improve rehabilitation service outcomes for 

culturally diverse individuals with disabilities?ò In response to this question, the results 

of this meta-analysis indicate that culturally adapted competency interventions do reduce 

disparities and improve rehabilitation 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, we re-classified 

the original outcome measures reported in the studies into five categories that reflected 

the effects that the various treatments had on participants.  

 

In addition, when we found that 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.  In four of the 

five categories, the average effect sizes (g+) were positive and were significantly greater 

than what would be expected by chance (a = .05). Category 5ðwhich contained only 3 

studiesðproduced a non-significant average effect size (g+) of 0.08 when examined in 

both the fixed and random models.  Given the small number of studies examined within 

this category, we cannot make firm conclusions regarding these types of outcome 

measures.  

 

The analysis of the outcome categories indicated that Category 1ðDisability 

symptom-related measuresðincorporated data from 7 studies (containing 11 effect 

sizes), and yielded a significant z-value of 8.27.   

 

Category 2ðPatient/client knowledge of disability measuresð incorporated data 

from 11 studies (containing 11 effect sizes), and yielded a significant z-value of 5.77.   

 

Category 3ðBehavioral measures (e.g., disability self-management, treatment 

compliance)ð incorporated data from 13 studies (containing 15 effect sizes), and  

yielded a significant z-value of 3.60.   

 

Category 4ðPsychosocial measures of well-being, self-efficacy, and quality of 

life incorporated data from 6 studies (containing 6 effect sizes), which yield a significant 

z-value of 6.32.  Finally,  

Category 5ðAttitudinal and Belief Systems about Disability incorporated data 

from 3 studies (containing 7 effect sizes), which yield a non-significant z-value of 0.99. 

 

In addition, we concluded that there was no obvious publication bias in the plots 

of the sets of data for each of the 5 outcome categories.  We used a random effects model 

to compute effects within subgroups, and a fixed effect model to examine differences 

across subgroups.   
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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 the statistic I
2
 to identify the proportion of true heterogeneity 

associated with each distribution of effect sizes. A mixed effects model was used for 

testing 12 potential moderator variables.  For several of these, we found a significant 

QBetween.  
 

For the Category 2ðPatient/client knowledge of disability measures, we observed 

significant effects when significant others were involved in the treatment group, 

regardless of whether or not they were also involved in the control group.  When 

significant others were not involved in either the treatment or control group, however, the 

effect size was not significant. The 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 was the number of elements in the treatment being 

evaluated.  Only those treatments that involved seven or more elements were found to 

have significant effect sizes. A final moderating variable was treatment duration. 

Specifically, effect sizes were non-significant 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 analysis of Category 4ðSelf-assessment measure of well-being and quality of 

lifeðrevealed that those studies that examined single and divorced patients were found to 

have a significant effect size, while studies examining married patients were found not to 

have a significant effect size. 

 

Although non-significant moderator results are not reported in this review, we think it is 

important to note that moderators such as client-provider ethnic match were non-significant, 

indicating that the clinical nature of the sample did not moderate the results. This 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 and found 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 points out that as 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. A similar situation is being experienced in the rehabilitation 

field among those providing services to individuals with disabilities. As pointed out in the 

introduction, minority individuals with disabilitiesðparticularly African Americans, 
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Latinos, Asian, Pacific Islander and Native Hawaiian, American Indian or Alaska Native, 

as well as several newcomer refugees from Iraq, Myanmar, and Somalia among other 

countries, experience long-lasting disparities in rehabilitation outcomes, when compared 

to Whites. This issue still needs to be addressed.  Program-level practices and 

interventions that are culturally competent have been recommended as strategies to help 

ameliorate these disparities (Xakellis, Brangman, Hinton, Jones, Masterman, D. et al., 

2004).    

 

In 1997, the Office of Minority Health (OMH, 2001) undertook the development 

of national standards to provide a much-needed alternative to the current patchwork of 

independently developed definitions, practices, and requirements concerning culturally 

and linguistically appropriate services (CLAS). The OMH initiated a project to develop 

national CLAS standards that would support a more consistent and comprehensive 

approach to cultural and linguistic competence in health care. Because culture and 

language are vital factors in the way that rehabilitation and health care services and 

services to individuals with disabilities are delivered and received, it is important that 

those organizations and their staff understand and respond with sensitivity to the needs 

and preferences that culturally and linguistically diverse patients/consumers bring to the 

service-delivery encounter (OMH, 2001).    

 

In regard to client-provider interactions, an apparently direct way to support the 

cultural values of ethnic minorities is to match the client with a provider of the same 

ethnicity and/or someone who speaks the same native language (Sue et al., 2009; Griner, 

2005). In fact, a meta-analysis of the literature by Coleman, Wampold, and Casali (1995) 

indicated that culturally diverse clients preferred ethnically similar counselors to 

counselors of European descent but such findings are inconsistent across studies. 

Furthermore, studies have found that an exact cultural match has a more positive effect 

on the outcome of therapy (Maramba and Hall, 2002) than merely an ethnic match of 

client and counselor.  That is, a match between a Haitian American counselor and a 

Haitian-American client is more likely to be successful than one between an African-

American counselor and a Haitian-American client. In this review, the authors 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 development of trust 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 to non-matched 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 level, these changes will 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 cross-cultural situations.  In terms of institutional 

supports, improving cultural competence will require that organizations re-examine their 

mission statement, along with many of their policies and procedures (Wells, 2000). 

 

These include practices of administration, recruitment, hiring and retention; 

professional development and in-service trainings; 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 and issues of access issues; rehabilitation/consumer 

education and promotion practices/materials; and community and state needs assessment 

protocols (Denboba, 1993).    

 

According to Cross, Bazron, Dennis, and Isaacs (1989), cultural competence 

requires five kinds of capabilities from organizations, programs and individuals.  To be 

effective, they must be able to do the following: 

1. Value diversity and similarities among all peoples; 

2. Understand and effectively respond to cultural differences; 

3. Engage in cultural self -assessment at the individual and organizational levels; 

4. Make adaptations to the delivery of services and enabling supports; and 

5. Institutionalize cultural knowledge and policies. 

These five elements must become manifest at every level of an organization 

including policy-making, administration, and practice. Further they should be reflected in 

the organizationôs attitudes, structures, policies and services. Referring to a report by, 

Smedley et alôs report (2003), Sue et al. (2009) claim ñthat the sources of treatment and 

quality of care disparities are complex, are based on historic and contemporary inequities, 

and involve many players at different levels (p. 527). In our case, these players include 

rehabilitation systems, administrative and bureaucratic processes, data collection and 

utilization managers, rehabilitation providers and practitioners, and individuals with 

disabilities and their families. 

Proactive Strategies to Promote Cultural Competence.  The construct cultural 

competence is a developmental process 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 combination of the 

strategies below to improve their effectiveness in delivering services to individuals from 

minority and underserved groups. 

Å Agencies can initiate and/or strengthen partnerships with universities located in 

large urban cities and/or minority institutions of higher education. 

Å They could also expand partnership relationships with community-based 

organizations (CBOs) serving minorities with disabilities within their catchment 

area.  
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Å They could integrate their outreach activities with local community events, 

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

Å They should make efforts to recruit staff members who are ethnic minorities with 

disabilities from the target community; some of these individuals could be hired 

as outreach paraprofessionals who are responsible for representing the agency at 

local community events.  

Å They could organize trainings for local community leaders and elected officials. 

Å They could provide additional supports to address participantsô needs and thus 

facilitate participation; examples are reimbursement for transportation, daycare 

assistance and scheduling events in the evenings or on weekends.  

Å They could utilize participatory research approaches in order to give more voice 

to community members.  This may include a community advisory board or hiring 

community leaders as consultants when planning new services.  

Å They can collaborate with local agencies to create a forum where service 

providers can discuss and share outreach strategies that work, and learn about best 

practices, and/or about successful ways to increase minority participation.  

 

c.   Implications for Research 

 

This review offers several implications for further research.  First, this meta-

analysis contributes to the positive role that culturally adapted competency interventions 

play in reducing disparities and improving rehabilitation outcomes for culturally diverse 

individuals with disabilities. This systematic review of 22 experimental studies points to 

the benefits of culturally competent interventions in four out of five outcome measures:  

disability symptom-related measures, patient/client knowledge of disability measures, 

behavioral measures (e.g., disability self-management, treatment compliance), and in 

psychosocial measures of well-being, self-efficacy, and quality of life.  

 

In fact, the researchers who conducted these 22 studies addressed the unique 

needs of historically underserved and understudied groupsðsuch as Hinton et al.ôs 

focused on Vietnamese and Cambodians with disabilities, and Baradaran et al.ôs focus 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 determine whether any 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 thus should be considered when 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 participants, especiallyðLatinos 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.  Examples of intervention 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 the individuals delivering services. Adapted from a 

report by Betancourt (2006) for the Commonwealth Fund, Appendix K summarizes  

additional cultural competency tools and strategies that service providers and 

practitioners can use by service providers across multiple levels in order to reduce 

disparities and improve client-level 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 

individuals often 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 

characteristics of the researchers and/or interviewers (Coleman et al. 1997; Morse, 

Simon, Besch, & Walker, 1995; Roberson, 1994; Shavers, Lynch, & Burmeister, 2002).   

For example, in many of the studies reviewed here, great care was taken to make the 

intervention 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 with 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 ethnically and/or culturally similar 

client backgrounds.  In fact, such approaches may have been cost effective, although 

none of these 22 studies include evidence to support the claim that cultural and linguistic 

competence results in decreased system or intervention costs.  

 

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 

specific costs 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 rehabilitation systems, especially if the approaches and interventions used 

in these studies were cost-effective. 

 

d.  Review Limitations 

 

A general limitation of this review was the relatively small number of studies that 

qualified for inclusion. Unfortunately, only a limited number of high-quality 
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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 quasi-experimental 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 research methodology in order to conduct the 

analyses and classify the studiesô 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 

dependency: First, 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 biases 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 the Comprehensive Meta-Analysis program, 

including the Funnel Plot by Precision, to detect the presence of publication bias.  

 

In order to control for potential bias in the effect sizes, we used two additional 

techniques: analysis after removing one study at a time, and the depiction of funnel plots 

across the five outcome measures. Examination of the Funnel Plots for the 5 categories 

suggests that the studies are symmetrical around the mean; thus we could find no 

evidence of publication bias. 

 

 In addition, when studies reported incomplete data, we contacted the authors to 

request the needed information. If we did not receive a response, we either dropped 

specific outcomes or the 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 conceptual models that 

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 client-level. Comparative studies 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 measures of cultural 

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 framework for categorizing 

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 evidence-based rehabilitation service delivery and 

policies.  

 

Research is also needed to further examine the impact of the set of moderator 

variables that were identified in this study. Some of them appear to play significant roles 

in some cases; this finding requires further investigation. 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 needed to confirm 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 all of the 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 outcomes for ethnically and culturally diverse persons with 

disabilities who reside in Western cultural contexts.  

 

The meta-analysis of the available literature on experimental interventions 

revealed positive effects for four of the five classes of rehabilitation outcomes 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 future research priorities as we seek to learn more 

about the multi-faceted and multi-layered processes and mechanisms through which 

cultural competency improves outcomes for culturally diverse persons with disabilities in 

the context of rehabilitation, mental health and health care services.   

 
VIII.  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 

identified and 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 general categories, with guidelines (1-3) 

falling under culturally competent care:  Across all standards, organizations should, 

 

Standard 1.Ensure that patients/consumers receive from all staff members effective, 

understandable, and respectful care that is provided in a manner 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 representative of the demographic 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 access activities: 

Standard 4. Offer 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 manner during 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 language 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 understood patient-related materials and post signage in the 

languages of the commonly encountered groups and/or groups represented in the service area.  

 

The CLAS recommendations (8-14) are specific to organizational supports. 

Standard 8. Develop, implement, and promote 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 organizational self-assessments of CLAS-related 

activities and encouraged to integrate cultural and linguistic competence-related measures into 

their internal audits, performance improvement programs, patient satisfaction assessments, and 

outcomes-based evaluations; 

Standard 10. Ensure that data o the individual patient/consumerôs race, ethnicity, and spoken and 

written language are collected in health records, integrated into the organizationôs management 

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 CLAS-related activities;    

Standard 13. Ensure that conflict and grievance resolution processes are culturally and 

linguistically sensitive and capable of identifying, preventing, and resolving cross-cultural 

conflicts or complaints by patient/consumers;  

Standard 14. To regularly make information available 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 of Culturally Competence across 22 Selected Studies 

 
 

Author  

Component 1 

 

Critical Awareness and Cultural Knowledge 

Component 2 

 

Cultural Competence Skills 

Component 3 

 

Organizational Support 

 

Baradaran et 

al., (2005) 

Collecting background information about client is 

critical. South Asians more susceptible to type 2 

diabetes than indigenous white populations yet  

group members do not have clear understanding of 

their disability/condition.  Therefore, increasing 

knowledge through education of their condition is 

key to the intervention.  

Intervention used visual aids, plus booklets and 

leaflets translated into Urdu, Punjabi and Hindi. 

Instructors speak Punjabi. Religious 

consideration: sessions offered for mixed gender 

or for male/female only.  Education video in 

native languages. 

Study acknowledges need for translation,  

recognizes difficulty of measuring accuracy and 

validity of translation. Sees value in using 

appropriate reading scales to encourage client-

level disability management.   

 

Brown et al., 

(1992) 

Review of literature to understand need to have 

cultural component in intervention.Higher 

prevalence of diabetes among Hispanic-

Americans. Knowledge: no diabetes education 

available in rural community. Community 

knowledge: small rural community with close 

family ties and traditionally structured values. 

Knowledge of language and dialects. The need to 

understand SES, social class issues and 

acculturation also important. 

Video tape made in local Spanish dialect with a 

companion English voice-over edition. Graphics 

with voice support and repetition of familiar 

concepts. Use of familiar scenes and people 

from the area. Emphasis on family health and 

shared responsibility for health maintenance. 

Religious leaders appear to encourage individual 

and family responsibility. 

Study researchers recruited spiritual leaders to 

participate in intervention. Interpretation process 

conducted in English to adjust for acculturation. 

Focus group interviews to determine pressing 

instructional needs of communities.  

Brown et al., 

(2002) 

Past difficulties in care: due to Mexican 

Americansô reliance on folk healers, lack of 

transportation, isolation from mainstream culture, 

placing family needs over personal needs and 

language differences from healthcare workers. To 

gain cultural knowledge, researchers interviewed  

groups of providers to determine needs of the 

community.  

Educational Spanish-language videotapes 

developed, focused on realistic health 

recommendations (e.g., dietary choices) 

consistent with Mexican American preferences. 

Health care providers at organization trained all 

bilingual Mexican American residents of test 

group area (intervention presented in Spanish) 

Study employed bilingual Mexican nurses, 

dietitians and community workers.  

Comas-Diaz et 

al., 

(1981) 

Puerto Ricans have highest degree of poverty and 

unemployment in U.S. so emotional disturbance 

may be derivative. Group treatment modality 

consistent with Puerto Rican family concept. 

Instruments translated into Spanish. Instruction 

in Spanish, one Puerto Rican female therapist. 

Study limitations: transient population, impossible  

to track for follow up activities. Intervention 

analysis: inventory scores might be skewed when 

used by non-majority population. 
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Corkery et al., 

(1997) 

Authors acknowledge that diabetes education 

strategies have not been sensitive to cultural 

factors; few focus on poor non-English speaking 

patients. Disproportionate numbers of African-

Americans and Hispanics affected by diabetes. 

Bi-cultural community health worker, fluent in 

Spanish, of Puerto Rican heritage. Some 

instruments 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 for 

education management. Some instruments 

administered orally due to illiteracy. 

 

Gucciardi et al., 

(2007) 

Knowledge of consumer education: Use of visual 

aids and resources requiring low literacy level. 

Building cultural knowledge; Diabetes education  

assessed cultural appropriateness through patient 

focus groups. Cultural familiarity: Data collected 

on client attitudes, subjective norms, perceived 

behavioral control.  

 

Portuguese-speaking dietician and nurse 

educators knowledgeable in Portuguese culture 

facilitate both counseling and classes. Activities 

highlight traditional Portuguese foods, practice 

and customs in the group education. 

Study based on belief that client-level diabetes 

self-management education can be delivered 

within small groups with similar backgrounds. 

Using traditional beliefs for new interventions: 

DSME programs adopt dietary modifications 

relevant to cultural preference. 

Hinton et al., 

(2004) 

Cultural knowledge: similarity of Vietnamese to 

Cambodian refugee experience. 

Translated and validated questionnaires. 

Culturally appropriate visualization and 

meditation utilized in intervention approaches. 

Same individual applied all therapy to promote 

provider-client trust; authors acknowledge that 

therapists may differ. Larger institution can 

support multiple therapists. 

 

Hinton et al., 

(2005) 

Knowledge: little existing data on appropriate 

treatment for refugees. Treatment of neck pain 

acknowledges stressors for a refugee; aims to 

connect symptoms with cultural past.  

Connecting cognitive-behavior therapy to 

Buddhist traditions of Southeast Asian refugees. 

Measures were translated and back-translated. 

Professional practices: Cognitive-behavioral 

therapists examining Buddhist-type mindfulness 

and re-developing and testing past attempts at c.c. 

intervention. Flashback Severity Scale used to 

incorporate refugee experience in intervention.  

 

Hopper et al., 

(1984) 

Vital to do outreach to underserved Black women 

because of high numbers of African Americans in 

this geographic area. 

 

Black women aides used for research with 

minority population. 

Training of aides to ensure all skills were up to 

date with current standards. 

Keyserling et 

al., (2004) 

 

 

Disproportionate number of African Americans 

with type 2 diabetes. Study acknowledges class 

differences: examines poverty levels in 

communities being served. 

Community-based intervention. African 

American peer counselors and Community 

Diabetes Advisor trained for sessions. 

Need to alter available behavioral treatment 

programs based on evidence that programs may be 

less effective for African American women. 

Acknowledged need to address access issues. Peer 

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 for 

Latinos with schizophrenia. Latinos with persistent 

mental disorders have been shown to have lower 

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 

disease-management skills. Module translated 

into Spanish, Mexican American actors dubbed 

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 distrust 

and build relationships needed to enhance 

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 as 

skill trainers. 

Mendelson et 

al.,(2008) 

Increasing rate of gestational diabetes in Hispanic 

women makes it highest of any group in the U.S.. 

Knowledge: level of acculturation of individuals 

within the community makes cultural assumptions 

inappropriate. 

Spanish Version of HPLP II measuring health 

responsibility, physical activity, nutrition, 

spiritual growth, interpersonal relations, and 

stress management. The parish nurses 

participating in the study were fluent in Spanish 

and had at least  a bachelorôs degree in nursing.  

 

Needs statement: long term-goals must include 

programs to reduce adverse pregnancy outcomes. 

Hiring: did parish nurse have positive effect in the  

diabetic educational intervention? 

Miranda et al., 

(2003) 

Key factors: minorities less likely to be insured, 

resulting in poor access to care (less likely to 

receive appropriate services). Ethnic minorities 

often receive poorer quality health care than  

Whites. 

Bilingual providers treated all Spanish speaking 

women; all materials were in Spanish. 

Interventions featured modest accommodations 

for minority patients (e.g., translations, cultural 

training for clinicians).  

Examined other studies showing a large gap in the 

knowledge base underlying treatment of low-

income and minority women with depression. 

Study program recruited staff with extensive 

experience and commitment to treating low-

income and minority patients. 

Otto et al., 

(2003) 

Lack of information available to guide treatment 

choices for Cambodian refugees. Extensive 

knowledge of Khmer population and cultural 

factors that may influence PTSD. 

 Intervention  provided information on 

symptoms and nature of PTSD from a cognitive-

behavioral perspective and clarified differences 

between PTSD symptoms and culturally-distinct 

fears of death or disability associated with 

somatic sensations, and exposure to somatic 

sensations associated with PTSD and anxiety.  

Also used of culturally-relevant rehearsal and 

coping strategies, muscle relaxation and 

diaphragmatic breathing skills, and self-care 

skills and assignment to remember pleasant 

events.  

 

Instruction provided in Khmer; The authors 

reexamined previous intervention and added 

culturally relevant therapy to usual intervention of 

only medication. 
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Rosal et al.,  

(2005) 

Prevalence of type 2 diabetes and diabetes-related 

morbidity and mortality is higher among low-

income Hispanics when compared to that of 

whites. Little is known about how to effectively 

promote self-management in this population.  

Illiteracy in Springfield Massachusetts (either 

Spanish or English) is prevalent, and under 10% of 

elders have a high school education. 

Unemployment rate is 70%.  

Group sessions targeted diabetes knowledge, 

attitudes, and self-management skills through 

culturally specific and literacy-sensitive 

strategies.  

 

Nutritionist, nurse, and intervention assistant 

were all bilingual. Intervention was tailored to 

needs of non-readers and imparted through 

culturally familiar experiences. 

 

Cultural assessment among individuals in the 

target population. 

Samuel-Hodge 

et al.,  (2009) 

Study aimed to learn behaviors of target 

population and obtain information about 

prevalence of under-reporting and the importance 

of using community-based settings to engage with 

African American community. 

Church-based intervention includes: individual 

dietary assessment and goal-setting, 12-session  

group at church, monthly telephone contact with 

church diabetes advisors, three printed messages 

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.  

 

Shah et al., 

(2002) 

Minority focus groups reviewed intervention and   

engaged in dialogue to discuss cultural relevance. 

Bilingual research assistant. Ethnic-specific diet. 

Culturally specific menu, brochures, and 

videotapes. 

Review of only other study for lupus: reevaluated 

culturally sensitivity. Staff trained and rated by 

study group as highly effective in cultural 

sensitivity and understanding. 

 

Shin et al., 

(2002) 

Cultural knowledge: difficulties compounded by 

illness and cultural reluctance to seek treatment. 

Value: Korean Americans revere teaching and 

learning, so use educational methods to underscore 

programôs importance for clients. 

-Culturally determined respect for experts and 

authority may help facilitate both the educational 

process and the therapeutic alliance.  

-Many Asian cultures 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 problems are 

foreign. 

 

Sessions conducted in Korean. Discussion  

sessions integrated traditional concepts about 

disability, including Korean perspectives on 

shamanism, ailments, distress, diseases, fortune 

and misfortune.  

 

All written materials provided in both Korean 

and English; oral presentations in Korean. 

 

Parallel sessions in Korean offered to family 

members. 

 Diagnoses made by a Korean psychiatrist in 

accordance with DSM-IV; study also employed a 

Korean-speaking social worker. Cultural 

assessment of mistrust: goal is to  bridge eastern 

and western views of mental illness and treatment 

to increase likelihood that Korean clients would 

use and accept U.S. mental services 
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Telles et al., 

(1995) 

Familiarization with cultural values and structure. 

Examined levels of acculturation knowledge, and 

importance of family support 

Behavioral family management with patient-

family education about schizophrenia, training 

in communication skills, and training in 

problem-solving skills.  Researchers  included 

bilingual psychiatrists and clinicians. 

 

Review of past materials by bilingual clinicians to 

assure that procedures were culturally sound. 

Clinicians were trained and reviewed by bi-

cultural review panel. 

Van Servellen et 

al.,(2003)  

Cultural knowledge of customs: HIV/AIDS and 

behaviors associated with becoming infected are 

highly stigmatized in Latino populations,  which 

makes coping and securing of support problematic 

(more difficult than typical HIV outreach). 

Simplified educational instruction, focus on 

significance of family.  Family encouraged to 

participate, videotapes narrated in Spanish 

included family perspective and depicted family 

relationships.  

 

Content addressed family roles in helping 

patients cope with HIV. Simpatia: cultural desire 

for good relationships with health care providers 

preserving respect and dignity for patient and 

provider. Addressed machismo and marianismo 

in discussions about negotiating safer sexual 

practices. 

 

Addressing disparity: Difficulty in serving low-

income minority populations with low levels of 

system knowledge: Some factors of service 

delivery are common to all HIV-infected 

populations: others are unique and require 

attention in formulating culturally sensitive 

programs to improve adherence. 

Vincent et al., 

(2008) 

Latinos the fastest-growing minority group, with 

highest rate of diabetes. Latinos may have 

difficulty achieving adequate glucose control. 

Project uses bilingual nurses and dieticians, 

incorporates Mexican American dietary 

preferences and cultural beliefs, low-literacy 

materials, and content delivery in Spanish. 

 

Bilingual research assistants read aloud data 

forms, self-management strategies focus on 

stress, heredity, and culture, include family 

member in support. 

 

Recruitment from promotora: Spanish speaking 

health care providers: reviewed past interventions 

and added new recruitment strategy for culturally 

tailored intervention. Review of intervention: 

decision to include content on stress and stress 

management, heredity, and culture as identified by 

previous studies. 

 

 

Vyas et al., 

(2003) 

Researchers question culturally validity of own 

study intervention. Time period may have been 

inadequate for intervention due to cultural 

complexities.  South Asian communities have 

record of not keeping appointments. 

 

Questionnaire (test for cultural acceptability) 

administered in patient's homes by interviewer 

in Urdu, Punjabi, or Bengali. 

Testing and refining of questionnaires 

(intervention) to further establish cultural validity. 



102 | P a g e 

 

             Appendix C: Search Results 

 

Database Searched 

Records  

Retrieved & Screened 

Possible Matches Based on 

Full -Text Screening 

Articles Included in 

Meta-analysis 

Subject Specific    

Medline 570 52 6 

ERIC 127 6 0 

PsycINFO 103 16 0 

Health Science: SAGE 41 6 0 

Social Services Abstracts 49 9 0 

Social Science Abstracts 51 2 0 

NARICôs Rehabdata 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 Dissertations & Theses 56 4 0 

Academic Search 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    

Annotated CC Reference List 109 1 1 

References-from John Stone 18 None 0 

References-from Joe Marrone 24 None 0 

DATABASE SEARCH TOTAL  3022 179  22 

Hand Searches of all included studies 

or relevant studies 

No specific # No specific # 9 

Follow-up Studies by Author of all pilot studies (5) 2 

Engine/Conference Searches    

Engine Search ï Google 5000+ 5 0 

Engine Search ï Yahoo 216+ 2 0 

Conference Proceedings or 

Presentations 

3 Cultural Competency 

Conferences/Presentations  

0 0 

U.S. and International Reports  0 0 

GREY LITERATURE SEARCH  0 0 0 
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Appendix D 

Database Searches  

 

 

RESEARCH QUESTION 

Do evidence-based culturally-adapted competency interventions improve rehabilitation service 

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. 1996-2008/06) 
1949-2009/01 (Medline coverage) 

Db update frequency 

(e.g. Quarterly) 
2000-4000 records are added daily (Tuesday-Saturday) 

Updates are suspended for several weeks during November and 

December 

Notes about the Search 

Purpose of the search To locate primary studies about cultural competency educational 

interventions. 

Comments on the 

strategy 
Two separate searches were conducted in an attempt to be as inclusive 

as possible. The second search was ñNOTò ed from the first to 

eliminate duplicates.  The start date (1980) was set by the research 

team and is based upon when the concept of ñcultural competencyò 

emerged.  Based on the results of this study, it may be extended to 

include the late 1970s.  Please see additional notes below. 
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Results 

Number of records 

retrieved 

Search A: 441 

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] OR 

culture[mesh] OR cultural characteristics[mesh])) 

 

Limits: Publication Date from 1980/01/01 to 2008/12/31, Clinical Trial, Meta-Analysis, 

Randomized Controlled Trial, Review, Adolescent: 13-18 years, Adult: 19-44 years, Middle 

Aged + Aged: 45+ years 

 

Results: 441 

 

Search B: 

 

Search: ((cultural competency[mesh] OR transcultural nursing[mesh] OR culture[mesh] OR 

cultural characteristics[mesh]) AND (intervention* OR educat*) AND (disab* OR disorder* 

OR disease*) AND (("1980/01/01"[PDat] : "2008/12/31"[PDat]) AND (Clinical Trial[ptyp] OR 

Meta-Analysis[ptyp] OR Randomized Controlled Trial[ptyp] OR Review[ptyp]) AND 

(adolescent[MeSH] OR adult[MeSH:noexp] OR (middle age[MeSH] OR aged[MeSH])))) NOT 

(((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 Meta-Analysis[ptyp] OR Randomized 

Controlled Trial[ptyp] OR Review[ptyp]) AND (adolescent[MeSH] OR adult[MeSH:noexp] 

OR (middle age[MeSH] OR aged[MeSH])))) 

 

Limits: Publication Date from 1980/01/01 to 2008/12/31, Clinical Trial, Meta-Analysis, 

Randomized Controlled Trial, Review, Adolescent: 13-18 years, Adult: 19-44 years, Middle 

Aged + Aged: 45+ years 

 

Results: 129 

Additional Notes  

Search A:  

¶ The third concept (disability) was not included in this search to avoid being overly 

restrictive.  Attempts were originally made to include this concept using a free-text 

search of: (disease* OR disorder* OR disab*), but this was found to exclude potentially 

relevant studies.   
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¶  

¶ Additionally, it was determined that developing an exhaustive list of various disabilities, 

disorders, and diseases was unrealistic, and the possibility of missing potentially 

relevant studies was too great.  

¶ Although the term ñcultural competencyò exists as a MeSH heading, the headings 

ñCultureò and ñCultural characteristicsò were also searched to broaden the results. 

These terms were found in other articles deemed to be relevant by the research team.   

¶ The term ñintervention*ò searched as a free-text term based on its appearance in the 

abstract of relevant articles 

 

)Search B: 

¶ This was an attempt to broaden the search for the educational intervention concept by 

including either ñintervention* OR educat* 

¶ The disability concept (disab* OR disorder* or disease*) was added in order to narrow 

the results for this broader search. 

 

General Notes: 

¶ The results were limited by type and age in an attempt to exclude irrelevant results.   

While this analysis is not interested in studies on youth, the adolescent age group (13-18 

years) was included to ensure that studies on 18-year-olds 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 Database 

Database supplier 

(e.g. Proquest) 

CSA 

Dates of db file used 

(e.g. 1996-2008/06) 

1966 onwards 

Db update frequency 

(e.g. Quarterly) 

Monthly 

Other information 

about db coverage: 

(e.g. Incl. some full-

text) 

Over 1,289,155 records as of March 2009 

ERIC is sponsored by the U.S. Department of Education to provide 

extensive access to educational-related literature 

Subject coverage includes: vocational education, counseling, languages 

and literature, information technology, assessment and evaluation, early 

childhood education and higher education. 
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Notes about the Search 

Purpose of the search To locate primary studies about cultural competency educational 

interventions. 

Comments on the 

strategy 

As there were no subject descriptors for ñcultural competencyò or 

ñcultural competence,ò I used a variety of keywords to represent the 

concept.  

Broad terms like ñcultureò were avoided as numerous irrelevant search 

results appeared. 

The terms ñeducat*ò was not included alongside ñintervention*ò as 

ERIC is specifically an education-specific database. 

Results 

Number of records 

retrieved 

127 

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

 

Search Query #10  (KW=("cultural competenc*" or "culturally competent" or "cultural 

awareness" or "cultural literacy " or "cross cultural training" or "cultural education")) 

and(KW=intervention*) and(KW= (disab* or disease* or disorder*))  

 

Date Range: 1980 to 2009 

 

Results: 127 Published Works results found in ERIC 

 

 

 

 

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 

(e.g. Proquest) 

EBSCO 

Dates of db file used 

(e.g. 1996-2008/06) 

1887-Present 

Db update frequency 

(e.g. Quarterly) 

Updated weekly 
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Other information 

about db coverage: 

(e.g. Incl. some full-

text) 

-Contains more than 2 million citations and summaries of journal 

articles, book chapters, books, reports and dissertations 

-Includes international material in more than 29 languages 

-Subjects coverage: psychology and related disciplines 

Notes about the Search 

Purpose of the search To retrieve relevant records from Psychology and related disciplines. 

Comments on the 

strategy 

The search strategy was developed using the ERIC and Medline 

searches as guides.  Limits on age group and population group were 

made to weed out irrelevant records and to make the results more 

manageable. 

Results 

Number of records 

retrieved 
103 

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

S1: "culturally competent" or "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 educat* (539811) 

 

S4: S1 and S2 and S3  (350) 

 

S7: S1 and S2 and S3 Limiters  - Published Date from: 198001-200904; 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 Full-Text 

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. 1996-2008/06) 

1982 onward 

Db update frequency 

(e.g. Quarterly) 

Weekly 

Other information 

about db coverage: 

(e.g. Incl. some full-

text) 

Indexes 26 SAGE journal 

Among others subject covered include: nursing, social studies of 

health, cultural studies, transcultural psychiatry, public health, physical 

medicine & rehabilitation 

Includes full-text coverage of all bibliographic records in the database 

Notes about the Search 

Purpose of the search To locate primary studies about cultural competency educational 

interventions. 

Comments on the 

strategy 

The search strategy was developed using the ERIC and Medline 

searches as guides. 

Results 

Number of records 

retrieved 
41 

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

(KW=(ñcultural competenc*"or ñculturally competentò or "cultural awareness" or 

"cultural literacy " or "cross cultural training" or ñcultural educationò)) 

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

Date Range: 1980 to 2009 

Results: 41 
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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 

Database supplier 

(e.g. Proquest) 
CSA 

Dates of db file used 

(e.g. 1996-2008/06) 
1980-present 

Db update frequency 

(e.g. Quarterly) 
Monthly 

Other information 

about db coverage: 

(e.g. Incl. some full-

text) 

Provides coverage on research in the areas of social work, human 

services, social welfare, social policy, and community development. 

indexes more than 1,500 serials 

Notes about the Search 

Purpose of the search To locate primary studies about cultural competency educational 

interventions.  

Comments on the 

strategy 
I originally performed the search without the term ñcultural 

sensitivity,ò but found that it appeared in a number of records that 

looked relevant.  I chose to include this term in my search in the hope 

of broadening the search and discovering relevant records not found in 

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 disease*)) and(KW=(intervention* or educat*)) 

and(KW=(cultural competenc* or culturally competent or cultural awareness or cultural literacy 

or cultural sensitivity or transcultural*)) 
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Database Name Internal Code for Search Date of Search Name of Searcher 

Social Science 

Abstracts 
N/A April 28, 2009 Nora Spurgis 

Results 

Number of records 

retrieved 
51 

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

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

disorder* or kw: disease*) and ((kw: 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: cross-cultural or kw: transcultural*)) 

 

 

 

 

 

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

NARICôs 

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. 1996-2008/06) 

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 technology, 

law, employment, etc. 

Notes about the Search 
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Purpose of the search To locate primary studies about cultural competency educational 

interventions. 

Comments on the 

strategy 

The disability concept was not included as this database specializes in 

literature about disability and rehabilitation 

Although not used in other database searches, the term ñtrain*ò was 

added to the intervention/education concept in order to broaden the 

search results 

There was no subject descriptor for cultural competency 

Two separate searches were performed for ñcultural competenc*ò and 

ñculturally competentò 

Results 

Number of records 

retrieved 

Search 1: 48 

Search 2: 23 

Total: 71 

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

Search #1: 

Find recordsé 

With the exact phrase: cultural competenc* 

With at least one of the words:  educat* intervention* train*    

 

Search #2: 

Find recordsé 

With the exact phrase: culturally competent 

With at least one of 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. 1996-2008/06) 

1990-2009 

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 research 

Indexes material from mainstream journals and websites 

also includes citations to resources traditionally more difficult to access 

in the United States 

Notes about the Search 

Purpose of the search To locate primary studies about cultural competency educational 

interventions. 

Comments on the 

strategy 

I was unable to do a keyword search beyond the title and /or author. 

Although ñinterventionò is a subject term, it was found to be too 

limiting in scope, as it only refers to interventions with patients  

Searching for ñeducationò as a subject does not bring up results for 

professional education and other related terms with ñeducation in the 

title,ò thus multiple searches were performed 

Results 

Number of records 

retrieved 
119 

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 initiatives (Subject) 

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 

 

Search #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 

retrieved 
201 

Notes about Search 

I tried a separate search by adding with the boolean AND (randomized control trial or rct) but 

got 0 results, meaning that these terms were not in the 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 "cultur* awareness" or "cultural education" or "cultur* 

 training" or "cultural sensitivity" or "cultural communication" or 

 "cross-cultural" or transcultural* or multicultural* ) and ( disab* or 

 disorder* or disease* ) 

Limiters - Age Groups: Adult, 19-44 years, Middle Age, 45-64 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 

retrieved 

Search #1:5 

Search #2: 387 

Total: 392 

Notes about the Search 

Search: The number of results is small because I limited the search to "randomized control 

trial," which is one of the official Embase limiters.  

Search #2: The ñrandomized control trialò limiter was not included. 
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Original Search Strategy (Cut and paste from the Search History) 

Search #1: 

('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 

'cultural education' 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 [1980-2009]/py 

Search #2: 

('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 

'cultural education' 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) 

Limits: adults (18-64) and aged (65+) 

 

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

Health Source ï

Nursing & Academic 

Edition 

N/A May 5, 2009 Nora Spurgis 

Results 

Number of records 

retrieved 
264 

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

( 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 

"cross-cultural" or transcultural* or multicultural* ) and ( disab* or 

disorder* or disease* ) 

Limited to peer-reviewed journals (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. 1996-2008/06) 

1989-2009 

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, and 

Arts and Humanities Citation Index 

Notes about the Search 

Purpose of the search To locate primary studies about cultural competency educational 

interventions. 

Comments on the 

strategy 

The search 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) 

Topic=(disab* or disease* or disorder*) AND Topic=(cultural competenc* or culturally 

competent* or transcultural* or cultural awareness or cultural literacy) AND Topic=(educat* 

or intervention*) 

Timespan=1989-2009. Databases=SCI-EXPANDED, 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 

(e.g. Proquest) 
Elsevier 

Dates of db file used 

(e.g. 1996-2008/06) 
1995 onwards 

Db update frequency 

(e.g. Quarterly) 
Unknown 

Other information 

about db coverage: 

(e.g. Incl. some full-

text) 

Provides full-text to more than 1,800 Elsevier Science Journals 

Full-text access is available from 1993 to the present 

Notes about the Search 

Purpose of the search To locate primary studies about cultural competency educational 

interventions. 

Comments on the 

strategy 
The search strategy was developed using the ERIC and Medline 

searches as guides. 

A search was conducted for keywords in the title, abstract or key-terms 

fields. 

Results 

Number of records 

retrieved 

13 ( 23 identified, 10 duplicates)  

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

pub-date > 1979 and (TITLE-ABSTR-KEY((cultural* pre/0 competen*) OR (cultural pre/0 

awareness) or (cultural pre/0 literacy) or transcultural* or (cultural pre/0 sensitivity))) AND 

(TITLE-ABSTR-KEY(disab* or disorder* or disease*)) AND (TITLE-ABSTR-KEY(educat* 

OR intervention*)) 

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

ProQuest 

Dissertations and 

Theses 

ProQuest D &T  April 8, 2009 Katherine Hanz 

Notes about the Database 

Database supplier 

(e.g. Proquest) 

ProQuest 

Dates of db file used 

(e.g. 1996-2008/06) 

1861-Present 

Db update frequency 

(e.g. Quarterly) 

Yearlyðmore than 60,000 citations added each year 

Other information 

about db coverage: 

(e.g. Incl. some full-

text) 

Most of the full text starts from 1997 to the present. 

Includes citations and abstracts to over 2 million doctoral dissertations 

and masters theses 

Indexes 90% of dissertations and theses published in North America 

About 10% of the content represents publications outside North 

America 

Notes about the Search 

Purpose of the search To find doctoral dissertations and masters theses on cultural 

competency educational interventions. 

Comments on the 

strategy 

The search strategy was developed using the ERIC and Medline 

searches as guides.  The terms listed below were searched for in the 

Citations and Abstracts. 

Results 

Number of records 

retrieved 
56 

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

56 documents found for: (cultural competen* or culturally competent or cultural awareness or 

cultural literacy or "cross cultural training" or "cultural education" or transcultural nursing) 

AND (intervention* or educat* ) AND (disab* or disease* or disorder*) AND PDN(>1/1/1980) 

AND PDN(<12/31/2009) 



119 | P a g e 

 

 

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

Academic Search 

Premier 
ASP May 12, 2009 Katherine Hanz 

Notes about the Database 

Database supplier 

(e.g. Proquest) 
EBSCO 

Dates of db file used 

(e.g. 1996-2008/06) 
1975 

Db update frequency 

(e.g. Quarterly) 
Daily 

Other information 

about db coverage: 

(e.g. Incl. some full-

text) 

Provides full text for nearly 4,000 scholarly publications 

Covers nearly all aspects of Academic study 

Notes about the Search 

Purpose of the search To locate primary studies about cultural competency educational 

interventions. 

Comments on the 

strategy 
This strategy differs greatly from my other ones, and it might be 

worthwhile to conduct a second search using a strategy that is more 

like the ones developed for PsycINFO, ERIC, and Medline.  

One relevant article had been retrieved from ASP in a search conducted 

by another librarian.  In an attempt to make certain that this records 

was retrieved among my results, I modified by strategy accordingly. 

Results 

Number of records 

retrieved 
284 
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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 S6) Limi ters - Scholarly (Peer Reviewed) Journals; 

Published Date from: 198001-200905 (284) 

 

S7: (S1 and S3 and S4 and S5 and S6)  (292) 

 

S6: "experimental group" or "control group" or "intervention group" or "comparison group" 

(43,479) 

 

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

 

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

 

S3: AB intervention* (138,775) 

 

S1: SU health* or disab* or disease* or disorder* (1,015,510) 
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Primarily International  

 

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

Canadian Research 

Index 
CRI April 14, 2009 Katherine Hanz 

Notes about the Database 

Database supplier 

(e.g. Proquest) 

ProQuest 

Dates of db file used 

(e.g. 1996-2008/06) 

1982 to present 

Db update frequency 

(e.g. Quarterly) 

Monthly 

Other information 

about db coverage: 

(e.g. Incl. some full-

text) 

Indexes government documents and reports-Also known as ñMicrologò 

Notes about the Search 

Purpose of the search To find Canadian documents not retrieved in searching main databases. 

Comments on the 

strategy 

No documents were found with the following search: (cultural 

competen* or culturally competent or cultural awareness or cultural 

literacy or "cross cultural training" or cultural education or 

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

Cultur* was used in place 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) 

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

PDN(>1/1/1980) 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. 1996-2008/06) 
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 indexed, covering both research and practice 

oriented publications  

Some journals are available in full-text format 

Notes about the Search 

Purpose of the search To find Canadian documents not retrieved in searching main databases. 

Comments on the 

strategy 

Search results were limited to Scholarly journals only as CBCA-

Education also indexes magazines and other sources that would not be 

of use to this review. 

Results 

Number of records 

retrieved 
44 

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

44 documents found for: (cultur*) 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 search To find results from British Journals to compliment searches performed 

in more US-centric databases. 

Comments on the 

strategy 
Search strategy was developed by Alan Gomersall based on 

suggestions given by Katherine Hanz. 

Results 

Number of records 

retrieved 
3 

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

 

culturally competent or cultural competenc* or cultural awareness or cultural literacy or 

cross cultural training or cultural education" or transcultural* 

AND 

disorder* or disease* or disab*  

AND 

intervention* or educat* 

 

 

 

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

Australian Education 

Index 
AEI April 27, 2009 Alan Gomersall 

Notes about the Search 

Purpose of the search To find results from Australian journals to compliment searches 

performed in more US-centric 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) 

culturally competent or cultural competenc* or cultural awareness or cultural literacy or cross 

cultural training or cultural education" or transcultural* 

AND 

disorder* or disease* or disab*  

AND 

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 

Database supplier 

(e.g. Proquest) 

CSA 

Dates of db file used 

(e.g. 1996-2008/06) 

1984 onward 

Db update frequency 

(e.g. Quarterly) 

Monthly 

Other information 

about db coverage: 

(e.g. Incl. some full-

text) 

Francis covers a wide range of subjects in the humanities and social 

sciences, including education. 

Documents indexed include: Books, Conference Proceedings, Journal 

Articles, Reports, Theses and Dissertations 

Notes about the Search 

Purpose of the search To broaden the search to include a wider range of international 

documents. 

Comments on the 

strategy 

The intervention concept was not included in this search as the results 

were already fairly limited.  In an attempt to be as inclusive as possible 

with these international results, I decided not to narrow the results 
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further by adding a third concept. 

Results 

Number of records 

retrieved 
62 

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

Search Query #5  (KW=(disorder* or disab* or disease*)) 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: 1980-2009 

 

 

 

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

PAIS International PAIS April 27, 2009 Katherine Hanz 

 

Notes about the Database 

Database supplier 

(e.g. Proquest) 

CSA 

Dates of db file used 

(e.g. 1996-2008/06) 

1972 to present 

Db update frequency 

(e.g. Quarterly) 

Monthly 

Other information 

about db coverage: 

(e.g. Incl. some full-

text) 

Indexes books and journals dealing with political science, international 

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 search To locate international studies. 
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Comments on the 

strategy 

As results were fairly limited, the terms cultural* and transcultural* 

were searched rather than more specific terms, in an attempt to increase 

search results. 

Results 

Number of records 

retrieved 
39 

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 Gould 

 

 

Web Search Strategy: Sent April 15, 2009 

The first 96 results, and then google noted that the rest of the matches were repeat results. For 

the Yahoo search (we landed on 216 hits, yahoo filtered down to 154 to exclude duplicate hits). 

 

(ñcultural competencyò OR ñcultural competenceò OR ñculturally competentò) AND 

(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 Meta-Analysis  

(n=157) 

 

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

 

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, and metabolic 

control in Mexican Americans with type 2 diabetes. The Diabetes Educator, 26,  425- 

438. 

 

Duan, N., & Wells, K. (2004). Effects of primary care depression treatment on minority 

patients clinical status and employment. University of California, LA Neuropsychiatric 

Institute. 827-834. 

 

Fisher, D. G., & Lankford, B. A. (1996). Therapeutic community among Alaska natives. 

Journal of Substance Abuse Treatment, 13, (3), 265-271. 

 

Fitzgibbon, M. L., Stolly, M., Schiffer, L., Sharp, L., Singh, V., Van Horn, L., & Dyer, 

A. (2008). Obesity reduction black intervention trial (ORBIT) design and baseline 

characteristics. Journal of Womanôs Health, 17, (97), 1099-1110. 

 

Flaskerud, J. H., &  Hu, L., (1994). Participation in and outcome of treatment for major 

depression among low income Asian-American. Psychiatry Research, 53, 289-300. 

 

Gamst, G., Aguliar-Kitibutr, A., Herdina, A., Hibbs, S., Kristal, E., Lee, R., & Roberg, 

R., Effects of racial match on Asian American mental health consumer satisfaction. 

Mental Health Services Research, 5, (4), 197-208. 

 

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 Research, 16, (3), 373-381 

 

Kreuter, M., Jones, E., & Pritchett, S. (2005). Communicating the effectiveness of health 

promotion to state-level decision-makers and legislators: A directors of health promotion 

and education (DHPE) white paper. 1-21. 

 

Lau, A., Zane, N. (2000). Examining the effects of ethnic-specific services: an analysis of 

cost-utilization and treatment outcome for Asian American clients. Journal of Community 

Psychology, 28, (1), 63-77. 

 

Lin, J. C. H. (1994). How long do Chinese Americans stay in psychotherapy. Journal of 

Counseling Psychology, 41, (3), 288-291. 
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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 units. Psychiatric Services, 53, (7), 830-835.Michael, S., Sherbourne, C.,  

 

Miranda J, Schoenbaum M, Sherbourne C, Duan N., & Wells K. (2004) Effects of 

primary care depression treatment on minority patientsô clinical status and employment. 

Arch Gen Psychiatry. 1(8):827ï834.  

 

Ping-Tu, S., Taylor, V., Yasui, Y., Chun, A., Yip, M. P., Acorda, E., Li, l., & Bastani, R. 

(2006). Promoting culturally appropriate colorectal cancer screening through a health 

educator: A randomized controlled trial. Wiley Interscience, 107, (5). 959-966.  

 

Powe, B. D., Ntekop, E., & Barron, M. (2004). An intervention study to increase 

colorectal cancer knowledge and screening among community elders. Public Health 

Nursing, 21, (5). 435-442. 

 

Ryan E., Stephens, H., & Martenson, L., (2003). Effects of racial match on Asian 

American mental health consumer satisfaction. Mental Health Services Research, 5, (4), 

197-208. 

 

Samuel-Hodge, C. D., Fernandez , L. M., HenrŌquez-Roldan, C. F. Johnson, L. F., & 

Keyserling, T C., (2004). A comparison self-reported energy intake with total energy 

expenditure estimated by accelerometer and basal metabolic rate in African-American 

women with type 2 diabetes; Diabetes Care, 27, (3), 663-669. 

 

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: A randomized, controlled trial of a behavioral intervention to 

prevent sexually transmitted disease among minority women. The New England Journal 

of Medicine. 340, (2). 93-100. 

 

Simmons, D., Fleming, C., Voyle, J., Fou, F., Feo, S., & Gatland, B. (1998). A pilot 

urban church-based programme to reduce risk factor for diabetes among Western 

Samoans in New Zealand. Diabetic Medicine, 15, 136-142.  

 

Struthers, R., Hodge, F. S., Cora, L. D., & Cantrell, B. G. (2003). The experience of 

native peer facilitators in the campaign against type 2 diabetes. The Journal of Rural 

Health. 19, (2). 174-180. 

 

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

specific mental health programs in Los Angeles. American Journal of Public Health, 85, 

(5), 638-643. 
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Zane, Z., Sue, S., Chang, C., Hung, l., Huang, J, Lowe, S., Srinivasan, S., Chun, K., 

Kurasaki, K., & Lee, E., (2005). Beyond ethnic match: effects of client-therapist 

cognitive match in problem perception, coping, orientation, and therapy goals on 

treatments outcomes. Journal of Community Psychology, 33, (5), 569-585. 

 

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

 

Acevedo, V. (2008). Cultural competence in a group intervention designed for Latino 

patients living with HIV/AIDS. National Association of Social Workers, 33, (2), 111-120. 

 

Hinton, C. E., & Otto, M. W. (2006), Symptom presentation and symptom meaning 

among traumatized Cambodian refugees: relevance to a somatically focused cognitive-

behavior therapy. Cognitive and Behavioral Practice, 13, 249-250. 

 

Hwang, W., Wood, J. J., Lin, K., & Cheung, F. (2006) Cognitive-behavioral therapy with 

Americans: research, theory, and clinical practice. Cognitive and Behavioral Practice, 

13, 293-303. 

 

Perez, J, E., & Phill, M. (1999). Integration of cognitive-behavioral interpersonal 

therapists therapies for Latinos: and argument for technical eclecticism. Journal of 

Contemporary Psychotherapy. 29, (3), 169-183. 

 

Russell, C. L. (2006), Culturally responsive interventions to enhance immunosuppressive 

medication adherence in older African American kidney transplant recipients. Progress 

in Transplantation, 16, (3), 187-196  

 

Williams, J. K. (1995). Afro-Americans woman living with HIV infection, special 

therapeutic interventions for a growing population. Social Work in Health Care, 21, (2), 

41-53. 

 

C- Baseline Data Studies (n=4 studies) 

 

Brown, S., Upchurch, S. L., Alexandra, A., Sarah, A., Hains L. C. & Hains L. B. (1998). 

Symptom-related self-care of Mexican Americans with type 2 diabetes: preliminary 

findings of the Starr County diabetes education society. The Diabetes Educator, 24, 331-

339. 

 

Brown, S., & Hanis, C. (1999). Culturally competent education for Mexican Americans: 

The Star County study. The Diabetes Educator, 25, (2), 226-236. 

 

Keyserling, T. C., Ammerman, A. S., Samuel-Hodge, C. D., Ingram, A. F., Skelly, A. H., 

Elassy, T. A., Johnston, L. F., Cole, A. C., &  Henriquez-Rolddn, C. F. (2000). A 

diabetes program for African American women with type 2 diabetes. The Diabetes 

Editor, 26, 796-805. 
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Samuel-Hodge, C. D., Keyserling, T. C., France, R., Ingrum, A. F., Johnston, L. F., 
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Appendix F:  22 ñIncludedò Articles for Meta Analysis  

 
 

# 
 

Author  
 

Publication 

Year 

 

Study Design 

CC (Tx) vs. Control  

 

CC Intervention  
 

Language(s) 

 

 

Disability  
 

Target Population  

& Location  

 

1 
Baradaran,  

et al. 

2006 Diabetes education & care 

vs. Routine care 

  

Diabetes education 

program 

Urdu, Punjabi and 

Hindi 
Type 2 Diabetes  British South Asians 

(Glasglow, UK) 

 
2 

Brown, 

 et al.  

 

1992 Disability educational video tape 

vs. no video tape  
Diabetes education 

video tape 
Spanish Diabetes Rio Grande Valley, Texas, 

USA 

(Tex-Mex border community)  

 

3 
Brown, 

 et al. 

 

2002 Instructional and support group 

intervention 
TAU Spanish Diabetes 

 

Mexican-Americans 

(Tex-Mex border community) 

4 Comas Diaz,              

et al. 

1981 Cognitive & behavioral group 

therapy vs. routine care 

 

Cognitive & behavioral 

group therapy 
Spanish Depression  Puerto Rican Women 

(no specified location) 

5 Corkery,  

et al. 

1997  (Diabetes education 

 vs. Care as usual   
Diabetes education. vs. 

care as usual 
English & Spanish Diabetes Hispanic population 

(New York City NY, USA) 

 

6 
Gucciardi,  

et al 
2007 Individual counseling w/group  

therapy vs. individual counseling 

 

Indiv. vs. Indiv. &       

Group Education  
Portuguese Type II Diabetes Canadian Portuguese adults 

(Toronto Ontario, Canada) 

 

7 
Hinton,  

et al. 

  

2004 CBT (initial tx)  

Vs. CBT (delayed tx)  
Cognitive behavioral 

therapy (CBT) 
Vietnamese  

(both T & C) 
Treatment 

resistant PTSD &  

Panic Attacks 

Vietnamese refugees  

(Boston, MA, USA) 

 

8 
Hinton,  

et al. 

 

2005 CBT (initial)  

vs. CBT (delayed)  
Cognitive behavioral 

therapy (CBT) 
Cambodian  

(both T & C) 
Treatment 

resistant PTSD &  

Panic Attacks 

Cambodian refugees  

(Boston, MA, USA) 

 

9 
Hopper,  

et al. 
1984 Home health aide  

vs. routine care 
Home health aides English Diabetes  Predominantly  

African American 

 

10 
Keyserling, 

 et al. 

 

2002 Individual & community 

interventions 

 vs. clinic intervention  

Individual &community  

interventions w/peer 

counselors 

English Type II Diabetes African American  

Women  

(central North Carolina, USA) 

 

11 
Kopelowicz,  

et al. 

 

2003 Disease management skills training 

vs. customary care (CC) 
Disease management 

skills training 

 

Spanish  

(not specify                         

for control) 

Schizophrenia 

spectrum 

disorders  

Latinos 

(Los Angeles, CA, USA) 
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12 
Mendelson,             

et al. 

2008 Parish Nurse  

vs. care as usual (CU) 

 

Parish Nurse 

Intervention Program 
Spanish Gestational 

Diabetes  
Mexican American Women 

(California, USA) 

 

13 
Miranda,  

et al. 

 

2003 QI Meds & QI Therapy  

vs. managed primary care 
QI Meds 

 & QI Therapy 
English  

& Spanish 
Depression Latinos, African Americans, & 

Caucasians 

(location?) 

14  Otto,  

et al.  

2003 

 

CBT & Sertraline  

vs. sertraline alone 
Cognitive Behavioral 

Therapy & Sertraline 

drug therapy 

Khmer PTSD Cambodian refugees 

(USA) 
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et al. 
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Diabetes Self-Mgmt Spanish  Diabetes Low Income Spanish Speaking 

 

16 
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Hodge, et al. 

 

2009  Diabetes self mgmt:  individual 
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vs. minimal intervention & 

pamphlets on diabetes education 
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and phone w/Church 

diabetes advisors 

English Type 2 Diabetes African Americans 
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et al. 
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National Challenge 

Education Program Step 

Diet  

(cholesterol lowering 

diet program) 
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(both) 
Systemic Lupus 

Erythematosus 
African American, Hispanic,            

& Caucasian Women 

(Dallas, TX, USA) 

 

18 
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 et al. 
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psychoeducational sessions   

vs. individual support sessions 

Psycho education Korean 

(both T & C) 
Schizophrenia Korean Americans 

(USA) 

19 Telles,  

et al. 

1995 Behav. Family intervention 
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Behavioral Family 

Intervention 
Spanish Schizophrenia  Low income, Spanish-speaking 

(location?) 

 

20 
Van 

Servellen, et 

al. 

2003 Health Literacy & Treatment 

Enhancement Program  

vs. standard care 

Health Literacy & 

Treatment Enhancement 

Program   

English 

& Spanish 
HIV Infection  HIV Infected Latino Women 

and Men 

(Los Angeles, CA, USA) 

 

21 
Vincent,  

et al. 

 

2008  (Group sessions, (didactic, 

cooking demos, &  grp  support)  

vs. usual care & educ. @ clinic 

Diabetes Intervention Spanish Diabetes Mexican Americans 

(Tucson, AZ, USA) 

22 Vyas,  

et al. 

 

2003 Diabetes self mgmt  

vs. routine care 
Diabetes self 

management 
Urdu, Punjabi,  

& Bengali 
Diabetes  South Asians  

(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 Meta-Analysis 

 

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 unknown, 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 = On-line 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 (e.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 Group)? [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 additional individuals involved in the intervention received by the treatment group?  

0 = No (Skip to 12) 

1 = Yes 

2 = Cannot Tell (Skip to 12) 

 

11)  Who was involved? [List all individuals for whom information is reported in 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 the control group?  

0 = No (Skip to 15) 

1 = Yes 

2 = Cannot Tell (Skip to 15) 

 

14)  Who was involved? [List all individuals for whom information is reported in the study]:  

 

__________________________________________________________________________________________________ 

 

 

15)  What was the mean age of the treatment group? [Round to the nearest whole #. If unknown, enter 99] : _________ 

 

 

16)  What was the mean age of the control group? [Round to the nearest whole #. If unknown, enter 99): _________ 

 

 

17)  What was the mean age of the whole sample? [Skip to 18 if 15& 16 are available; round to the nearest whole #): ________ 

 

18)  What was the race/ethnicity of the treatment group? [Enter in percentages]  

________ Black (Specify: 1. African American; 2. African; 3. Caribbean: ____)  

________ Asian (Specify: 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):___________________________ 



 

147 | P a g e 

 

  

 

 

________ White 

________ Mixed 

________ Cannot Tell 

19) What was the race/ethnicity of the control group? [Enter in percentages]  

________ Black (Specify: 1. African American; 2. African; 3. Caribbean: ____)  

________ Asian (Specify: 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 

 

20)  What was the race/ethnicity of the whole sample? [Enter in percentages; skip to 21 if 18 and 19 are available] 

________ Black (Specify: 1. African American; 2. African; 3. Caribbean: ____)  

________ Asian (Specify: 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 modal gender of the whole sample? [Skip to 24 if 21 and 22 are available]  

1 = Male 

2 = Female 

3 = Both 

4 = Cannot Tell 

 Skip 

 Skip 
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24)  What was the gender distribution of the treatment group? [Enter in percentages]  

________ Male  

________ Female 

________ Cannot Tell 

25)  What was the gender distribution of the control group? [Enter in percentages]  

________ Male  

________ Female 

________ Cannot Tell 

 

26)  What was the gender distribution of the whole sample? [Enter in percentages; skip to 27 if 25 and 26 are available] 

________ Male  

________ Female 

________ Cannot Tell 

 

27) What was the predominant disability/health condition of the treatment group?  

1 = Developmental disability 

2 = Hearing-impairment 

3 = Visual impairment 

4 = Physical disability  

5 = Mental illness (e.g., schizophrenia, depression, PTSD) 

6 = Chronic illness (e.g., diabetes, cancer, HIV/AIDS) 

7 = Cannot Tell 

8 = Other (Specify):___________________________________________ 

 

28)  What was the predominant disability/health condition of the control group?  

1 = Developmental disability 

2 = Hearing-impairment 

3 = Visual impairment 

4 = Physical disability  

5 = Mental illness (e.g., schizophrenia, depression, PTSD) 

6 = Chronic illness (e.g., diabetes, cancer, HIV/AIDS) 

7 = Cannot Tell 

8 = Other (Specify):___________________________________________ 

 

29)  What was the predominant disability/health condition of the whole sample? [Skip to 30 if 27 and 28 are available] 

1 = Developmental disability 

2 = Hearing-impairment 

3 = Visual impairment 

4 = Physical disability  

5 = Mental illness (e.g., schizophrenia, depression, PTSD) 

6 = Chronic illness (e.g., diabetes, cancer, HIV/AIDS) 

7 = Cannot Tell 

8 = Other (Specify):___________________________________________ 

 

30)  What was the primary (i.e., modal) educational level of treatment group? 

1 = High School or less  

2 = Some college or more 

3 = Cannot Tell  

 

31)  What was the primary (i.e., modal) educational level of control group? 

 Skip 

 Skip 
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1 = High School or less  

2 = Some college or more 

3 = Cannot Tell 

 

32)  What was the primary (i.e., modal) educational level of the whole sample? [Skip to 33 if 30 and 31 are available] 

1 = High School or less  

2 = Some college or more 

3 = Cannot Tell 

33)  What was the primary (i.e., modal) employment status of the treatment group?  

1 = Employed 

2 = Unemployed 

3 = Cannot Tell 
 

34) What was the primary (i.e., modal) employment status of the control group?  

1 = Employed 

2 = Unemployed 

3 = Cannot Tell 

 

35)  What was the primary (i.e., modal) employment status of the whole sample? [Skip to 36 if 33 and 34 are available] 

1 = Employed 

2 = Unemployed 

3 = Cannot Tell 
 

36)  What was the primary (i.e., modal) living arrangement of the treatment group?  

1 = Living with family 

2 = Living independently 

3 = Cannot Tell 
 

37)  What was the primary (i.e., modal) living arrangement of the control group?  

1 = Living with family 

2 = Living independently 

3 = Cannot Tell 

 

38)  What was the primary (i.e., modal) living arrangement of the whole sample? [Skip to 39 if 36 and 37 are available] 

1 = Living with family 

2 = Living independently 

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/Divorced/Separated/Widow 

2 = Married 

3 = Cannot Tell 
 

41)  What was primary marital status of the whole sample? [Skip to 42 if 39 and 40 are available] 

1 = Single/Divorced/Separated/Widow 

2 = Married 

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 

 Skip 

 Skip 

 Skip 

 Skip 
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3 = High 

4 = Mixed 

5 = Cannot Tell 
 

43)  What was the SES of control group?  

1 = Low 

2 = Middle 

3 = High 

4 = Mixed 

5 = Cannot Tell 

 44)  What was the SES of the whole sample? [Skip to 45 if 42 and 43 are available] 

1 = Low 

2 = Middle 

3 = High 

4 = Mixed 

5 = Cannot Tell 

 

45)  What was (were) the language(s) spoken by the treatment group? [This is the language spoken by the recipients, not the 

language used in the intervention]:  
 

__________________________________________________________________________________________________ 

 

46)  What was (were) the language(s) spoken by the control group? [This is the language spoken by the recipients, not the 

language used in the intervention]:  
 

__________________________________________________________________________________________________ 

 

47)  What was (were) the language(s) spoken by the whole sample? [This is the language spoken by the recipients, not the 

language used in the intervention; skip to 48 if 45 & 46 are available]:  

 

__________________________________________________________________________________________________ 

 

C. Methodology and Research Design 

 

48)  What did the control group receive? 

[The difference between óreceived nothingô and ótreatment as usualô hinges on whether or not the two groups have an 

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 usual (Specify): ____________________________________________________________________ 

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 ingredient) 

07 = Weak alternate treatment (control is not really a ñcontrol,ò but another treatment different than ñusualò treatment being 

compared with the focal treatment; must be a very dilute dose or a ñstraw manô not expected to perform well) 

08 = Substantial alternate treatment (same 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 was based? 

1 = Individual client/consumer with disability/health condition (i.e., some assigned to treatment, some to control group) 

2 = Service provider/professional  

3 = Medical/community facility (i.e., whole clinic, etc. assigned to treatment, comparison groups) 

4 = Geographic region 

5 = Other (Specify):_________________________________________  

6 = Cannot Tell  

 Skip 

 Skip 
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50)  How were subjects assigned to treatment and control groups? 

ǅ Random or quasi-random: 

01 = Randomly after matching, yoking, stratification, blocking, 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 matching [Includes also cases such as when every other person goes to the control group] 

03 = Regression discontinuity; quantitative cutting point defines groups on some continuum [This is rare] 

04 = Wait list control or other such quasi-random procedures presumed to produce comparable groups (no obvious 

differences) [This applies to groups which have individuals apparently randomly assigned by some naturally occurring 

process, e.g., first person to walk in the door] 

ǅ Nonrandom, but matched (control group selected to match treatment group): 

05 = Matched on pretest measures of some or all variables used later as outcome measures (individual level) 

06 = Matched on demographics: big sociological variables like age, sex, ethnicity, SES (Individual level) [If matched on both 

personal characteristics and demographics call it the former not the latter] 

07 = Matched on personal characteristics such as self-esteem, family history of illnesses, risk factors, etc. other than 

dependent variables used later as outcome measures (Individual level) 

08 = Equated groupwise (e.g., picking an intact clinic with similar characteristics to treatment clinic: e.g., mean age of groups 

are equal) 

ǅ Nonrandom, no matching: 

09 = Originally random or quasi-random but with refusals, exclusions, selections, or other degradations after assignment and 

before treatment starts amounting to 10 to 15% of group or more [This does not refer to attrition after treatment begins, only 

between point of assignment and onset of treatment, e.g., groups selected randomly from clinic patient list but many refuse to 

participate in offered treatment. Treatment drop-out issues are coded elsewhere] 

10 = Individual selection on basis of need, volunteering, convenience, or some other such factor 

11 = Convenience comparison groupwise 

12 = Other (Specify): __________________________________________________________ 

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 tell) 

 

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 results of equivalence comparisons? [Look for statistical differences (e.g., p values, comments by 

authors on specific variables, etc.] 

[For the rating below, an ñimportantò difference means a difference on most of the variables or on a major variable, or large 

differences; major variables are those likely to be related to disability conditions, e.g., sex, age, ethnicity, SES, etc]  

1 = No comparisons made 

ǅ Results 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 

ǅ Results of descriptive 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 the total 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 = 0.75. Approximate (or exact) duration of treatment from first treatment 

event to last treatment event, excluding follow-ups designated as such. Estimate, if necessary. If unknown, enter 999]  

Total # of Hours: ________________       Range______________________ 

 

56)  What was the total 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 = 0.75. Approximate (or exact) duration of treatment from first treatment 

event to last treatment event, excluding follow-ups designated as such. Estimate, if necessary. If unknown, enter 999]  

Total # of Hours: ________________     Range______________________ 
 

 

57)  What was the total duration of the intervention for the whole sample? [Code in fractions of an hour to the nearest 15 

minutes, e.g., One and a half hour = 1.5; 45 minutes = 0.75. Approximate (or exact) duration of treatment from first treatment 

event to last treatment event, excluding follow-ups designated as such. Estimate, if necessary. If unknown, enter 999. Skip to 58 if 

55 & 56 are available]  

Total # of Hours: ________________     Range______________________ 

 

58)  Was the span of time in which the intervention was delivered to the treatment group? 

1 = One session 

2 = One day 

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 
 

59)  Was the span of time in which the intervention was delivered to the control group? 

1 = One session 

2 = One day 

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 
        

60)  Was the span of time in which the intervention was delivered to the whole sample? [Skip to 61 if 58 & 59 are available] 

1 = One session 

2 = One day 

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 that apply]  

c  Researcher 

c  Educator 

c  Service provider (e.g., counselor, physician, psychologist) 

c  Cultural competency trainer 

c  Relative 

c  Other (Specify):______________________________________ 

 Skip 

 Skip 
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c  Cannot Tell 
 

62)  Who delivered the intervention to the control group? [Select all that apply]  

c Researcher 

c  Educator 

c Service provider (e.g., counselor, physician, psychologist) 

c  Cultural competency trainer 

c Relative 

c Other (Specify):______________________________________ 

c Cannot Tell 
 

63)  Who delivered the intervention to the whole sample? [Select all that apply; skip to 64 if 61 & 62 are available] 

c  Researcher 

c  Educator 

c  Service provider (e.g., counselor, physician, psychologist) [Continue on next page] 

c  Cultural competency trainer 

c  Relative 

c  Other (Specify):______________________________________ 

c  Cannot Tell 
 

64)  What was the race/ethnicity of the provider who the delivered the intervention to the treatment group? [Enter in 

percentages]  

________ Black (Specify: 1. African American; 2. African; 3. Caribbean:____)  

________ Asian (Specify: 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 the provider who the delivered the intervention to the control group? [Enter in 

percentages]  

________ Black (Specify: 1. African American; 2. African; 3. Caribbean:____)  

________ Asian (Specify: 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 

 

 Skip 
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66)  What was the race/ethnicity of the provider who the delivered the intervention to the whole sample? [Enter in 

percentages; skip to 67 if 64 & 65 are available] 

________ Black (Specify: 1. African American; 2. African; 3. Caribbean:____)  

________ Asian (Specify: 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 received by the treatment group take place?  

1 = Hospital/Clinic  

2 = Rehabilitation facility 

3 = Mental health facility 

4 = Nursing home 

5 = Community center 

6 = Independent living center 

7 = Other(s):_______________________________________________ 

8 = Cannot 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 = Other(s):_______________________________________________ 

8 = Cannot Tell 

 

69) Where did the intervention received by the whole sample take place? [Skip 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 = Other(s):_______________________________________________ 

8 = Cannot Tell 

 

70) What was the primary (i.e., modal) educational level of the provider(s) working with the treatment group?  

1 = Less than high school  

2 = High school diploma or GED 

3 = Some college 

4 = Undergraduate degree 

5 = Graduate degree 

 Skip 

 Skip 
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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 school  

2 = High school diploma or GED 

3 = Some college 

4 = Undergraduate degree 

5 = Graduate degree 

6 = Mixed  

7 = Cannot Tell 

 

72) What was the primary (i.e., modal) educational level of the provider(s) working with the whole sample? [Skip to 73 if 70 

& 71 are available] 

1 = Less than high school  

2 = High school diploma or GED 

3 = Some college 

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 important characteristics 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) Was the intervention provided to the treatment group in a language other than English? 

0 = No (Skip to 76) 

1 = Yes 

2 = Cannot Tell (Skip to 76) 

 

75)  What language(s) was (were) used during the intervention delivered to the treatment group? 
 

__________________________________________________________________________________________________ 

 

76)  Was the intervention provided to the control group in a language other than English? 

0 = No (Skip to 78) 

1 = Yes 

2 = Cannot Tell (Skip to 78) 
 

77) What language(s) was (were) used during the intervention delivered to the whole sample? 
 

__________________________________________________________________________________________________ 

 

 

78)  Was the intervention provided to the whole sample in a language other than English? [Skip to 79 if 74 & 76 are 

available] 

0 = No (Skip to 80) 

1 = Yes 

2 = Cannot Tell (Skip to 80) 
 

79)  What language(s) was (were) used during the intervention delivered to the treatment group? 
 

 Skip 

 Skip 
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__________________________________________________________________________________________________ 

 

80)  What cultural competence elements were part of the intervention? [Select all that apply]  

c  Disability/disease management  

c  Culturally adapted mental health, rehabilitation or treatment interventions  

c  Racial/ethnic match of consumer and provider 

c  Language or linguistic matching via bilingual/multilingual staff 

c  Language or linguistic matching via use of interpreters 

c  Language or linguistic matching via use of translated written materials 

c  Cultural concepts, values, examples are included in the intervention (collectivism, story-telling, etc.) 

c  Health literacy or disability literacy (e.g., charts, diagrams, pictures, etc.) 

c  Use of culturally tailored media tools (e.g., videos, ethnic newspapers) 

c  Health promotion or disease prevention efforts 

c  Immersion in a multicultural environment 

c  Consultation/collaboration or partnerships with family members, community leaders or spiritual leader 

c  Outreach to ethnically, racially, linguistically, and economically diverse communities  

c  Other(s) (Specify):____________________________________________________ 
 

   

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 addressed in the framework (e.g., critical awareness, skills development, 

organizational supports, etc.)? 
 

__________________________________________________________________________________________________ 

 

F. Overall Assessment 

 

83)  Describe the intervention (Treatment group) 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

84)  Describe the intervention (Control 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: ____/____/____ 

 

II. EFFECT SIZE LEVEL CODING SCHEME   

[Complete section II for each outcome measure identified]  

 

  A. Study identification 

 

1) Study ID number [Copy same ID number previously entered] : ___________________ 

 

2) Effect size number:__________ 

 

  B. Outcome measure Information 

 

3) What type of outcome was measured? [Select  only one at a time and complete Section II for each outcome]  

01 = Access to the rehabilitation system 

02 = Service use in rehabilitation system 

03 = Disease management or disability management 

04 = Service acquisition 

05 = Satisfaction with services 

06 = Consumer awareness 

07 = Consumer knowledge 

08 = Consumer skills 

09 = Provider-consumer 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 = Patient/client health status and/or functionality 

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/participation 

22 = Isolation 

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 = Self-efficacy or sense of mastery 

31 = Other (Specify):___________________________________________________ 

 

4) What type of measure was used in the study? 

1 = Psychometric/standardized, multi-item (e.g., achievement, attitude, MMPI)  

2 = Criterion referenced or goal setting; mastery; behavioral objectivesðtest, 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.g., number of screenings) 

7 = Projective test (e.g., TAT, Rorschach) 

 

8 = Biological/psychological 

9 = Cannot Tell 

10 = Other (Specify):______________________________________________________________________ 

 

5) What was the origin of the measure? 
1 = ñOff the shelfò named measure or scale 

2 = Taken intact from other research, not in general use 

3 = Adapted or modified from other source 

4 = Pre-existing records or archives  

5 = New instrument apparently developed for the study 

6 = Cannot Tell 

7 = Other (Specify):______________________________________________________________________ 
 

6) What was the name of the scale or instrument used/adapted? 

 

__________________________________________________________________________________________________ 

7) What was the primary source of information for the measure? [Who completed the measure?] 

1 = Individual receiving intervention (Self-report) 

2 = Relative of the individual receiving intervention 

3 = Individual delivering the intervention 

4 = Researchers acting as observers, raters, etc. (did not 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 of d as reported in source? [Use two decimal with algebraic sign in front]?: ____________ 

0 = No  

1 = Yes 
 

10) What type of statistical test was used for T-C difference? 

1 = No test done 

2 = Kind of test not reported  

3 = t, F, Z, or r (parametric, no partialling or variance adjustment) 

4 = Chi-square test 

5 = Other nonparametric test (e.g., Mann-Whitney U) 

6 = Test adjusts for covariate, not pretest (e.g., ANCOVA, covariate blocking) 

7 = Test adjusts for pretest (e.g., ANCOVA with pretest covariate, repeated measures design, t-test using gain scores) 

8 = Other (Specify):____________________________________________________________________ 

9 = Cannot Tell 
 

11) Was the T-C difference statistically significant? [Report what the author claims at whatever 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 collection (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 = Cannot Tell  

13) What was the timing of data collection (or, if archival, referent data) relative to end of intervention (post-test)? 

1 = After intervention (Specify # of days following intervention: _______) 

2 = During intervention (Specify # of days of after the beginning of intervention: _______) 

3 = Cannot Tell  

 

14) What was the timing of data collection (or, if archival, referent data) relative to end of intervention (follow up)? 

1 = After intervention (Specify # of days following post-test: _______) 

2 = Cannot 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 computed? [Code 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 effect sizes are the 

first reported comparison between the groups following the intervention. Code any effect sizes measured at future points in 

time as follow-up comparisons] 

1 = Pretest comparison, including risk factors (e.g., sex, race/ethnicity) 

2 = Posttest comparison  

3 = Follow-up comparison 

4 = Pretest/posttest comparison 

 

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 standard deviations are reported, use 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 treatment group 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 size? [Use two decimals with algebraic sign in front]:___________________________________ 
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20) What was the direction of the effect size? [A positive ES reflects a more favorable outcome in the treatment group, e.g., 

higher self-esteem, 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 report only 

 

21) How was the d index derived? 

1 = Numerator and denominator separately  

2 = Directly from test statistic or p-value (Skip to 23) 

3 = Not able to be derived  

 

22) How was the numerator of the d index derived? [Equation numbers correspond to Lipsey & Wilson 2001, pp. 199-200] 

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 from a grouped frequency distribution (Eq. 7) 

05 = Covariate or regression adjusted means w/pre-test only as covariate (Eq. 12) 

06 = Covariate or regression adjusted means w/baseline control measure(s) other than pre-test (Eq. 12) 

07 = Covariate or regression adjusted means w/both pre-test and baseline control measure(s) as covariates (Eq. 12) 

08 = Unadjusted proportions (Eq. 22) 

09 = Proportions with pre-test proportions subtracted (Eq. 22) 

10 = Other (Specify):________________________________________________________ 

 

23) How was the denominator of the d index derived? [Enter response and skip to 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 sizes for each group plus t statistic (Eq. 15) 

5 = Standard error of mean and sample size for each group (Eq. 16) [SEs can be derived from confidence intervals] 

6 = Other (see Eqs. 17-20; Specify): ______________________________________________ 

 

24) How was d-index derived? .1 for test statistic, .2 for exact p-value and .3 for crude p-value for each variable? 

01 = Independent groups t statistic with separate control and treatment ns (Eq. 2) 

02 = Independent groups t statistic with total N (Eq. 3) 

03 = F statistic from one-way ANOVA with two groups with separate control and treatment ns (Eq. 4) 

04 = F statistic from one-way ANOVA with two groups with total N (Eq. 5) 

05 = Chi-square statistic (1 df) (Eq. 23) 

06 = Phi coefficient (Eq. 24) 

07 = Unadjusted odds ratio (see 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 for group comparison) 

11 = t statistic from single group dependent t-test/F statistic from equivalent repeated-measures ANOVA 

12 = ANCOVA/MR w/pre-test 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 pre-test and other baseline measures as controls (1 df F statistic or t statistic or odds ratio for 

appropriate group comparison dummy variable in MR) 

15 = Other (Specify): _______________________________________________________ 

 

25) What is the overall confidence of judgment on the effect size value? 

Confidence guidelines: 

1) High Estimation--have N and crude p value only, e.g., p < .10, and must reconstruct 
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2) Moderate Estimation--have complex but relatively complete stats, e.g., multiple regression, LISREL, multifactor ANOVA 

etc. as basis for estimation 

3) Some Estimation--have unconventional statistics and must convert to equivalent t-values or have conventional statistics but 

incomplete, e.g., exact p level only 

4) Slight Estimation--significance testing statistics rather than descriptive statistics, but have complete stat conventional sort 

5) No Estimation--have descriptive data; can calculate ES directly 

 

High 

Estimation 

Moderate 

Estimation 

Some  

Estimation 

Slight  

Estimation 

No  

Estimation 
Cannot Tell 

1 2 3 4 5 6 

  D. Risk of Bias Assessment 

 

26) Adequate sequence generation: Was the 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 adequately prevented 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 free of suggestion of selective outcome reporting? 

0 = No 

1 = Yes 

2 = Unclear 

 

31) Free of other bias (e.g., 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 and post-test for treatment group? [In percentage]:________________ 

 

33) What was the attrition rate between post-test and follow up for treatment group? [In percentage; if no follow 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 and post-test for control group? [In percentage]:________________ 

 

35) What was the attrition rate between post-test and follow up for control group? [In 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 and post-test for the whole sample? [In percentage]:________________ 

 

37) What was the attrition rate between post-test and follow up for the whole sample? [In percentage; if no follow up available, 

enter 888; if follow up was available, but attrition rate was not reported, enter 999; if 32 to 35 are  available, skip to the set 

up table ] :________________

 Skip 
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Set Up for Effect Size Extraction-Continuous Data 

Outcome 

# 

Group 

(T or C) Pre Mean Pre SD Pre n 

Post 

Mean Post SD Post n Diff . p-value F test t-test 
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Appendix H:  Key Features of 22 Studies 

 
Author  Pub-

lica-

tion 

Year 

 

Purpose 

Distinguishing 

Feature of 

Qualifying Study 

(All Tx - CC 

adapted) 

 

Study  

Participants 

 

Key 

Variables 

 

Research 

Design- RCTs 

 

Study  

Outcomes 

Int er-

vention 

or Not 

 

Time  

Frame 

Baradaran 

et al. 

2006 Develop CC 

educational 

intervention 

programme for 

South Asians 

with Type 2 

diabetes. 

Determine 

whether 

culturally tailored 

intervention 

could produce an 

improvement, 

and  whether  

improvement was 

greater than 

background 

changes in 

knowledge in 

comparison 

groups. 

18 educational 

sessions in 6 

separate 

programmes. 

Modified 

questionnaire was 

used to measure 

the knowledge, 

attitudes, and 

practice of 

diabetes before 

and after 

intervention. 

Controlled trial of 

South Asians and 

studied White 

population of 

comparative 

purposes. 

145 South 

Asian patients  

(85 Pakistani, 

33 Indian, 27 

White)  

Intervention 

groups of 59 

and all white 

comparison 

group of 27 

Survey 

Pre/Post Test 

of knowledge 

and attitudes 

of Type 2 

Diabetes 

Randomised 

controlled study 

in all day care 

centres and 

three general 

practice 

registers with 

high proportion 

patients from 

the different 

ethnic minority 

groups in 

Glaslow, 

Scotland. 

No differences in 

initial responses 

were found between 

those who completed 

the second 

assessment and those 

who did not. The 

intervention group 

showed significant 

improvements in 

scores for Know-

ledge (+12.5%); 

Attitudes towards 

seriousness(+13.5%); 

complications 

(+8.1%); Practice 

(+20%). Also 

changes in the ethnic 

control groups 

scores; respectively 

+5.0%, +16.3#, 

+1.5%, +1.7%. The 

single white control 

group also showed 

some improvements 

but the differences in 

improvements be-

tween these two 

control groups were 

not significant. 

Inter-

vention. 

18 sessions. 
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Overall, the improve-

ment seen was 

similar in both 

intervention and 

ethnic control groups 

and there was no 

significant difference 

in the amount of 

change. 

Brown 

et al. 

1992 To pilot test the 

effectiveness of a 

diabetes 

education 

videotape 

culturally 

tailored for 

Spanish speaking 

individuals in a 

border 

community. 

Video tape made 

in local Spanish 

dialect with a 

companion; 

English voice-

over editions; 

Graphics with 

voice support and 

repetition of 

familiar concepts;  

Use  of familiar 

scenes and people 

from the area; 

Emphasis on 

family health and 

shared response- 

bility for health 

maintenance; 

Religious leaders 

appear, 

encouraging 

individual and 

family 

responsibility. 

30 Spanish-

speaking 

Hispanic 

diabetic adults 

in a rural 

Texas-Mexico 

border 

community. 

Knowledge 

test post video 

tape plus 20-

item 

knowledge 

test and 

interview data 

to assess 

acceptability 

of video tapes. 

Random 

assignment. 

Control versus 

experimental 

trial. test before 

or after viewing 

tape. 

Interviews with 

subjects indicated 

enthusiastic 

acceptance of the 

videotape as a means 

of transmitting 

diabetes information. 

Positive effect size 

on diabetes 

knowledge. 

Inter-

vention. 

15 minute 

video (short 

term 

knowledge 

measurement) 

Brown 

et al. 

2002 To determine 

effects of 

Cultural 

Competency 

Instructional 

sessions on 

nutrition, self-

monitoring of 

256 randomly 

selected 

individual 

with Type 2 

Demographic 

and diabetes-

related 

outcomes. 

Randomized, 

repeated 

measure study. 

Experimental group 

showed lower levels 

of HbA1c and fasting 

blood glucose, and 

Inter-

vention. 

4 year 

Diabetes 

Education 

Study. 



 

166 | P a g e 

 

diabetes 

management 

education in 

Mexican 

Americans with 

type2 diabetes. 

blood glucose, 

exercise, and self 

care. 

diabetes, 35 to 

75 years of 

age. 

higher diabetes 

knowledge scores. 

Comas-

Diaz et al. 

1981 Comparison of a 

control, a 

cognitive, and a 

behavior therapy 

group in the 

reduction of 

depression in 

low-income 

Puerto Rican 

women. 

Three treatment 

condition groups: 

All administered 

Beck Depression 

Inventory in 

Spanish. Revised 

version of 

Hamilton rating 

Scale for 

Depression. 

26 low 

income, 

unemployed 

Puerto Rican 

women with 

depression. 

Mean age of 

38.  Average 

of 6 years of 

education.  

Treatment 

group type: 

Behavioral 

(restoring 

schedule of 

positive 

reinforcement 

for clients by 

training them 

to emit 

behaviors that 

are likely to 

be positively 

reinforced and 

intrinsically 

rewarding). 

Cogntive 

therapy 

(examination, 

evaluation, 

and modifi-

cation of 

depressive 

cognitions), 

and Waiting 

list/ control 

(test results 

just from 

assessment 

procedures).  

 

Randomised 

control trial: 

random 

assignment of 

participants into 

cognitive 

therapy group, 

behavior 

therapy group 

and 10 to 

waiting 

list/assessment 

group. 

Significant reduction 

in depression for 

therapy groups and 

no significant 

differences between 

the behavior and 

cognitive 

approaches. 5 week 

follow up  shows 

alleviation of 

depression 

maintained, with a 

slight advantage for 

the behavioral 

approach. 

Inter-

vention. 

Five treatment 

sessions,1.5 

hours each, 

over a period 

of 4 weeks. 
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Corkery et 

al. 

1997 Determine the 

effect of a 

bicultural 

community 

health worker on 

completion of 

diabetes 

education in an 

inner-city 

Hispanic patient 

population and to 

evaluate the 

impact of 

completion of 

the education 

program on 

patient 

knowledge, self-

care behaviors, 

and glycemic 

control. 

Bicultural 

community health 

care worker 

(Spanish 

speaking, familiar 

with community 

institutions). 

64 patients, 

older than 20 

years and in 

need of 

diabetes 

education. 

End-of-

treatment 

behavior 

scores, 

knowledge 

scores, and 

glyco-

hemoglobin 

levels testing 

for the effect 

of CHW 

assignment. 

Patients 

randomized into 

CHW 

intervention and 

non-CHW 

intervention 

groups. All 

patients 

received 

individualized 

education from 

certified 

diabetes nurse 

educator. 

80% of CHW 

completed education 

program, 47% 

without dropped out. 

Knowledge level and 

selected self-care 

practice significantly 

improved and 

glycohemoglobin 

levels improved from 

a baseline level of 

11.7% to 9.9% at 

program completion. 

(CHW showed 

significant effect on 

program completion, 

not on knowledge, 

self-care behavior, or 

glycohemoglobin 

outcomes). 

Inter-

vention. 

Indivi-

dualized 

education time 

of 3.4 months 

(0.9 - 5.4 

months range). 

Gucciardi 

et al. 

2007 Impact of adding 

Cultural 

Competency 

group education 

to individual 

counseling for 

nutrition 

adherence and 

glycemic control.  

Impact of 2 CC 

diabetic 

education 

methods, 

individual 

counseling with 

group education 

Counseling and 

group classes. 

Portuguese 

speaking dietician 

and nurse 

educators, family 

accompaniment, 

visual aids, low 

literacy level 

educational 

resources, hands-

on interactive 

activities 

highlighting 

Portuguese foods.  

61 patients:  

36 in 

counseling 

only 25 in 

counseling 

with group 

educational  

intervention. 

Nutrition 

adherence and 

glycemic 

control, paired 

t-tests. 

3 month 

randomized 

controlled trail 

design.  

Experimental 

received 

counseling in 

conjunction 

with grouped.  

All measures 

improved in three 

month-study. 

Experimental greater 

improvement in all 

measures, except no 

dif in glycemic 

control. 

Yes 

(Canada). 

3 months. 
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on nutritional 

adherence and 

glycemic control. 

Impact 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 made 

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 

orthostatic-

associated 

panic attacks, 

neck and 

orthostasis 

panic-

associated 

flashbacks, 

anxiety and 

depression 

Repeated 

measure, cross-

over design. 

Severity of culturally 

related neck-focused 

and orthostatic-cured 

panic attacks, 

including flashbacks 

associated with 

subtype, improved 

across treatment. 

Greater improvement 

in IT condition, with 

large effect sized for 

all outcome 

measures: fear of 

anxiety-related 

somatic sensation, 

PTSD severity, neck- 

and orthostasic-

associated panic 

attacks, neck 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 

et al. 

2004 Examine 

feasibility, 

acceptability, 

and therapeutic 

efficacy of a 

culturally 

adapted 

cognitive 

behavior therapy 

for twelve 

Vietnamese 

refugees with 

treatment-

resistant 

posttraumatic 

stress disorder 

and panic 

attacks.  

Community based 

outpatient clinics 

provided 

specialized 

services to non-

English speaking 

Cambodian and 

Vietnamese 

refugees. 

Translated 

outcome measures 

into Vietnamese. 

Vietnamese social 

workers and staff 

provided 

translation and 

cultural 

consultation. 

12 Vietnamese 

Refugees with 

PTSD. 

Severity of 

headache and 

orthostasic-

associated 

panic attacks. 

Changes in 

outcome 

measure 

evaluations. 

Random 

assignment: two 

cohorts of 6 

each, one 

immediate 

treatment and 

other delayed 

CBT treatment. 

Significant 

improvement, with 

large effect sizes for 

all outcome 

measures: Harvard 

Trauma 

Questionnaire, 

Anxiety Sensitivity 

Index, Hopkins 

Symptom Checklist, 

anxiety subscale, and 

Hopkins Symptom 

Checklist depression 

subscale scores. The 

severity of culturally 

related and headache-

and orthostasis-cued 

panic attacks 

improved 

significantly across 

treatment. 

Inter-

vention. 

Testing at 2 

week 

intervals, 11 

sessions over 

36 week span. 

Hopper 

et al. 

1984 Examination of 

impact of home 

health aides on 

the health status 

and utilization 

patterns on low-

income diabetic 

clinic patients. 

Aides were black 

women and city 

residents trained 

by staff from the 

clinic. 

227 adults 

(over age 18) 

confirmed 

with diagnosis 

of diabetes 

mellitus, use 

of insulin or 

hypoglycemic 

agents, regular 

clinic 

Usage of 

home health 

care aide vs. 

average FBS, 

knowledge of 

Diabetes 

Treatment 

Index, Social 

Support for 

Diabetes 

Random 

assignment of 

subjects to 

Group A 

(routine care) 

and Group B 

(offered home 

health aide 

services). 

Significant increase 

in eye clinic 

appointments as well 

as greatest decline in 

FBS for those who 

utilized home health 

care aides. 

Inter-

vention. 

18 months.J11 
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attendance in 

1978. 

Index, and 

clinic 

attendance. 

Keyser-

ling et al. 

2002 To determine 

whether a 

culturally 

appropriate 

clinic- and 

community-

based  

intervention for 

African-

American 

women with type 

2 diabetes will 

increase 

moderate-

intensity  

physical activity 

(PA).          

"New Leaf" 

program for 

healthy living. 

combined 

traditional clinic-

based counseling 

with a coordinated 

community  

component using 

peer counselors 

(22)  

and included 1) a 

PA component 

developed to 

increase 

moderate-

intensity PA to  

a cumulative total 

of 30 min a day, 

2) a dietary 

component 

designed to 

decrease total and 

saturated fat 

intake and to im-  

prove control and 

distribution of 

carbohydrate 

intake, and 3) a 

diabetes care  

component 

addressing 

various aspects of  

diabetes self-care.  

200 African 

American 

women (at 

least 40 years 

old) 

randomized to 

three groups,  

Totals of 175 

(88%) and 167 

(84%) 

participants 

completed PA 

assessment at 

6 and 12 

months, 

respectively.  

PA 

Assessment at 

6 and 12 

months (main 

outcome 

measure). 

Health 

screening 

results. 

Randomized 

controlled trial 

con-  

ducted at seven 

practices in 

central North 

Carolina, 200 

African-

American 

women, 40 

years of  

age with type 2 

diabetes, were 

randomized to 

one of three 

treatment 

conditions: 

clinic and  

community 

(group A), clinic 

only (group B), 

or minimal 

intervention 

(group C). 

The primary study 

outcome was the 

comparison of PA 

levels between 

groups assessed at 6 

and 12 months by 

accelerometer, which 

was worn while 

awake for 7 days.   

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. Comparing 

group A with C, the 

average for the 6- and 

12-month differences 

in 

adjusted means for 

PA was 44.1 kcal/day 

(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 

difference ap-

proached statistical 

significance at 6  

Inter-

vention. 

6 and 12 

month 

assessments. 
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months (P  0.095) 

and was significant at 

12 months ( P 0. 

019). Comparing  

group B with C, the 

difference was sta-

tistically significant 

at 6 months ( P   

0.036).  

 

The percentage of 

calories from 

saturated fats,  

dietary cholesterol 

intake, and total        

energy intake de-

creased in all groups, 

but the comparisons 

of adjusted means at 

6 months were not 

statistically 

significant, with P 

values for overall 

group effect of  

0.98, 0.18, and 0.85, 

respectively assessed 

with two scales. For 

glycosylated 

hemoglobin and total 

and HDL cholesterol, 

there were minimal  

changes during 

follow-up, with P 

values were not 

statistically 

significant (0.13 and 

0.067, respectively). 
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Changes in the Social 

Well-Being scale 

were small  

overall group effect 

of 0.73, 0.51, and  

0.15, respectively. 

From baseline to 12-  

month follow-up, 

weight increased 

modestly in all 

groups, with a P 

value for overall 

group effect of 0.52. 

48 comparisons, the 

only signiýcant dif-  

ferences between 

groups were number 

of years with 

diagnosed diabetes 

(5.9 years for non-

returnees and 11 

years for return-  

ees at 6-month 

follow-up, unadjusted  

P  0.026) and 

percent of 

participants  

with known CHD 

(38% for non-

returnees and 21% for 

returnees at 12-month 

follow-up, unadjusted 

P  0.048).   

Change in PA. PA 

levels at baseline and  

follow-up, assessed 
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as kcal/day by Caltrac  

accelerometer, are 

shown in Table 2 for  

participants with 

baseline and at least 

one follow-up 

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 average 

for the 6- and 12-

month differences in  

approached statistical 

signiýcance at 6  

months (P  

0.095)and was 

signiýcant at  

12 months ( P  0. 

019). Comparing H12 

group B with C, the 

difference was statis-  

tically signiýcant at 6 

months ( H10   

0.036).  For the 

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 value 

for the test of overall 

group effect at 6- and 

12-month follow-up 

was 0.037.  

Diabetes-speciýc 

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 group 

A, 1.8 in group B, 

and 2.8 in group C. 

The P values for the 

test of over-  

all group effect and 

the comparison of  

group A with C at 6- 

and 12-month fol-  

low-up were not 

statistically 

signiýcant  

(0.13 and 0.067, 

respectively). 

Changes in the Social 

Well-Being scale 

were small and not 

statistically 

signiýcant.  
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Kopelo-

wicz et al. 

2003 Effectiveness of 

a Cultural 

Competency 

skills training 

program 

designed to teach 

disease 

management to 

Latinos with 

schizophrenia. 

Skills training 

with active 

participation of 

key relatives. 

92 Latino 

outpatients 

with 

Schizophrenia 

and designated 

relatives. 

Cultural 

Competency 

skills training 

to clients and 

family 

members. 

Experimental 

vs. control 

group, 

experiment and 

designated 

relatives were 

randomly 

assigned to 3 

month skills 

training vs. 

traditional care 

(control). 

 Skills training: 

direct effect on 

acquisition and 

generalization of 

disease management 

and decreased rates 

of rehospitalization. 

Inter-

vention. 

Up to 3 

months of 

training. 

Studied over 9 

month 

period.J13 

Mendel-

son et al. 

2008 To examine the 

effects of a 

Parish Nurse 

Intervention 

Program (PNIP) 

on maternal 

health behaviors,  

glycemic control, 

and neonatal 

outcomes among 

Mexican 

American 

women with 

gestational 

diabetes. 

Spanish Version 

of Health 

Promoting 

lifestyle Profile 

(HPLP II) 

measuring health 

responsibility, 

physical activity, 

nutrition, spiritual 

growth, 

interpersonal 

relations, and 

stress 

management. The 

Parish Nurses 

participating in 

the study were 

fluent in Spanish 

and had a 

minimum  

education level of 

a bachelorôs 

degree in nursing.  

One hundred 

Mexican 

American 

women were 

included in the 

study with 

randomization 

into Parish  

Nurse 

Intervention 

Program (49 

patient) and 

care as usual 

(51 patients) 

groups.  

Random 

controlled 

trial. 

HLP II scores 

main variable, 

controlled: 

PNIP vs. 

control 

regular 

intervention. 

A randomized 

controlled trial 

comparing care 

as usual (CAU) 

with a 

supplementary 

1-hour 

education 

session  

for diabetes 

education 

reinforcement 

by a Parish 

Nurse.  

"Significant changes 

in the HPLP I I  

subscales for the 

total sample pre- to 

post- intervention 

include health 

responsibility (p 5 

.007), nutrition (p 5 

.018), and physical 

activity (p 5.001).  

Significant changes 

were noted in the 

PNIP group from 

pre- to post- inter- 

vention for stress 

management (p 

5.003), health 

responsibility (p 

5.000), nutrition (p 

5.001), physical 

activity (p 5 .000), 

and spirituality (p 

5.005). No 

Inter-

vention. 

1-hour 

supplemental 

educational 

and support 

session with 

Parish Nurse.  
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One hour diabetes 

education session 

with 

reinforcement by 

a Parish Nurse. 

significant changes 

were found for any 

of the subscales for 

the CAU group.  

Overall HLP II: 

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 or neo-

neonatal hospitali-

zation were found.  

Miranda 

et al. 

2003 Ethnic minority 

patients often 

receive poorer 

quality care and 

have worse  

outcomes than 

white patients, 

yet practice-

based 

approaches to 

reduce such 

disparities  

have not been 

identiýed. We 

determined 

whether practice-

initiated quality 

improve-  

ment (QI) 

Interventions 

featured modest 

accommo-  

dations for 

minority patients 

(e.g., translations, 

cultural training 

for clinicians).  

The sample 

consists of 46 

primary care 

practices in 6 

U.S. managed  

care 

organizations; 

181 clinicians; 

398 Latinos, 

93 African 

Americans, 

and 778 white  

patients with 

probable 

depressive 

disorder.  

Quality 

improvement 

(QI) programs 

with Cultural 

Competency 

vs Usual care.  

Matched 

practices were 

randomized to 

usual care or 

one of two QI  

programs that 

trained local 

experts to 

educate 

clinicians; (1) 

nurses to 

educate, assess, 

and  

follow-up with 

patients; and (2) 

psychotherapists 

to conduct 

Cognitive 

Behavioral 

The interventions  

signiýcantly 

decreased the 

likelihood that 

Latinos and African 

Americans would 

report probable 

depression at months 

6 and 12; the white 

intervention sample 

did not differ from 

controls in reported 

probable depression 

at either follow-up. 

While the inter-

vention signiýcantly 

improved the rate of 

employment for 

whites and not for  

Inter-

vention. 

62 months. 
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interventions for 

depressed 

primary care 

patients improve 

care across 

ethnic  

groups and 

reduce outcome 

disparities. 

Therapy CBT).  

Patients and 

physicians 

selected 

treatments. 

minorities, precision 

was low for com-

paring intervention 

response on this 

outcome. It is  

important to note that 

minorities remained 

less likely to have 

appropriate care and 

more likely to be 

depressed than white 

patients.  

Otto et al. 2003 Test the efficacy 

of combination 

treatment with 

sertraline and 

pharmocotherapy 

refractory 

cognitive-  

behavior therapy 

(CBT) for 

treating PTSD. 

Instruction 

provided in 

Khmer. 

Information on 

the symptoms and 

nature of PTSD 

from a cogntive-

behavioral 

perspective, 

clarification of 

different between 

PTSD symptoms 

and culturally-

distinct fears of 

death or disability 

associated with 

somatic 

sensations, 

exposure to 

somatic 

sensations 

associated with 

PTSD and 

anxiety, exposure 

to memories of 

Ten Khmer-

speaking 

women  

who had been 

at a mean age 

of 22ï26 years 

during the Pol 

Pot period 

(1975ï1979). 

Treatment 

group versus 

Clinician-

administered 

PTSD scale 

plus subscales 

examining re-

experiencing, 

avoidance, 

and arousal.  

Secondary 

outcomes 

measured 

included:  

depression, 

anxiety 

severity, and 

fears of 

anxiety 

symptoms.  

Random 

assignment to 

either setraline 

alone or 

combined 

treatment. 

Intervention in-

dicated improvement 

over medication 

alone in re-                       

experiencing, 

avoidance/numbing, 

hyperarousal, 

anxiety, 

somatization, and 

Anxiety Sensitivity 

Index. 

Inter-

vention. 

10 

sessions.J16 
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specific trauma 

events with 

rehearsal of 

emotional 

acceptance and 

cognitive coping 

strategies, 

progressive 

muscle relaxation 

and diaphragmatic 

breathing skills, 

and self-care 

skills and 

assignment of 

pleasant events.  

Rosal et 

al. 

2005 Determine the 

feasibility of 

conducting a 

randomized 

clinical trial of 

an innovative 

self-management 

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-

behavioral 

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 decrease 

at 3 months for 

intervention group -

.9% and the decrease 

was still significantly 

different from that of 

the controls (p = 

.005). Trend toward 

increased physical 

activity in the 

intervention group as 

compared to that of 

the control group (p 

= .11) and some 

evidence (non-

significant) of an 

increase in blood 

glucose self-

monitoring in the 

intervention 

participants but not 

Inter-

vention. 

Evaluations at 

3 and 6 

months. 
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control.  

Samuel-

Hodge et 

al. 

2009 Develop and test 

a culturally 

appropriate, 

church-based 

intervention to 

improve diabetes 

self-

management. 

Church based 

intervention 

includes: 

individual dietary 

assessment and 

goal-setting, 12 

group sessions at 

church, monthly 

telephone contact 

with church 

diabetes advisors, 

and three printed 

messages from 

physician. 

24 randomly 

selected 

churches, 201 

participants: 

13 African 

American 

churches 

randomized to 

receive special 

intervention, 

117 par-

ticipants or 

minimal inter-

vention (11 

churches, 84 

participants). 

Comparison 

of 

intervention 

group vs. A1C 

levels at 8 

months and 

diabetes 

knowledge 

and diabetes 

related quality 

of life. 

Randomized 

trial conducted 

at  randomly 

selected  

African 

American 

churches in 

central North 

Carolina. 

At 8 and 12 months, 

difference between 

groups for A!C was 

not significant. 

Diabetes knowledge 

and diabetes-related 

quality of life 

improved in the SI 

significantly 

compared to MI 

group. 

Inter-

vention. 

8 month 

intensive 

phase of 

study, plus 4 

month 

reinforcement 

phase. 

Outcomes 

assessed at 8 

and 12 

mon+J18ths. 

Shah et al. 2002 Evaluate the 

effect of a 

culturally 

sensitive 

cholesterol 

lowering dietary 

program on 

energy, protein, 

fiber, vitamin 

and mineral 

intake, diet 

quality, and 

hemoglobin 

levels in patients 

with SLE. 

Bilingual research 

assistant. 

Ethnically 

specific diet. 

Culturally specific 

menu, brochures, 

and videotapes. 

17 patients 

with Systemic 

Lupus 

Erythematosus 

(SLE):  (5 

African 

Americans; 3 

Hispanics in 

diet group; 4 

African 

Americans;, 2 

Hispanics; and 

1 Caucasian in 

the control 

group). 

Dietary 

intervention 

vs. nutrient 

intake levels. 

Randomized to 

a Step II Diet 

intervention 

group or control 

group for 12 

weeks. Diet 

intervention 

made up of 

weekly group 

sessions during 

first 6 weeks 

followed by 

telephone 

counseling 

every 2 weeks 

for the last 6 

weeks. 

Culturally sensitive 

E18 reducing diet 

program was 

successful in 

decreasing sodium 

intake and in 

maintaining adequate 

intakes of most 

nutrients, except for 

B12, dietary fiber, 

iron, calcium, and 

folate. 

Inter-

vention. 

12 week study 

group. 

Shin et al. 2002 Assess effects of 

10-week 

psychoeducation 

Group therapy: 

Korean 

instruction, family 

48 Korean 

American 

adults with 

Cultural 

Competency 

group therapy 

Control group 

provided 

individual 

Experimental: less 

stigma to mental 

illness. Coping skills: 

Inter-

vention. 

10 week inter-

vention. 
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intervention for 

Korean 

American with 

Mental Illness. 

sessions 

paralleled. Visual 

aids, charts, 

handouts, and 

discussion of 

traditional 

perception. 

Culturally 

sensitive psycho-

educational group 

therapy in addi-

tion to individual 

supportive 

therapy. 

diagnosis of 

Schizophrenia. 

and 

Psychiatric 

rating scale 

(BPRS) 

stigma-

devaluation 

scale, and 

family crisis 

oriented 

personal 

evaluation 

scale 

administered 

after groups. 

support therapy. 

Experimental 

group 

additionally 

provided, with 

individual 

supportive 

therapy, 10 

weekly 

culturally 

sensitive psycho 

education group 

therapy 

program. 

significantly more 

improved, over time. 

Greater decrease in 

symptom severity 

over time. 

Telles et 

al. 

1995 Impact of adding 

Cultural 

Competency 

group education 

to individual 

counseling for 

nutrition 

adherence and 

glycemic control.  

Impact of 2 CC 

diabetic 

education 

methods, 

individual 

counseling 

withgroup 

education on 

nutritional 

adherence and 

glycemic control 

Behavioral family 

management 

(BFM) with 

patient-family 

education about 

schizophrenia, 

training in 

communication 

skills, and training 

in problem-

solving skills. 

Bilingual research 

psychiatrists. 

40 low-

income 

Spanish-

speaking 

people with a 

diagnosis of 

schizophrenia. 

Patients' 

levels of 

acculturation 

and 

medication 

compliance; 

Comparison 

of 

intervention 

group vs. 

BPRS severity 

score (thought 

disturbance, 

anxious-

depression, 

hostile-

suspiciousness 

and anergia) 

and Global 

Assessment 

Scale. 

 

 

Random 

assignment to 

receive standard 

case 

management or 

behavioral 

family 

management, 

after 

stabilization 

with neuroleptic 

medication. 

Significant 

improvement in 

symptoms across 

entire sample. 

Outcomes slightly 

better with 

conventional 

treatment with BFT 

on most measures, 

but difference was 

not measurably  

significant. 

Inter-

vention. 

6 months 

observation, 

plus follow up 

at one year. 
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Van 

Servellen 

et al. 

2003 Report initial 

results of study 

evaluating 

acceptability and 

effectiveness of 

program to 

enhance health 

literacy in low-

income HIV-

infected Latino 

men and women 

receiving 

antiretroviral 

therapy. 

Tailored bilingual 

intervention, "Es 

Por La Vida" 

literacy/adherence 

program with 

basic HIV/AIDS 

information, 

interactive group 

experiences- 

family and 

community 

support systems. 

81 study 

participants 

(from 85 

eligible 

patients). 

Independent: 

POR la Vida 

Health 

literacy 

program in 

addition to 

standard 

AIDS/HIV 

care. 

Dependent: 

patient self-

report /  

program 

evaluation and 

medical 

record data. 

Quasi-

experiment al 

repeated 

measures 

design. Post 

instruction: 

descriptive and 

comparative 

statistics 

evaluating 

acceptability 

and 

effectiveness of 

program. 

Participants rated 

program highly In 

terms of satisfaction. 

Experimental group 

showed significant 

improvements on 

measures of 

HIV/AIDS and 

treatment -related 

knowledge. No 

changes in mastery 

of behaviors and 

adherence. 

Inter-

vention. 

6 week 

intervention, 

with+J22 12 

week follow 

up. 

Vincent et 

al. 

2007 Test feasibility 

and examine 

effects of 

Cultural 

Competency 

intervention for 

Mexican 

Americans with 

type 2 diabetes 

on outcomes of 

self 

management. 

Bilingual nurses 

and dieticians, 

incorporation of 

Mexican 

American dietary 

preferences and 

cultural beliefs, 

low-literacy 

materials, and 

content delivered 

in Spanish. 

Bilingual research 

assistants read 

aloud data forms, 

self-management 

strategies content 

on stress, 

heredity, and 

culture, inclusion 

of family member 

in support. 

20 random 

assigned 

Mexican 

Americans 

between 18 

and 75 with 

diagnoses of 

type 2 

diabetes. 

Measures of 

intervention 

effectiveness 

and ratings of 

feasibility and 

acceptability 

of self-

management 

program. Self-

efficacy 

measures after 

intervention. 

Experimental: 

Pretest/posttest 

control group 

design with 10 

participants in 

each group. 

Intervention had a 

positive clinical and 

statistical effect on 

diabetes knowledge, 

weight, and body 

mass index. 

Improvements were 

also noted in self-

efficacy scores, 

blood glucose, and 

HBA1C (not 

statistically 

significant). 

Inter-

vention. 

12 weeks (8 

weeks 

intervention; 

follow up 

analysis 4 

weeks post 

intervention). 
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Vyas et al. 2003 To investigate 

whether a 

secondary-

primary care 

partnership 

education 

package could 

improve 

understanding of 

diabetes care 

among South 

Asians. 

Questionnaire 

(test for cultural 

acceptability) 

administered in 

patient's homes by 

interviewer in 

Urdu, Punjabi, or 

Bengali. 

411 South 

Asian patients 

with Type 2 

diabetes at 

baseline over 

age of 25, 211 

randomized 

(108 assigned 

to 

intervention, 

103 assigned 

to 

control/routine 

care). 118 

traced at 1 

year for 

interview. 

Intervention 

group vs. 

knowledge 

and awareness 

and self-

management 

test scores. 

Randomized 

trial.  In a 

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 1 year as 

follow up into 

intervention. 
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Appendix I 

Forest Plots by Category of Outcomes 

 

Category 1:  

Disability symptom-related measures 

Fixed Effect Model 

 
Random Effects Model 
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Category 2:  

Patient knowledge of disability measures 

Fixed Effect Model 

 
 

Random Effects Model 
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Category 3:  

Behavioral measures, including disability self-management and treatment compliance 

Fixed Effect Model 

 
 

Random Effects Model 
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Category 4:  

Measures of well-being, self-efficacy and quality of life 

Fixed Effect Model 

 
 

Random Effects Model 
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Category 5: 

Attitudinal and health beliefs measures 

Fixed Effect Model 

 
 

Random Effects Model 
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Appendix J 
Publication Bias Analysis 

(Source: Comprehensive Meta-!ƴŀƭȅǎƛǎϰύ 
 

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 near the mean effect 

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 would expect 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 other.  This would 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 fail-safe N 

 

The classic fail-Safe N and the Orwin fail-safe N ask if we need to be concerned that the 

entire observed effect may be an artifact of bias. One concern of publication bias is that 

some non-significant studies are missing from our analysis and that these studies, 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 number is 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 not nil. He suggested that this 

analysis be called a 'File-drawer' analysis, file drawers being the presumed location of the 

missing studies.  Harris Cooper proposed the term 'Fail-Safe N,' a reference to the 

number of missing studies that would nullify the effect.  This approach is limited in two 

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 nullify the effect may be 

smaller than the Fail-Safe 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 nil, but does not address the question of whether or not it remains 

clinically important after the missing studies have been included. 

 

Note also that the fail-safe N algorithm computes a p-value for each study and then 

combines these p-values.  By contrast, the 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 the p-value for the combined effect. The two approaches do not 

generally yield identical results. 

 

Publication Bias Analyses by Category of Outcomes 
 

Category 1: Disability symptom-related measures  

 

Funnel Plot and Fail-Safe N 

 

 
 

Examination of the Funnel Plot suggests that the studies are symmetrical around the 

mean and that there is no evidence of publication bias. 

 

This meta-analysis incorporates data from 7 studies, which yield a z-value of 8.27 and 

corresponding 2-tailed p-value of .00.   

 

The fail-safe N is 118.  This means that we would need to locate and include 118 'null' 

studies in order for the combined 2-tailed p-value 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 Fail-Safe N 

 

 
 

Examination of the Funnel Plot suggests that the studies are symmetrical around the 

mean and that there is no evidence of publication bias. 

 

This meta-analysis incorporates data from 11 studies, which yield a z-value of 5.77 and 

corresponding 2-tailed p-value of .00.   

 

The fail-safe N is 85.  This means that we would need to locate and include 85 'null' 

studies in order for the combined 2-tailed p-value to exceed .05.   

 

Put another way, there would be needed to be 7.7 missing studies for every observed 

study for the effect to be nullified.  

 



 

191 | P a g e 

 

Category 3: Behavioral measures, including disability self-management and 

treatment compliance 

 

Forest Plot and Fail-Safe N 

 

 
 

Examination of the Funnel Plot suggests that the studies are symmetrical around the 

mean. Although there are outliers, they are equally balanced. There is no evidence of 

substantial publication bias. 

 

This meta-analysis incorporates data from 13 studies, which yield a z-value of 3.60 and 

corresponding 2-tailed p-value 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 combined 2-tailed p-value to exceed 0.050.   

 

Put another way, there would be needed to be 2.4 missing studies for every observed 

study for the effect to be nullified. 
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Category 4: Measures of well-being, self-efficacy, and quality of life 

 

Funnel Plot and Fail-Safe N 

 

 
 

Examination of the Funnel Plot suggests that the studies are symmetrical around the 

mean. Although there are outliers, they are equally balanced. There is no evidence of 

substantial publication bias. 

 

This meta-analysis incorporates data from 6 studies, which yield a z-value of 6.32 and 

corresponding 2-tailed p-value of .00.   

 

The fail-safe N is 57.  This means that we would need to locate and include 57 'null' 

studies in order for the combined 2-tailed p-value 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 Fail-Safe N 

 

 
 

The Funnel Plot above is symmetrical around the mean and shows no strong evidence of 

publication bias. 

 

This meta-analysis incorporates data from 3 studies, which yield a z-value of 0.99 and 

corresponding 2-tailed p-value of 0.32.   

 

Since the combined result is not statistically significant, the Fail-Safe 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 Client-Provider 

Breakdowns for Diverse People with Disabilities 

 

Cultural Competency Strategies to Minimize 

Disparities & Improve Rehabilitation Outcomes 

 

 

At Family, and Community Level 

 

High levels of language and communication 

breakdowns 

 

Provide access to a certified interpreters and 

translators to bridge communication breakdowns 

Low levels of literacy issues (in both language and 

knowledge of disability) 

 

Offer multilingual, easily readable, jargon-free 

written and non-written  information (e.g., use audio 

cassettes or other oral means to present information 

on disabilities) 

Mistrust towards providers  Match consumers with providers of similar ethnic 

and racial background who can serve as role models 

or mentors  

Lack of understanding of the U.S. 

disability/rehabilitation service model 

Provide information sessions on U.S. disability 

service system to individuals, families, and 

communities 

Difficulties accessing fragmented services 

 

 

Link to a cultural broker or navigator who can help 

the consumer obtain needed and appropriate 

services 

Economic difficulties (transportation, day care; lack 

of telephone or Internet access) 

 

Provide incentives for individuals and families to 

address child care and transportation issues for their 

families 

Discomfort asking questions or addressing concerns 

 

 

 

Offer consumer and family activation programs as a 

means to empower people to be proactive 

Reliance on family and friends to assist with service 

access and use 

 

Incorporate an approach to service delivery that is 

interdependent and family-oriented rather than the 

current system that stresses independence and 

client-level orientation.  

 

At Provider Level 

 

 

Disregard or lack of recognition of the individualôs  

culture 

Stress the providersô own cultures, i.e., help them 

become aware of the influence of their own culture 

on their professional practice.    

 

Disregard of consumersô cultural values or 

preferences (e.g., worldviews, belief systems) 

 

 

Make efforts to link patients with providers from 

same/similar racial and ethnic backgrounds to foster 

professional relationship and increase the likelihood 

that patients will adhere to/comply with treatment 

 

Communication breakdowns between provider and 

consumer due to language issues 

 

Use of mnemonic devices such as LEARN and 

BATHE to guide provider-patient encounters  
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LEARN:            
(Berlin & Fowkes 1983) 

Listen to patients 

Empathize with patients 

Acknowledge physician-patient 

similarities/differences  

Recommend treatment 

Negotiate a treatment plan  

 

BATHE:       

(Stuart & Lieberman 1993) 

Background:  ñWhat is going on in  

your life?ò                                                                                           

Affect:  ñWhat is bothering you?ò  

 ñHow is this affecting you?ò                                             

Trouble:  ñWhat a/b your situation troubles  

you the most?ò  

Handle:    ñHow are you handling this?ò   

Empathy: ñThis must be very difficult for youò 

 

 

Individual ----Organizational Level 

 

 

 

Lack of availability and accessibility to disability 

services for ethnic minorities with disabilities 

 

 

Provide access to pool of cultural brokers or service 

navigators to help with accessing resources and 

supports. 

 

Lack of language or linguistic capacity to address 

clientôs communication needs  

 

Use of language interpreters in rehabilitation 

encounters.  

 

Lack of access to staff of appropriate ethnic, racial 

and linguistic backgrounds, at all levels of service 

delivery (case management, upper management, 

etc) 

 

 

Enforce active outreach and hiring practices to 

diversify staff at all levels of the organization;  

create a welcoming environment for targeted ethnic 

and racial groups. 

 

Lack of understanding of cultural differences 

 

Provide service learning and immersion experiences 

i.e., exposure to medically at risk, vulnerable, and 

underserved populations; conduct ongoing trainings, 

dialogues, facilitate discussions to improve cultural 

competency of all staff. 

 

Lack of ethnic and racial differences 

 

Emphasize cultural aspects of races and ethnicities 

(ñcookbookò of values, beliefs, traditions that may 

influence a personôs health, illness, and decisions re 

medical treatment);Move away from a one-size-fits 

all approach, and offer a person-client 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 to increase 

minority representation in admissions to health 

professions education to reflect increasing diversity 

nationwide. 

 

Access and service inequities exists within the 

current disability and rehabilitation service systems 

Gain support of legislators and senators to address 

unique challenges of people with disabilities who 

come from diverse ethnic, racial, and linguistic 

backgrounds (e.g., Section 21 of Rehabilitation 

Act). 

 

Service delivery based on Euro-western values, 

expectations, and principles  

 

 

Develop and nurture partnerships with non-

traditional community-based agencies and 

gatekeepers to conduct state-wide cultural 

competency education 

 

Access to limited staff (often one person) or 

department that addresses cultural competency 

issues at an organizational level 

 

Develop state interdisciplinary teams to discuss and 

implement ways to infuse cultural competency 

efforts across various levels of the disability and 

rehabilitation systems. 

 

Lack of evidence-based studies on cultural 

competency efforts and consumer outcomes 

 

 

Make systems more accountable to 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 language 

preferences to identify unique issues across sub-

groups 

 

Board of directors/trustees lacks diversity and 

grassroots leadership 

Engage community and spiritual leaders at the 

systems level. 

 

 

Lack of leadership in policy-related activities and 

movements 

 

 

Involve minority, immigrant and refugee 

communities in  dealing with policy related to 

disability and rehabilitation. 

*Adapted and expanded from Betancourt, J. (2006)  

 

 

 


