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Abstract 

Background: As the international student population grows on college campuses across the 

United States (U.S.), health professionals are challenged to meet national and college health 

objectives for providing culturally competent care. International students often have unique 

cultural needs, have lower health literacy, and face language barriers when accessing health care 

in the U.S. The aim of this Doctor of Nursing Practice (DNP) project was to implement and 

evaluate an evidence-based practice change directed at addressing a gap in health care for 

Chinese international students.  

Methods: This DNP quality improvement project introduced translated patient education 

materials from an online resource for health care providers to use with Chinese international 

students during the health care visit at a university health center. Provider training on the 

evidence for the translated materials and how to use them was conducted prior to 

implementation. The impact of the language materials was evaluated by the patients and 

providers through two Likert-type surveys. Quality indicators included patient satisfaction, 

perceived comprehension of the treatment plan, provider utilization and perception of the 

usefulness of the translated materials. 

Results: Among 25 patient surveys collected over a three-month period, patient satisfaction was 

high, and 100% found the translated materials useful. In a group of eight providers surveyed, all 

agreed or strongly agreed that the translated materials were useful for the students. Positive 

patient perception of comprehension of the treatment plan was exhibited by favorable patient and 

provider responses to related survey items.  

Conclusions: Despite overall perceived usefulness of the materials, provider utilization was 

variable. Reasons cited included adequate English proficiency and lack of pertinent topic on the 
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website. Continued provider training is needed to address the communication and health literacy 

needs of Chinese international students. Potential future applications include expanding the 

resources available and offering to any patient whose primary language is not English, to 

enhance culturally competent care that will improve health outcomes and meet national standards 

for quality care. 

Keywords: culturally competent care, quality improvement, health literacy, international 

student, language, communication, patient satisfaction 
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Improving Culturally Competent Care for International Students 

 

Introduction to the Problem 

Background and Clinical Significance 

The United States (U.S.) population is rapidly becoming more diverse (U.S. Census 

Bureau, 2015). A similar pattern is occurring on college campuses, where the number of 

international students more than doubled between 2000 and 2011 (Organization of Economic 

Cooperation and Development, 2013). A recent report shows that the number of international 

students at institutions of higher education in the U.S. reached a record high of over one million 

students in the 2015/2016 academic year (Institute of International Education [IIE], 2016). This 

increasingly diverse student population presents opportunities and challenges for health care 

providers on college campuses, where opportunities for enhanced cultural understanding are 

complemented by the challenges of working across language and cultural differences (Laws & 

Chilton, 2012). 

International students experience many challenges while living in the U.S. including 

language barriers, low health literacy, health challenges, and psychological distress (Lee, Rhee, 

Kim, & Ahluwalia, 2015; Muto, Hayes, & Jeffcoat, 2011; Smith & Khawaja, 2011). On college 

campuses in the U.S. Chinese students are shown to be a particularly vulnerable group (Ellis-

Bosold and Thornton-Orr, 2013). Failure to seek medical attention when needed, lack of 

knowledge about their bodies and how to care for self, reluctance to utilize health services, 

physical and mental health needs, barriers to communication, and health care illiteracy comprise 

some of their unique challenges (Ellis-Bosold & Thornton-Orr, 2013; Juckett, Nguyen, & 

Shahbodaghi, 2014).  
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Chinese students represent a majority of the international students at the project site, a 

large university in the Southwest which enrolled nearly 10,000 international students in the 

2015-16 academic year, representing roughly 10 percent of the student body (Office of 

Institutional Analysis [OIA], 2016). The university is currently ranked as the number one public 

institution of higher education for international students in the U.S. (IIE, 2016). Asia leads the 

way as the region most represented at nearly 70 percent, and among over 130 countries, China 

has the highest representation, roughly one-third (OIA, 2016). To provide culturally competent 

care to this student population, campus health providers need an evidence-based approach to 

accommodate their language and communication needs to improve the quality of health care.  

Purpose of the Project 

For international students at the university whose primary language is not English, 

optimal communication during the health center visit is essential to promote patient-centered 

culturally competent care, maximum comprehension, and patient satisfaction. The purpose of 

this quality improvement DNP project was to implement and evaluate the use of translated 

patient education materials by health care providers (including physicians and nurse 

practitioners) caring for Chinese international students in a college campus health setting.  

Clinical Question 

Does the availability of translated patient materials at the health care visit improve the 

quality of care in a group of Chinese international students in a college campus health setting?   

Review of the Literature 

A comprehensive search of the literature explored cultural competence and specific 

clinical interventions that are shown to improve physical and mental health outcomes in 

international students and other similar ethnic minority groups residing in the U.S. Additional 
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searches examined health literacy as it relates to communication and language needs, and the 

role of the health care provider in improving the quality of care for Chinese international 

students on a college campus.  

Search Strategy 

The following databases were searched: Medline, PubMed, CINAHL, PsycInfo, and the 

Cochrane Library. The search was restricted to articles in peer-reviewed scholarly journals and 

the adult age group. Keywords used for the first search included culture*, competen*, 

“international students,” “foreign students,” “college students,” “communication,” “health,” 

“outcome,” “health care,” “cultural competency,” “student health services,” “emigrants and 

immigrants,” and “multicultural.” This yielded nine pertinent research studies. Additional 

searches used the keywords “health literacy,” “Chinese,” “Chinese student,” yielding eight 

pertinent research articles. Reference lists of pertinent articles were hand-searched for other 

citations. Journals pertaining to college health and communication – Journal of American 

College Health and Journal of Health Communication – were searched for relevant articles 

yielding three pertinent studies (Giuse, Koonce, Storrow, Kusnoor, & Ye, 2012; Han, Han, Luo, 

Jacobs, & Jean-Baptiste, 2013; Sentell & Braun, 2012). Nursing literature in this research area 

was notably scarce, and only three publications authored by nurses were found that addressed 

this topic, two of which were scholarly projects conducted by doctoral nursing students (Ellis-

Bosold & Thornton-Orr, 2013; Joo, 2014; Lazarus, 2013) 

Selection Criteria 

Where possible, databases were narrowed to studies, trials, and systematic reviews only. 

Studies of ethnic Asian immigrants were retained only if the project exhibited effectively robust 

methodology and if the study groups were judged to have similar characteristics and cultural 
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barriers so that the findings could be reasonably generalized to Chinese international students. 

Studies of general college student populations, or where demographics were not identified, were 

excluded because results could not be easily generalized to international students with their 

distinctive challenges of language and cultural difference. Studies performed outside the U.S. 

were generally excluded due to possible confounding cultural factors; however, a few exceptions 

were made where research in the U.S. was sparse and the article appeared relevant and 

sufficiently robust to yield meaningful data. Similarly, research published more than six years 

ago (earlier than 2011) was generally excluded except where current interventional studies were 

lacking. Select non-intervention articles were included for background support. Eight retained 

studies used study subjects who were international students in the U.S. (Bertram, Poulakis, 

Elsasser, & Kumar, 2014; Chalungsooth & Schneller, 2011; Ellis-Bosold & Thornton-Orr, 2013; 

Han et al., 2013; Lazarus, 2013; Muto et al., 2011; Shadick & Akhter, 2014; Tung, Lu, & Cook, 

2013). Of note, two of the strongest intervention studies involved groups of Asian ethnic 

immigrants that were thought to be reasonably congruent to the project population (Joo, 2014; 

Snowden, Masland, Peng, Lou, & Wallace, 2011). See Appendix A for an evaluation table of 

retained studies.  

The literature review that follows will focus on the concepts of cultural competence, 

health literacy, and communication as they relate to the Chinese international student on a U.S. 

campus. Finally, the literature review will discuss the role of the campus health center and its 

resources in providing culturally competent care. This review presents the most relevant and 

statistically significant literature that provides evidence for a scholarly project to improve the 

quality of care for Chinese international students. 
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Summary of the Evidence 

Cultural competence. A universal definition for cultural competence is difficult to find 

in the literature. As a leading author on the topic, Betancourt (2004) has defined cultural 

competence as a process of implementing patient-centered care that is responsive to patients’ 

individual needs, values, and preferences. Cultural competence in delivering health care has been 

recognized by the National Institutes of Health (NIH) as an essential component for providing 

care that meets the needs of racially and ethnically diverse patients (NIH, 2015). Further defining 

characteristics of cultural competence in health care include skills, knowledge, behaviors, 

services, and policies that all help optimize the effectiveness in managing patient care (Delphin-

Rittmon, Andres-Hyman, Flanagan, & Davidson, 2013; Garneau & Pepin, 2015; Schim, 

Doorenbos, Miller, & Benkert, 2003). In college health, it has been defined as the ability to 

address the unique needs of all student populations that are deemed to be different from the 

dominant culture (American College Health Association[ACHA], 2011).  

Addressing language barriers is an important part of cultural competence, and these 

barriers are a major stressor for international students acculturating to a new environment in the 

U.S. (Smith & Khawaja, 2011; Zhen et al., 2017). Han et al. (2013) studied causes of anxiety and 

depression in 130 Chinese students at Yale University. They found that culture shock and 

language difficulty were two of the top four most frequently cited causes of depression and 

anxiety symptoms, reinforcing the need to address cultural and language needs that may 

ameliorate such issues in this population (Han et al., 2013). A synthesis of seven qualitative 

studies by Maleku and Aquirre (2014) found similar trends in immigrant experiences within the 

U.S. health care system. The studies revealed that a lack of cultural sensitivity, weak support for 
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health literacy, and inadequate culturally and linguistically appropriate health services negatively 

impacted the quality of care for many immigrants; all but one study identified language and 

communication barriers in particular (Maleku & Aguirre, 2014). Taken together, these studies 

document common barriers that impact health care in diverse populations.  

To reduce culturally-related barriers to care and promote safe care, the Office of Minority 

Health in the U.S. Department of Health and Human Services (HHS) issued national standards in 

2000 for culturally and linguistically appropriate services (CLAS) that provide “effective, 

equitable, understandable, and respectful quality care and services that are responsive to … 

preferred languages, health literacy, and other communication needs” (HHS, 2013). These 

standards were updated in 2013 with new definitions of cultural groups and health terms. The 

Institute of Medicine (IOM) (2001) report “Crossing the Quality Chasm” asserts that quality 

patient care should be safe, timely, efficient, effective, equitable, and patient-centered. Similarly, 

the American College Health Association (ACHA) issued a statement on cultural competency, 

advocating for policies that promote cultural inclusion, respect, and equity as essential to college 

health (ACHA, 2011). ACHA institutional guidelines for cultural competence include 

“assessment of the campus climate with regard to multicultural inclusion and sensitivity” and 

“creating opportunities for members of historically underrepresented/underserved groups to 

interact and engage with campus health professionals” (ACHA, 2011). Health care providers in a 

campus health setting need to understand the importance of these national standards and 

directives in providing patient-centered culturally competent care for international students. 

A critical challenge in providing such care is overcoming traditionally low levels of 

health literacy among foreign-born individuals residing in the U.S. (Maleku & Aguirre, 2014). To 

improve care for international students, campus health providers need to address the language 
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and cultural barriers that contribute to low health literacy in that population. A focus on 

improving heath literacy among international students can in turn enhance culturally appropriate 

student health services for that population. 

Health literacy. According to the U.S. National Library of Medicine, health literacy is 

defined by how well a person can access and understand the health information they need to be 

able to make informed health decisions (NIH, 2016). Lower health literacy is an issue for 

foreign-born patients new to the U.S. health care system and can increase health risks (NIH, 

2015; Regenstein et al., 2012). International students, especially Chinese students, have unique 

health needs that underscore the importance of being able to communicate with providers, access 

information, and develop knowledge of medical terms (Han et al., 2013; Juckett et al., 2014). 

Focus groups have revealed that Asian students, for example, will often present to a health center 

with physical symptoms as a somatic manifestation of mental distress as a result of stressors 

related to acculturation to a new culture (Shadick & Akhter, 2014). Language barriers and the 

cultural stigma placed on mental illness in this ethnic culture tends to inhibit them from seeking 

professional help, and underutilization of both health and counseling services is evident (Bertram 

et al., 2014; Mori, 2000). Further, increased mental health needs have been associated with self-

rated poor health status in Chinese students (Han et al., 2013). More health-related information is 

needed to improve health literacy for these students.  

Health needs in this population are compounded by decreased health knowledge which 

reduces the health literacy needed for optimal health care outcomes. As a case in point, Tung et 

al. (2013) studied Human Immunodeficiency Virus (HIV) knowledge in 133 Chinese students at 

three U.S. universities. The study revealed poor health knowledge of HIV, with 41.4% believing 

that this infection could be contracted through a mosquito bite (Tung et al., 2013). Additionally, 
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Nishimura et al. (2012) studied knowledge of Hepatitis B Virus in 829 Asian and Pacific Islander 

residents in California, of which 83% were Chinese, and English was not the primary language. 

The randomized study found that three-fourths exhibited poor knowledge of transmission and 

prevention of Hepatitis B virus, a chronic infection endemic to most countries of origin for this 

population (Nishimura et al., 2012). Further support for this is found in a study about Human 

Papillomavirus (HPV) by Robison et al. (2014) with 96 Chinese and 132 Southeast Asian women 

in Rhode Island. The Chinese participants were found to have statistically lower levels of 

knowledge about HPV and cervical cancer than the Southeast Asian group (Robison et al., 2014). 

These findings in groups similar to Chinese international students illustrate the need for more 

health information to increase health literacy. In fact, on a college campus with a group of 91 

Chinese international students, Ellis-Bosold and Thornton-Orr (2013) conducted a needs 

assessment and found that 41% reported a desire for more health-related information. These 

studies emphasize barriers in knowledge and health care illiteracy that have been shown to be 

obstacles to health care in this population (Juckett et al., 2014). 

An obstacle that can further impede the transfer of health information and impact health 

literacy is limited English language proficiency. The literature shows English proficiency as an 

important determinant of health literacy and health status. Sentell and Braun (2012) studied 

language proficiency, health literacy, and health status in 48,427 adults in California, of which 

3715 had limited English proficiency (LEP). The authors found that the Chinese adults with LEP 

had the highest prevalence of low health literacy (LHL) compared to other minority groups. 

Nearly one-third of the Chinese participants were college-educated, and even those with 

adequate English proficiency still had the second highest proportion of low health literacy after 

Latinos. Those in the full sample from all races and ethnicities with LEP were significantly more 
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likely to report poor health status compared to those with English proficiency, and those with 

both LEP and LHL reported the highest prevalence of poor health (Sentell & Braun, 2012). 

Further evidence of language barriers in the international student population is revealed 

by Bertram et al. (2014) who interviewed eight undergraduate Chinese students adjusting to life 

in the U.S. After being in the U.S. less than two years, seven of the participants revealed 

difficulties understanding and speaking English despite passing the required English proficiency 

exam, and English fluency was a consistent stressor during the acculturative process. 

These studies illustrate the impact that language barriers and racial ethnic disparities have 

on health literacy and health status, reinforcing the need to explore evidence-based ways to 

address these determinants to improve health outcomes among minority groups where English is 

a second language. Chinese international students are required to pass an English proficiency 

exam before arriving in the U.S.; however, language proficiency can be variable especially in the 

early acculturative period (Juckett et al., 2014). Effective culturally-competent communication is 

essential to increasing health knowledge and health literacy for Chinese international students on 

a college campus. 

Communication. Communication in health care has been defined as a dynamic process 

of exchanging health-related information to facilitate change in behavior and improve health 

outcomes; it is affected by personal and social perspective as well as experience (Rimal & 

Lapinski, 2009). Recent research with Chinese students and other Asian groups has documented 

the critical importance of cross-cultural communication in providing effective culturally 

competent health care to these populations (Douglas et al., 2014; Juckett et al., 2014). In the 

Chinese student population, the literature has shown there is a need to increase health knowledge 

by communicating health information in their native language (Bertram et al., 2014; Tung et al., 
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2013). Much of the statistically significant evidence for communicating health information 

effectively and improving health outcomes in this racial ethnic group comes from the use of a 

combination of translated materials and other culturally-tailored interventions. For instance, in a 

systematic review of studies by Joo (2014) targeting culturally tailored diabetes interventions for 

Asian groups in the U.S., five of the nine retained studies showed increased health knowledge 

with culturally tailored interventions in Asians that included bilingual materials and staff (Joo, 

2014). In the largest study in this review Chesla et al. (2013) studied diabetes knowledge in 145 

Chinese American immigrants. Eighty-one percent of the participants indicated that they had 

learned new skills for managing diabetes through a bicultural cognitive behavioral intervention 

program using bilingual staff and translated print materials (Chesla et al., 2013). Not all studies 

in the literature were performed with Chinese international students on a college campus but 

available evidence on similar immigrant groups support the effectiveness of the use of culturally-

tailored interventions in this population (Joo, 2014).  

Communicating through the use of combined culturally-tailored language services that 

include translated print materials can also impact health through increased utilization of health 

services. This is evidenced by a quasi-experimental study by Snowden et al. (2011) that 

evaluated the impact of language services on mental health care in aggregate data from the 

California Medicaid system. Improvement was evident in the access and utilization of mental 

health services (mean penetration rates) with the use of mandated language assistance services 

that included four components – a phone line with linguistic capability, bilingual staff or 

interpreters, consumer information about language services, and translated written materials 

(Snowden et al., 2011). Specifically, in aggregate data for four Asian communities (Vietnamese, 

Cantonese, Hmong, and Cambodian) with LEP, new language policy requirements had a 
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statistically significant effect on mean penetration rates compared to the control counties 

(Snowden et al., 2011). This provides support for using multiple language-specific interventions 

to impact the utilization of health services in an ethnic population such as international students 

where different resources may be available and can complement one another. Translated print 

materials augment other verbal methods of patient education to improve health literacy and 

communication of health information. 

Materials in target languages reduce communication barriers and improve health literacy 

to achieve equity and address disparities (Betancourt, Corbett, & Bondaryk , 2014; Ferguson & 

Pawlak, 2011). The literature shows that among the resources available, translated print materials 

alone can be effective with international students. In a randomized controlled trial, Muto et al. 

(2011) studied a group of 70 Japanese students to evaluate the effectiveness of a translated self-

help book aimed at facilitating adjustment to the academic environment by helping students learn 

how to cope with stress and improve mental health. After measuring levels of depression, stress, 

and anxiety following completion of the book, researchers found a statistically significant 

improvement in mental health in the treatment group compared to the control. The study suggests 

that self-help materials translated into target languages show benefit in an international student 

population where psychological distress is often a prevalent issue. In further support of these 

findings, Chalungsooth and Schneller (2011) surveyed a group of eight mental health 

professionals from higher education institutions across the U.S. after they reviewed materials on 

common mental health concerns that were translated into seven languages. The authors received 

consistently positive feedback that the materials covered appropriate concerns, were likely to 

facilitate communication, were helpful for referring students for mental health services, and were 
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useful overall (Chalungsooth & Schneller, 2011). The findings suggest the usefulness of 

translated materials for international students adjusting to a new culture.  

Pertinent evidence in the literature also points to the usefulness of print materials to 

accommodate different learning style preferences to enhance the communication of health 

information for diverse groups. Giuse et al. (2012) studied patient education targeting health 

literacy and single versus multimodal (visual, aural, read/write, or kinesthetic) learning styles in 

87 patients in an emergency department in the U.S. Post-test responses showed a statistically 

significant improvement in hypertension knowledge with patient education directed at learning 

style preference plus health literacy level compared to education for health literacy alone (Giuse 

et al., 2012). More than half of the participants preferred varied learning styles. While most of 

the study participants were White and not from an ethnic minority background, roughly one-

quarter showed marginal or low health literacy similar to foreign-born students new to the U.S. 

health care system (Giuse et al., 2012). This study offers support for providing translated print 

materials to accommodate varied preferences for communication and learning styles, which may 

increase comprehension and health literacy in Chinese international students. The growing 

population of international students at universities accentuates the need for print resources that 

can supplement other resources to improve patient-provider communication and enhance 

culturally appropriate student health services.  

The research suggests that these outcomes may include broad effects on patient well-

being and satisfaction. Engaging and empowering patients to take control of their health leads to 

greater self-efficacy and patient satisfaction (Tucker, Arthur, Roncoroni, Wall, & Sanchez, 2015). 

Lim and Paek (2013) studied self-efficacy, communication, and quality of life in 86 Chinese-

American breast cancer survivors in the U.S. Self-efficacy in patient-provider communication, 
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that is, a patient’s perceived ability to have control over their communication with the provider 

and decision-making, was strongly associated with high health-related quality of life scores (Lim 

& Paek, 2013). The results suggest an important role for patient-provider communication in this 

Chinese group. In the aforementioned HPV study by Robison et al. (2014) with Chinese and 

Southeast Asian women, a secondary finding of the study was that both treatment groups most 

commonly reported their doctor to be the source of health information (Robison et al., 2014). 

This supports campus heath providers serving an important health educator and communicator 

role for Chinese international students. Accommodating patient language needs during patient-

provider communication can increase patient satisfaction (Tucker et al., 2015). In Joo’s (2014) 

systematic review of culturally competent interventions for Asian diabetics, six of the nine 

studies reviewed found that patients were significantly satisfied with bicultural health services 

and materials. Again, in the largest study (n=145), Chesla et al. (2013) also found that that 92% 

(n=133) of Chinese immigrants in California felt that a behavioral education intervention for 

Chinese diabetics in their native language was deemed to be helpful overall and in turn improved 

the perceived quality of life. Promoting patient satisfaction through better communication and 

language accommodation is a critical target in the campus health setting. 

Campus health centers are the logical venues for communicating health information 

(Tung et al., 2013). Researchers have begun to study the effectiveness of health education 

materials introduced at these sites. For instance, Lazarus (2013) conducted an online pre-post 

survey study on a U.S. college campus to evaluate the effect of a health care information packet 

on the knowledge of health care services. All seven participants exhibited increased awareness 

about available health services on the college campus and in the community (Lazarus, 2013). As 

these outcomes illustrate, physicians, nurse practitioners and other health care providers on 
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college campuses play a critical role in providing culturally appropriate patient education. The 

health care provider is vital to the patient experience during the health care visit. Supporting 

providers at the study site with culturally appropriate educational materials and resources 

promises to address a gap in health care and ultimately improve health outcomes for Chinese 

students at this university.  

For health care providers to offer patient education in the patient’s language, reliable 

resources are needed (Betancourt et al., 2014; Tucker et al., 2015). The literature shows that 

interpreter services can be effective, but there are limitations and varying degrees of 

effectiveness with this resource. Maul (2015) conducted semi-structured interviews with nine 

school-based speech/language therapists in California who interact with children and teens 

whose primary language is not English. Two common themes reported by the therapists in this 

study were inaccuracies with interpreting and a perceived lack of understanding of health terms 

(Maul, 2015). Additional evidence comes from Lor, Xiong, Schwei, Bowers, and Jacobs (2016) 

who interviewed 10 Hmong patients with LEP residing in the Midwest. The study found that 

“most” of the Hmong patients reported “many” interpreters lacked proficiency in medical 

terminology, and a “few” observed that interpreters with low language proficiency negatively 

affected the patient-provider relationship (Lor et al., 2016). The results suggest that while 

interpreters are important adjuncts to providing culturally competent care, there are limitations. 

Thus, the campus health providers need reliable language resources, and translated print 

materials show promise for improving communication with Chinese international students in a 

clinical setting. 

There are several websites for accessing bilingual health information that are currently 

available on the internet. A search of available translated health education websites led to Health 
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Information Translations, which was found to provide the greatest breadth of health topics and 

different languages compared to others available. The free online website 

(https://www.healthinfotranslations.org/) translates common health conditions, treatments, tests, 

and preventive care topics into eighteen different languages, including two common written 

forms of Chinese – Simplified and Traditional (Moyer, Guthrie, & Wingert, 2012). Visuals are 

included with text where appropriate. The site is managed by The Ohio State Wexner Medical 

Center, a leader in the health translation effort. Much of the material has been linked to the 

National Library of Medicine Multiple Language site content. The Associate Director of Health 

System Patient Education at the Wexner Medical Center reports that the resource has been used 

by clinicians in over 100 countries (personal communication, Diane Moyer, June 16, 2016). To 

confirm the reliability and appropriateness of implementing this website resource with the 

Chinese international students at the project site, this project leader, a provider at the site, 

compared standard treatment plans already in place in English alongside similar content on the 

website. The material was deemed to be generally congruent. Simplified Chinese was regarded 

as the most common written form understood by students speaking the Mandarin or Cantonese 

Chinese languages and was suggested by a Chinese American health care provider at the project 

site. Administrators in Health Services at the project site therefore approved a plan to make the 

Health Information Translations website readily available to campus health providers to improve 

care for international students. See Appendix B for the letter of support. 

In addition to a consistent language resource, providers need organizational support and 

training on the importance of utilizing a reliable resource to address communication needs for 

international students (Douglas et al., 2014; Tucker et al., 2015). The provider is part of an 

organizational system designed to promote quality care for international students. Guidelines for 
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implementing culturally competent interventions in the health care setting are varied but often 

point to the need for assessment, training, and cross-cultural communication for health care 

workers and organizational systems (Delphin-Rittmon et al., 2013; Douglas et al., 2014). 

Training providers on culturally sensitive ways to acknowledge and empower the patient as an 

important part of the health care visit and treatment plan can positively impact patient 

satisfaction and health outcomes (Tucker et al., 2015). Strong studies showing positive outcomes 

of cultural training for providers are lacking in the current literature, but a previous study outside 

the U.S. offers guidance for such cultural training for providers. Majumdar, Browne, Roberts, 

and Carpio (2004) studied the effectiveness of cultural sensitivity training with 114 nursing 

providers working with minority patients in Canada. The researchers found that cultural 

sensitivity training led to a statistically significant increase in cultural awareness, as well as a 

significantly improved understanding of multiculturalism and ability to communicate with 

foreign-born patients (Majumdar et al., 2004). The literature is unclear as to the type or length of 

training that is most effective; most show varying degrees of positive impact. What is clear is 

that language-specific resources can improve communication and access to quality health care; 

this will improve patient-centered care, adherence to treatment, patient satisfaction, and therefore 

health outcomes (Betancourt et al., 2014; Tucker et al., 2015).  

Synthesis. In summary, the literature demonstrates the importance of providing culturally 

competent care for diverse populations that include Chinese international students (Han et al., 

2013; Maleku & Aquirre, 2014). A critical component of such care is improved health literacy, 

which can be supported by providing more health information and accommodating the language 

needs of this population (Bertram et al., 2014; Ellis et al., 2013; Nishimura et al., 2012; Robison 

et al., 2014; Sentell & Braun, 2012; Tung et al., 2013). While interpreters have been found to be 
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of limited usefulness in clinical contexts (Giuse et al., 2012; Lor et al., 2016; Maul, 2015), the 

evidence suggests that language needs can be better accommodated by integrating translated 

print materials into provider practice (Chalungsooth & Schneller, 2011; Chesla et al., 2013; Joo, 

2014; Muto et al., 2011; Snowden et al., 2011). Introducing such materials into the clinical 

setting can enhance the health care provider’s efforts to improve health outcomes for this 

vulnerable university population (Lazarus, 2013; Lim & Paek, 2013; Majumdar et al., 2004; 

Tucker et al., 2015).  

Conceptual/Theoretical Framework 

Patient-Centered Culturally Sensitive Health Care (PC-CSHC) Model 

Growing empirical evidence demonstrates a positive association between culturally 

sensitive health care environments and positive patient outcomes (Tucker et al., 2015). A 

pertinent conceptual model for this project is Tucker et al.’s (2007) Patient-Centered Culturally 

Sensitive Health Care (PC-CSHC) Model. Patient-centered health care includes respect for 

patients, knowledge sharing between patients and providers, and collaborative communication 

strategies (Tucker et al., 2015). The PC-CSHC model holds that a culturally sensitive 

environment encourages trust in the provider, facilitating interpersonal control, patient 

satisfaction and reduced stress, which can in turn promote healthy lifestyle changes and 

treatment adherence, ultimately improving health outcomes (Tucker et al. 2007). See Appendix C 

for a diagram of the model. This representation graphically illustrates the critical role of provider 

cultural sensitivity in mediating these relationships. Tucker et al.’s model thus provides 

validation for a focus on provider training in communication strategies aimed at improving the 

quality of care in the clinic environment and promoting healthy patient behaviors (Tucker, 

Roncoroni, Marsiske, Nghiem, & Wall, 2014). Providing language-specific resources to 
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international students with language needs is an essential step to providing the proper clinical 

environment for patient-centered care. 

Evidence-Based Practice Implementation Model 

           The Stetler (1976) model is a practitioner-oriented model useful for incorporating research 

findings into practice. The model includes five phases that outline steps towards utilizing 

research as a basis for evidence-based practice (Melnyk & Fineout-Overholt, 2015). Following 

this framework, the current project moved through five phases of planning and implementation. 

The first phase was Preparation, where a priority need was identified within a system context, 

and relevant literature was explored to identify evidence for a change that supports the need. In 

this phase, project outcomes were defined and engagement with stakeholders commenced. The 

second phase was Validation, during which the current literature was reviewed and appraised for 

evidence of best practices to improve health outcomes for international students. Phase three was 

Comparative evaluation/decision making, which started with synthesizing the evidence for a 

feasible project in the college campus health center setting. In this phase it was determined that a 

project to incorporate translated health education materials would utilize the research, meet the 

needs of international students, and improve patient outcomes. Feedback from key stakeholders 

on the leadership and health care teams was obtained and reviewed. Phase four was 

Translation/application, where the intervention was put into action. Surveys were researched and 

developed to appropriately evaluate the outcomes of the project. The final Evaluation stage, 

phase five, provided the opportunity for data analysis and evaluation of the project to show the 

extent to which the intended goals were met. 
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Project Implementation 

Setting and Population 

The project took place at three campus health centers of a large public university in the 

Southwest that sees over 12,000 students a year for primary care, approximately 13% of which 

are Chinese students. There is an emphasis on the growing numbers of international students at 

this university, especially the Chinese, and how their needs can be best met. The university has a 

solid philosophy of inclusion; its charter asserts that the university is “measured not by whom we 

exclude but rather by whom we include and how they succeed” (Arizona State University 

[ASU], n.d.). As the university health centers actively work to standardize patient education for 

common diagnoses, a reliable translated print resource was needed to supplement existing 

language resources for students whose primary language is not English.  

There are several language resources already in place at the university, including a phone 

interpreter and limited print resources, but opinions about them vary and the unique needs of 

Chinese students are not always addressed. A health history form is available in Mandarin and 

Arabic. Print materials are available in the electronic health record and can be translated into 

Spanish only. Additionally, a telephone interpreter service is available at the campus health 

centers that incurs a cost each time it is used. To assess whether the current use of language 

resources was adequate, a survey of 24 health care providers at the campus health centers was 

conducted by the project leader early in the project development process, with a response rate of 

50%. All 12 responders reported already using some form of translated resources with the 

international students, with the telephone interpreter as most commonly used at 75% (n=8). 

Google Translate was found to be used by more than half, or 58% (n=7). No other translated 

resources were identified. Patient assessments of these resources were mixed. A focus group of 
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Chinese students at the university evaluating campus health services revealed student concerns 

that Google Translate was “not always accurate” and sometimes “too technical” (personal 

communication, Associate Director of Health Services, May 18, 2016). Student opinions also 

vary on the value and use of the phone interpreter, and it is frequently declined for reasons of 

“dignity” or “privacy” (personal communication, female Chinese student leader at the university, 

June 14, 2016). Moreover, previous literature identified limited accuracy and proficiency among 

interpreters (Lor et al., 2016; Maul, 2015). Thus, limitations in the available language resources, 

consistent with trends in the literature, provided an opportunity to implement a reliable language 

resource for provider use in this setting. 

The literature suggests that campus health centers are appropriate settings for health care 

providers to educate students on proper health care (Lazarus, 2013; Tung et al., 2013). Thus, a 

plan was developed to include two groups of participants, campus health providers and Chinese 

students. At the study site, campus health providers included 11 physicians and 13 nurse 

practitioners (NP). Students who voluntarily came to the health center for medical care were 

included in the project if their country of origin was China, primary language was Chinese, and a 

pertinent health topic was available on the designated website. All other students were excluded. 

Twenty-five student surveys were included in the project. All campus health providers were 

provided with the opportunity to participate, as the training provided was beneficial for all who 

interact with this population. As an incentive, the providers were offered a chance to receive a 

gift card in return for active participation in the project. Implementation showed that a subset of 

providers was more committed to the project and had more contact with this population; 

therefore, it was implemented by a subset of eight available providers.  
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Implementation Procedure 

An online resource, Health Information Translations, from which providers can download 

translated health materials, was incorporated into the practice setting to offer health information 

in the student’s native language. For all students at each health care visit, the provider reviewed 

the electronic health record (EHR) and asked the student about the country of origin and primary 

language. If the student’s primary language was a form of Chinese and country of origin was 

China or its territories, the provider conducted the health care visit as usual but also offered an 

appropriate translated patient education handout if one was available on the website. A shortcut 

to the external website was installed on the exam room computers. The student reviewed the 

handout and then was asked to complete a brief survey at the end of the visit. The providers were 

instructed to document in the electronic health record when the resource was used. After the 

project implementation period, a survey was completed by those providers who used the 

resource. The provider survey was administered and retrieved via the university email service, 

fax, or in person. The workflow process for project implementation is illustrated in Appendix D. 

Project data were collected over a period of three months. See Appendix E for a detailed timeline 

for the project. 

For the protection of human subjects, the project proposal was submitted to the Northern 

Arizona University Institutional Review Board (IRB) for review and was exempted from 

required oversight by the Board because the project did not meet the criteria for human subject 

research (See Appendix F). This quality improvement project aimed to ensure that patients 

received the evidence-based care when needed by campus health providers. It was intended to 

improve health care performance as judged by established standards for quality care. The survey 

tools included limited demographic data and no identifying information or protected health 
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information. There was minimal risk to participants. Participation was voluntary, and each had 

the opportunity to decline or withdraw at any time.  

Certain features of the project facilitated implementation including cost and 

administrative support. The project incurred a minimal cost for the printing of patient surveys 

and provider reference materials, and the online resource was available on the internet at no 

charge. The project received administrative support because its goals were consistent with 

university and health center priorities. At the university, the Associate Vice President of 

Counseling Services and Health Services noted there was already an effort to improve the patient 

experience and a university goal to increase cultural inclusivity (personal communication, 

February 25, 2016). Recommendations for a quality improvement project were presented to the 

stakeholders at the university and preliminary approval given prior to the implementation. There 

was support in place from health center directors and upper-level administrators to initiate a 

quality improvement change directed at accommodating the needs of the growing numbers of 

international students.  

Provider training was conducted prior to the start of the project. This included a power 

point presentation at a provider staff meeting, with individual training at separate times for those 

not present and ongoing individual training as needed. These presentations included: 1) statistics 

on international students at the university and specifically the Chinese, 2) evidence of the need to 

address cultural competence, health literacy, and patient-provider communication, 3) role of the 

organizational system and support, 4) language resources currently available, 5) need for 

standardized treatment plans and consistent use of language-specific materials, 6) cost 

considerations, and 7) the implementation procedure. As the project progressed, continued one-

on-one training was needed with individual providers to reinforce the training. 
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Evaluation and Data Analysis 

Data Collection 

The project data were collected over a three-month period. Chinese students receiving 

translated materials completed a paper survey at the end of the health care visit, and participating 

providers completed an email survey after two months of implementation. Opportunistic 

sampling was carried out with patients (students) and providers (Terry, 2012).  

The patient survey was adapted from a patient satisfaction survey already in use at the 

project site, which included three questions about the patients’ feeling that the provider listened 

to them, understanding of the treatment plan, and satisfaction with the visit – each on a Likert 

scale from one to five, lowest to highest. Added to these standard items was a Yes-No question 

on whether the translated print materials were useful (see Appendix G). This was regarded to be 

a simpler scale that is more easily understood across cultures and languages, without heavy 

wording that may be more difficult to interpret. Surveying patient satisfaction through questions 

about listening, explanation, and communication is a useful tool in quality improvement to 

evaluate patient-centered care (Al-Abri & Al-Balushi, 2013). The survey included the English 

and Chinese translation of each item and asked about country of origin and primary language.  

The provider survey included six questions to assess the usefulness of the translated print 

materials with a five-point Likert scale, strongly disagree to strongly agree, plus the reported 

frequency of use and categorical demographic data on number of years as a campus heath 

provider, race-ethnic background, and bilingual status (see Appendix H). An open comments 

section was also included to assess strengths and weaknesses (Holly, 2014). The provider survey 

was adapted from survey questions used in the literature (Chalungsooth & Schneller, 2011). 

Questions on the survey from Chalungsooth and Schneller’s (2011) study were adapted for better 
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relevance to the current project. The survey was designed with a declarative response format 

rather than questions, to encourage a more precise response. Demographic items assessing 

race/ethnicity and bilingualism were added since these factors have been shown in the literature 

to increase patient satisfaction and organizational cultural competence and may be helpful for 

further study.  

Analysis 

Analysis of the project included descriptive statistics to describe and quantify the 

responses for the patient and provider groups. Frequency distributions were used to measure the 

quality indicators of patient satisfaction, perceived comprehension of the treatment plan, 

provider utilization and perception of the usefulness of the translated materials. Participant 

comments were summarized into global themes. 

The literature supports this type of data collection and descriptive statistical analysis. 

Schmittdiel (2015) encourages the use of patient surveys to help identify patient priorities, 

underscoring the importance of including the patients in the development of sustainable 

approaches to improve the level of culturally appropriate care in this population. Tung et al. 

(2013) found translated surveys and Likert scales to be effective ways to assess knowledge and 

attitudes in Chinese college students. They also found that percentages and frequency 

distributions were helpful in describing their results. However, though they also reported means 

and standard deviations, those are not always appropriate for analysis of Likert-scale data and 

were not appropriate for this project since an equal interval or measurement between the Likert 

scale responses could not be assumed due to the ordinal scale (Sullivan & Artino, 2013; Tung et 

al., 2013). In another similar study, Shadick and Akhter (2014) gathered information from health 

professionals at a conference about a culturally tailored suicide prevention kit designed to meet 
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the needs of international students. The perceived usefulness and utilization of the kit were 

determined by reporting the percentage of respondents choosing each response option (Shadick 

& Akhter, 2014). In sum, this evaluation plan incorporates an appropriate evidence-based 

approach to assessing quality of health care interactions for a group of Chinese international 

students in a college campus health setting. 

Results 

Demographic information collected on the patient survey showed that all the students 

reported China (n=24) or Hong Kong (n=1, under Chinese sovereignty) as the country of origin, 

and the majority reported Chinese as the primary language (n=22, 88%); Cantonese and 

Mandarin (spoken Chinese languages) were reported on three surveys which also met inclusion 

criteria (see Appendix I). The patient survey responses summarized in Appendix J show that the 

Chinese students were overwhelmingly satisfied with the visit. On a scale of one to five, all the 

respondents (n=25, 100%) selected the highest rating (five) when asked “Did the provider listen 

to your concerns?” and “Overall satisfaction with your visit?”  Twenty-four respondents (96%) 

selected five and one patient selected four on the question, “Was your patient plan easy to 

understand?” Additionally, all respondents (n=25, 100%) answered “yes” to the question: “Was 

the translated print material that you received today helpful?” One written comment on a patient 

survey was, “It’s so sweet for you to provide us with this! Thx!”  

In the provider group, demographic information collected on race-ethnicity showed six of 

the eight providers identifying as White, one identifying as Asian, and none identifying as any 

other categories (Black/African American, Hispanic/Latino/Spanish, American Indian/Alaska 

Native, Native Hawaiian/Other Pacific Islander, Other, Unknown, or Prefer not to disclose); one 

responder did not answer this question (see Appendix K). Additionally, only one provider 
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reported bilingual status and spoke Mandarin. One provider had worked at campus health for less 

than one year, three for one to five years, and four for more than five years (see Appendix K). 

The perceived frequency of use of the translated print materials by the providers was reported as 

rarely (n=3), monthly (n=2), weekly (n=3), and daily (none). Eight providers participated and 

completed surveys, which represented one-third of the total provider team across the university. 

While provider utilization of the translated materials was relatively low, Appendix L 

illustrates the provider survey responses showing positive perception by the providers of the 

usefulness of the translated materials. All eight providers who used the materials marked 

“Agree” or “Strongly Agree” that, “The translated patient education information is useful 

overall for language-specific patient education with Chinese international students.” 

Specifically, all eight providers marked “Agree” or “Strongly Agree” that the materials 

“facilitated understanding of the diagnosis,” “facilitated understanding of the treatment plan,” 

“improved the patient-provider communication,” and “informed the student about recommended 

preventive health.“ When providers were asked if, “The translated patient education information 

was available for the health issue(s) I addressed with the international student,” one provider 

strongly agreed, three providers agreed, one provider was undecided, and three providers 

disagreed. Although positive perception of usefulness was reported by the provider group, 

utilization of the materials was variable. 

Additional feedback from the providers helped to explain the variable utilization (see 

Appendix L). Written comments on the provider surveys were limited. The sole written comment 

received on the provider surveys was, “The specific diagnoses that I needed were not on the list. 

Otherwise I see value in the program and would like to use it more.” Oral comments collected 

informally from the providers during project implementation cited two additional reasons for low 
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utilization of the resource that included: a) the perception that the Chinese student’s English was 

adequate so the materials were not needed, and b) the lack of opportunity to meet with a Chinese 

student during the project period (this was the case for some providers in administrative positions 

or smaller campus clinics with fewer numbers of international students). Informal discussion 

with providers also found that providers often looked for specific diagnoses on the website rather 

than broad health topics that could also be useful if a specific diagnosis was unavailable. Though 

not specifically verbalized by the providers, extra time spent during the office visit to search the 

online resource for materials to download and print may have also been a barrier in the busy 

health centers. 

Discussion, Recommendations, Conclusions 

In summary, for the quality indicators, the results supported high levels of patient 

satisfaction with the translated materials. Positive patient perception of comprehension of the 

treatment plan was exhibited by favorable patient and provider responses to this survey question. 

Provider utilization was variable, for multiple reasons previously noted. Despite provider barriers 

to use, overall perception of the usefulness of the translated materials was high. The language 

resources helped to improve the quality of care for this group of Chinese international students. 

Limitations and Lessons Learned 

Barriers to implementation and potential limitations to the analysis should be considered 

in light of the results. Self-report was a potential limitation for the patient satisfaction survey as 

cultural influences may have encouraged patients to respond positively. A study by Chen et al. 

(2014) about self-positivity reporting among a group of Chinese students reaffirms the tendency 

of this cultural group to respond positively on reporting measures. Another potential bias was 

that the project leader was also a provider on the health care team, which could have influenced 
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the providers’ survey responses. The project’s plan and statistical analyses were designed to 

ensure meaningful data, but broadening the study population to include students from multiple 

cultures and providers in other settings may help to ascertain whether these respondents’ positive 

assessments were inflated. Adding direct measures of patient understanding or compliance in 

future studies could shed light on the reliability of these self-reports. 

Critical factors in the study setting that negatively impacted the implementation of the 

project were time constraints and lack of documentation of use, since the materials were 

retrieved from an external source outside the electronic health record. Lack of survey response 

required close follow-up to resolve misunderstandings about the need for the translated materials 

or confusion about implementation processes. The support of primary stakeholders in leadership 

and operational staff helped to mitigate these problems and was key to the success of the project.  

Significance/Implications 

Clear opportunities exist for the organization where the project took place. The university 

has embraced the national standards in health care and college health and strives to promote 

cultural inclusion, respect, equality, and equity. Providing a reliable and cost-effective print 

resource for translated patient education supplements other language resources already available 

to increase patient satisfaction and culturally competent care, and will help to standardize care. 

The availability of a consistent language resource for the international students and cultural 

training for the providers served to improve organizational cultural competence and meet 

national standards. The provider training has served to enhance cross-cultural communication 

and increase awareness of health literacy needs in a vulnerable group of foreign-born students 

new to the U.S. health care system. The health care providers’ perspective will assist with 

determining the appropriateness of certain language-specific resources and developing best 
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practices for culturally competent care. A potential benefit from the project is that utilization of 

health services by the international students may increase. The project results will add to the 

growing body of knowledge about aspects of the health care visit and treatment plan that can 

improve the care of international students at this university. 

Future implications of the project include the potential expansion of print materials and 

language resources to meet the needs of all patients whose primary language is not English. 

Embedding a language resource with print materials into the electronic health record would 

improve efficiency of use as well as better tracking and documentation of utilization. Exploring 

language resources with a broader range of clinical topics would improve opportunity for 

utilization. Future initiatives could also include additional provider cultural training based on 

Tucker’s (2007) model as a framework, to strengthen the patient-provider relationship and to 

reinforce the understanding that providing translated materials in the native language can 

increase health literacy no matter the level of English proficiency. A plan to disseminate the 

results at multiple levels at the university will help to broaden the impact of the project and 

facilitate the translation of the research into practice. Interventions that improve culturally 

competent care can be difficult to measure; therefore, more studies are needed with control 

groups or direct measures for language-based interventions, with larger samples of international 

students that have greater generalizability.  

Conclusion 

International students often have unique cultural needs and face obstacles when accessing 

health care. The current results suggest that providing language-specific health care materials to 

international students can support positive health outcomes by enhancing patient comprehension 

and satisfaction with the health care encounter. Promoting a healthy student population 
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encourages academic success and overall achievement of the university mission. Addressing 

health literacy and communication needs through a patient-centered and caring nursing approach 

will help to improve culturally competent care and achieve greater health equity. 
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proficiency
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post sojourn 
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open-ended 
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Consensual 
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Research 
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Pertinent to 
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IS 
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tion 
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health  
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original 
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accuracy. 
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reviewed 
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pilot 
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N=8  
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mental 

health pro-

fessionals 

from 

higher 

education 

institutions 
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for analysis 
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package of 
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materials. 

Initial 

review by 
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develop-

ment of 

materials. 

IV: back-

translation of 

materials 

DV: Whether 
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Level VI 
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Chinese American 
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No 

conceptual 

framework 

identified 

Quasi-

experimen

tal design 

 

145 

Chinese 

immigrant 

with Type 

2 Diabetes 

IV: Chinese 

adapted 

coping skills 

training 

(CCST)= 

culturally 

adapted 

bilingual 

cognitive 

behavioral 

training 

DV: diabetes 

distress, 

diabetes 

quality of 

life, glucose 

regulation, 

family 

support and 

conflict, 

family 

emotional 

support. 

Sessions 

were 
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Cantonese 

Diabetes self-

efficacy scale, 

family 

instrumental 

support scale, 

bicultural 

Efficacy for 

health 

management 

scale, the Brief 

Diabetes 

Knowledge Test, 

Diabetes Quality 

of Life (DQOL)– 

Satisfaction, 

DQOL- Impact, 

Suinn-Lew 

Asian Self-

Identity Scale, 
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for 

Epidemiological 

Studies – 

Depression Scale 

Multi-level 

regression 

model, 

with data 

collected at 

intervals 

throughout 

4-month 

treatment 

period 

followed 

by 6-week 

diabetes 

inter-

vention. 

Mixed 

models-

linear 

module in 

SPSS 

Version 17 

Immediate benefits 

of treatment which 

were statistically 

significant= 

Diabetes self-

efficacy, diabetes 

knowledge, 

bicultural efficacy, 

family emotional 

support, family 

instrumental 

support, diabetes 

distress, and 

DQOL-

satisfaction. 

Eighty-one percent 

of the participants 

indicated that they 

had learned new 

skills for managing 

diabetes with a 

bicultural cognitive 

behavioral 

intervention 

program using 

bilingual staff and 

translated print 

materials. 

Intervention was 

deemed to be 

helpful overall and 

in turn improved 

the perceived 

quality of life. 

Level IV 

Strengths- widespread 

statistically significant 

improvements due to 

culturally adapted 

training. 

Weaknesses- complex 

and complicated 

outcome measures. A 

convenience sample 

introduced potential 

bias 

Conclusions-Chinese 

immigrant participants 

were highly distressed 

at intake and 

responded eagerly to 

culturally tailored 

treatment and 

education for diabetes, 

reinforcing the need 

for and effectiveness 

of bilingual and 

multicultural 

approaches to 

treatment and patient 

education for chronic 

disease. 
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Ellis-Bosold, C. 

(2013). A needs 

assessment: A 

study of perceived 

need for student 

health services by 

Chinese 

international 

students. College 

Student 

Journal,47(1), 

155-168. Retrieved 

from 

http://www.ingenta

connect.com/conte

nt/prin/csj/2013/00

000047/00000001/

art00016 

No 

conceptual 

framework 

identified 

Qualitat 

survey 

N=91 

Chinese 

inter-

national 

students on 

a university 

campus in 

Arkansas 

USA 

Variables –  

Feelings 

about own 

health, 

utilization of 

services, 

barriers to 

health 

lifestyle 

Survey approach Qualtrics 

survey 

system 

Findings – FILL 

IN percentages of 

responses 

Level VI 

Strengths- patient 

sample is specific to 

my population 

Weaknesses- 

statistical analysis was 

limited. 

Conclusions-findings 

included failure to 

seek medical attention 

when need is 

perceived, lack of 

responsibility for own 

health care needs, and 

underlying dependence 

on international 

student services at the 

university. 
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Giuse, N. 

B.,Koonce, T. Y., 

Storrow, A. B., 

Kusnoor, S. V., & 

Ye, F. (2012). 

Using health 

literacy and 

learning style 

preferences to 

optimize the 

delivery of health 

information. 

Journal of Health 

Communication, 

17, 122-140. doi: 

10.1080/10810730.

2012.712610 

Framework- 

none 

identified 

Design-

RCT 

Sample-

n=87 

hyper-

tensive 

patients in 

US 

emergency 

department 

(41 control 

and 46 

inter-

vention 

group). 

English 

and 

Spanish 

speaking 

Variables- 

IV1: 

information 

at health 

literacy level 

IV2: 

information 

in learning 

style 

DV: 

Retention of 

hypertension 

information 

 

Measurement- 

17-item 

Hypertension 

knowledge test; 

16-item VARK 

assessment of 

learning style; 

Short Test of 

Functional 

Health Literacy 

Data 

analysis-

paired t 

tests; 

multi-

variate 

linear 

regression 

analyses 

Results –

statistically 

significant 

improvement in 

correct post-test 

responses (8.9 to 

14.2) on 

hypertension 

knowledge with 

patient education 

directed at learning 

style and health 

literacy level 

compared to 

education for 

health literacy 

alone (unchanged 

at 7.9).  

Level II 

Strengths – well 

designed RCT 

Weaknesses – 

majority of 

participants had 

adequate health 

literacy so evaluation 

of interventions with 

lower health literacy 

was limited in this 

study. Rapport with 

interviewers could 

have affected the 

results. 

Conclusions- While 

the majority of study 

participants were 

white and not from an 

ethnic minority 

background as in the 

proposed project, 24% 

(n=13) of the original 

intervention group 

(some were lost to 

follow up) showed 

marginal or low health 

literacy, which has 

similarity to foreign-

born students new to 

the U.S. healthcare 

system. 
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Han, X. 

[Xuesong], Han, 

X. [Xuemei], Luo, 

Q., Jacobs, S., & 

Jean-Baptiste, M. 

(2013). Report of a 

mental health 

survey among 

Chinese 

international 

students at Yale 

University. 

Journal of 

American College 

Health, 61(1), 1-8 

None 

identified  

Non-

random-

ized 

Cross-

section 

survey 

Anony-

mous 

online 

survey 

sent to  

list of 

Chinese 

student 

registry 

on email  

N=130 

Chinese 

students on 

a college 

campus at 

Yale Uni-

versity in 

US. 35% of  

Chinese 

students 

partici-

pated 

IV: IV1-level 

of exercise, 

IV2-internet 

use, IV3-

relationship 

with advisor, 

IV4-age, 

IV5-sex, 

IV6-religion, 

IV7-financial 

source, IV8-

reading 

frequency, 

IV9-self-eval 

of current 

health 

 

DV: severity 

of depression 

(DV1) and 

anxiety 

(DV2) 

 

Chinese version 

of PHQ-9 

depression 

screen, GAD-7 

anxiety screen, 

and 39 multiple 

choice ques on 

lifestyle, health 

history, language 

ability, etc 

Pearson 

correl coeff 

and p value 

to assess 

correlation 

of PHQ-9 

and GAD-

7. Mean 

and SD of 

PHQ-9 and 

GAD-7 

were 

calculated 

by 35 

demo-

graphic and 

contextual 

factors. 

Two-sided 

t test and 

ANOVA 

compared 

scores 

between 

groups. 

Stats 

analysis 

used SAS 

version 9. 

Mean score for 

PHQ-9=4.6/27 

possible and GAD-

7=3.5/27 possible. 

Highly correlated. 

45.4 % endorsed 

depression 

symptoms, 29.2% 

endorsed anxiety; 

most were mild. 

Only 1 had 

previous dx of 

depression. Higher 

depression scores 

with: poor 

relationship with 

advisor, low 

exercise, and 

perceived poor 

state of health. 

Higher anxiety 

with: poor 

relationship with 

advisor, low 

exercise, perceived 

poor state of 

health, and low 

Internet use.  

Academic stress 

noted most 

frequently as cause 

for depression or 

anxiety followed 

by social isolation, 

culture shock, 

language difficulty 

Level VI 

Strengths: USPSTF 

grade B for moderate 

benefit of depression 

screening in adults. 

Unique mental health 

survey targets Chinese 

IS in US 

Weaknesses: 

Weaker causal 

relationship bt 

variables in design; 

may not generalize to 

Chinese IS at other 

schools; modest 

participation; possible 

participation bias. 

Conclusion: 

Self-eval of poor 

current health is key 

factor assoc with 

depression/anxiety.  

There is lack of 

screening and under 

diagnosis. PA/exercise 

is assoc with lower 

depression/anxiety. 

Should encourage 

healthy lifestyle 

among IS and increase 

awareness of available 

mental health services 

for IS. 

 

 

 

  



CULTURALLY COMPETENT CARE 50 
Joo, J. Y. (2014). 

Effectiveness of 

culturally tailored 

diabetes 

interventions for 

Asian immigrants 

to the United 

States: A 

systematic review. 

The Diabetes 

Educator, 40(5), 

605-615 

None 

identified  

SR: 

5 QED 

and 

4 RCT  

Inclusion 

Criteria= 

Analyze 

culturally-

tailored 

DM 

program; 

RCT or 

QED; 

Asian 

immi-

grants 

>50; com-

munity-

based; 

measure 

patient 

outcome 

N=9 

empirical 

studies, 

all in US. 

Asian  

IV: IV1-

Bilingual 

health care 

team; IV2-DM 

educational/pr

evention/ 

management 

intervention; 

IV3-Bilingual 

phone 

counseling, 

IV4-

community 

health worker 

intervention, 

IV5-culturally 

appropriate 

information  

DV: DV1-

HbA1c, DV2-

lipids; DV3-

BP; DV4-

BMI; DV5-

improvement 

in self-care/ 

efficacy, DV6-

PA, DV7-

knowledge, 

DV8-social 

support; DV9-

PT 

satisfaction; 

DV10-rate of 

attendance 

Study quality 

assessment with 

Amsterdam-

Maastricht 

Consensus List 

for Quality 

Assessment 

 

Objective 

clinical 

measures; 

Diabetes 

Knowledge 

Test in 7/9; 

objective 

measure of PT 

satisfaction, 

self-efficacy; 

Diabetes 

Quality of Life 

(DQOL) scale. 

4/4 RCT 

randomiza-

tion 

adequate; 

4/4 RCT 

treatment 

allocation 

concealed;  

4/4 RCT PT 

blinded to 

intervention; 

0/9 provider 

or outcome 

assessor 

blinded to 

intervention; 

4/9 drop-out 

rate 

described/ac

ceptable; 4/4 

RCT 

participant 

analyzed in 

their 

allocated 

group; 9/9 

free of 

suggestion 

of selective 

reporting; 

4/4 RCT 

similar 

groups in 

prognostic 

indicators; 

4/4 RCT co-

intervention

s avoided; 

9/9 

acceptable 

compliance; 

9/9 similar 

timing of 

outcome 

Statistically 

significant 

improvements 

included: hbA1c 

levels improved 

significantly in 

four of the studies, 

diabetes 

knowledge 

improved in five of 

the studies, and 

improvement in 

health behaviors 

was shown in 

three. In six of the 

studies, patients 

were significantly 

satisfied with 

bilingual providers 

and bilingual 

educational 

programs, 

including 

culturally relevant 

educational 

materials and 

programs. Not all 

studies showed all 

improvements 

Level I 

Strengths: USPSTF 

grade B showing 

benefit of diabetes 

screening as part of 

cardiovascular risk 

assessment in 

overweight patients. 

Generally consistent 

results among the 

studies. More than half 

were strong RCTs.  

Weaknesses: 5 of 9 

studies were single-

group pre/post-test 

design – needs more 

RCTs; subethnic 

differences among 

Asian immigrants 

could have influenced 

results; could be a 

reporting bias toward 

positive outcomes. 

Conclusions: 3 

common outcomes – 

improvements in 

objective clinical 

measures, positive 

psycho-behavioral 

results, improved 

satisfaction – lend 

strong support for 

culturally-tailored DM 

intervention programs 

for better evidence-

based practice and 

patient outcomes for 

Asian immigrants in 

US. 
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Lazarus, E. M. C. 

(2013). College 

health: Meeting 

the health care 

needs of 

international 

students (Doctoral 

Dissertation). 

Available from 

ProQuest 

Dissertations & 

Theses Global. 

(1477992042). 

Retrieved from 

http://login.ezprox

y1.lib.asu.edu/logi

n?url=http://search.

proquest.com/docv

iew/1477992042?a

ccountid=4485 

 

Framework 

not identified 

Non-

experimen

tal 

pre.post 

survey 

design 

Conven-

ience 

sample, 

n=7 

Variables 

DV: 

Knowledge of 

health care 

services 

IV: 

Health care 

information 

packet 

Measurement – 

on line pre/post 

surveys 

Data 

analysis, - 

sign test 

(one-tailed 

test) 

Results- All 

participants 

increased 

awareness about 

available health 

services on college 

campus and in 

community 

Level VI 

Strengths – adds to 

literature about the 

need to increase 

awareness of health 

services for 

international students, 

it is pertinent to the IS 

population 

Weaknesses – small 

sample, not 

randomized, cannot 

generalize findings 

Conclusions – 

Providing information 

about available 

services helps to 

increase awareness 

and knowledge of 

services and can 

positively impact 

health outcomes 

http://login.ezproxy1.lib.asu.edu/login?url=http://search.proquest.com/docview/1477992042?accountid=4485
http://login.ezproxy1.lib.asu.edu/login?url=http://search.proquest.com/docview/1477992042?accountid=4485
http://login.ezproxy1.lib.asu.edu/login?url=http://search.proquest.com/docview/1477992042?accountid=4485
http://login.ezproxy1.lib.asu.edu/login?url=http://search.proquest.com/docview/1477992042?accountid=4485
http://login.ezproxy1.lib.asu.edu/login?url=http://search.proquest.com/docview/1477992042?accountid=4485
http://login.ezproxy1.lib.asu.edu/login?url=http://search.proquest.com/docview/1477992042?accountid=4485
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Lim, J., & Paek, 

M. (2013). The 

relationship 

between 

communication 

and health-related 

quality of life in 

survivorship care 

for Chinese-

American and 

Korean-American 

breast cancer 

survivors. 

Supportive Care in 

Cancer, 21, 1157-

1166 

Chronic Care 

Model 

Cross-

sectional 

design 

N=157: 

86 

Chinese-

American

s and 71 

Korean-

American

s, 

recruited 

from area 

hospitals 

and a 

cancer 

surveillan

ce 

program 

IV: IV1) 

family com-

munication, 

IV2) decision 

support, IV3) 

self-efficacy in 

patient-

physican 

communica-

tion 

DV: Health-

related Quality 

of Life 

(HRQOL) 

Control 

variables: 

demographic 

character-

istics of age, 

education, 

income, health 

insurance, 

length of tie 

living in US, 

cancer stage, 

years since 

diagnosis, and 

number of co-

morbidities 

 

36-item health 

survey; 

Decisional 

conflict scale; 

Mental 

component 

summary; 

physical 

component 

summary. Back 

translation of 

tools to ensure 

consistency 

between groups 

Descriptive 

statistics and 

correlation – 

independent

-sample t-

tests and 

chi-squared 

tests, 

univariate 

general 

linear 

model, all 

with SPSS 

20.0 with 

p<0.05 

significance. 

Path 

analyses 

using 

AMOS 20.0 

regression. 

Multiple 

group 

analysis to 

compare 

groups. 

Self-efficacy in 

patient-physician 

communication 

was directly assoc 

with HRQOL for 

Chinese-

Americans 

whereas for 

Korean-

Americans, family 

communication 

was related to 

HRQOL. There 

were significant 

differences 

between the 

decision support 

between groups. 

Level VI 

Strengths: The study 

examines variables not 

often studied in ethnic 

minorities of breast 

cancer survivors. 

Positive relationship 

between decision 

support and self-

efficacy in patient-

physician 

communication for 

both groups supports 

the chronic care 

model. 

Weaknesses: Use of 

self-report may be 

influenced by recall 

biases; small sample 

sizes limit the 

generalizability to 

other Chinese-

American and Korean-

American groups. 

Causality cannot be 

assumed with cross-

sectional design. 

Conclusions: Provides 

insight into the cultural 

contexts and 

influences of family 

support and the 

patient-provider 

relationship within 

ethnic subgroups with 

regards to cancer 

survival. Study 

provides practical 

information on how to 

improve HRQOL for 

these subgroups based 

on communication 

interventions. 
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Lor, M., Xiong, P., 

Schwei, R. J., 

Bowers, B. J. & 

Jacobs, E. A. 

(2016). Limited 

English proficient 

Hmong- and 

Spanish-speaking 

patients’ 

perceptions of the 

quality of 

interpreter 

services. 

International 

Journal of Nursing 

Studies, 54, 75-83. 

doi: 

10.1016/j.ijnurstu. 

2015.03.019 

 

No conc 

framework 

identified 

Descrip-

tive 

explora-

tory 

design 

 

N=10 

Hmong 

age 34-70, 

10 

Spanish-

speaking 

age 33-75, 

Both 

groups 

LEP, 

Conven 

sample 

Variables- 

Facilitating 

factors for 

health care 

services, 

quality of 

interpreter 

services 

Msrmt of 

variables- 

Semi-structured 

interviews in 

Hmong and 

Spanish 

Data 

analysis- 

conventiona

l content 

analysis- 

NVivo10, 

coding of 

common 

themes, 

sorted codes 

into 

categories 

Study findings – 

Hmong found poor 

interpreter services 

–“Most” reported 

“many” 

interpreters lacked 

proficiency in 

medical 

terminology, a 

“few” observed 

that interpreters 

with low language 

proficiency 

negatively affected 

pt/provider 

relationship 

 

Level VI 

Strengths-study added 

data about the 

limitations of 

interpreter services. 

Weaknesses- Use of 

self-report may be 

influenced by recall 

biases; small sample 

sizes limit the 

generalizability; 

qualitative thematic 

data without n limits 

significance of data 

Conclusions- 

Lack of language 

proficiency and health 

literacy in the 

interpreters can 

negatively impact 

quality of care for non-

English speaking 

patients. 
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Majumdar, B.,  

Browne, G., 

Roberts, J., & 

Carpio, B. (2004). 

Effects of cultural 

sensitivity training 

on health care 

provider attitudes 

and patient 

outcomes. Journal 

of Nursing 

Scholarship, 36(2), 

161-166. doi: 

10.1111/j.1547-

5069.2004.04029.x 

No 

framework 

identified 

RCT N=105 

(50 

experi-

mental, 55 

control) 

nursing 

and home 

care 

providers 

working 

with 133 

minority 

patients 

(European

, British) 

in 

Canada.. 

IV: 36 hrs of  

cultural 

sensitivity 

training 

DV: open-

mindedness 

and cultural 

awareness of 

nurses, client 

satisfaction 

with care 

Measurement -

Providers: Self-

Assessment of 

Cultural 

Awareness 

Questionnaire,  

Rokeach 

Dogmatism 

scale 

patients: 

Off-Axis-Ratio 

multidimen-

sional measure 

of functional 

capacity, Client 

Satisfaction 

Questionnaire, 

Physical and 

Mental Health 

Assessment 

Questionnaire, 

Health and 

Social Services 

Utilization 

Questionnaire 

Data 

analysis- 

Qualitative 

analysis to 

analyze 

themes from 

personal 

journals of 

participating 

nurses 

Findings -The 

researchers found 

that cultural 

sensitivity training 

led to statistically 

significantly 

increased cultural 

awareness, as well 

as significantly 

improved 

understanding of 

multiculturalism 

and ability to 

communicate with 

foreign-born 

patients. After 1 yr 

there was 

improvement in 

utilizing social 

resources and 

overall functional 

capacity of patients 

without increase in 

health expenditures 

Level II RCT 

Strengths-rare RCT to 

study effect of cultural 

sensitivity training 

with HCP. Nursing-

focused. 

Weaknesses-dated 

study; outside U.S., 

cannot generalize 

findings to U.S group, 

other minority group, 

or physician providers. 

Conclusions: A 

cultural sensitivity 

program can impact 

knowledge and 

attitudes among health 

providers and can also 

promote positive 

patient outcomes. 
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Maleku, A. & 

Aguirre, R. T. 

(2014). Culturally 

competent health 

care from the 

immigrant lens: A 

qualitative 

interpretive meta-

synthesis (QIMS). 

Social Work In 

Public Health, 29, 

561-580 

Conceptual 

framework is 

based on the 

concepts of 

Cultural 

competence, 

patient-

centered care, 

and culturally 

and 

linguistically 

appropriate 

services, with 

a focus on the 

lived 

experiences 

of 

immigrants in  

US 

Qualita-

tive 

interpret-

tive meta-

synthesis 

(QIMS) 

7 studies 

(n range 

=10-181 

each) 

reviewed 

with 399 

immigrant

s across 

US age 

18-79 

accessing 

healthcare 

system-

Chinese, 

Chamorro

, Russian, 

Latino, 

and South 

Asian 

(countries 

of China 

and 

Taiwan 

included) 

Variables – 

lived 

experiences of 

immigrants 

accessing US 

healthcare 

system 

Msrmt- authors 

perform 

interpretive 

synthesis across 

studies 

Data 

analysis- 

QIMS 

thematic 

analysis of 

translations 

Study findings-  

7 major themes – 

lack of health 

literacy support, 

lack of cultural 

sensitivity, 

inadequate 

culturally and 

linguistically 

appropriate health 

services, lack of 

compassionate 

patient-provider 

relationship, access 

to health care 

services. 

Specifically, all but 

1 identified 

language and 

communication 

barriers.  

Level V 

Strengths-

triangulation of study 

methods, theoretical 

perspectives, sources, 

and analysts helped to 

reduce bias in analysis 

of studies 

Weaknesses- 

researcher bias that 

cannot be fully 

removed can limit data 

and generalizability. 

Not a full cross-section 

of immigrant 

population in US. 

Extraneous factors can 

affect immigrant 

experience. Limited 

sample sizes limits 

identification of all 

potential themes. lack 

of statistical 

significance. 

Conclusions-A 

compassionate patient-

provider relationship, 

support for health 

literacy, and patient-

centered approach 

leads to positive health 

care experience which 

in turn improves health 

equity and trust in the 

healthcare system 
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Maul, C. (2015). 

Working with 

culturally and 

linguistically 

diverse students 

and their families: 

Perceptions and 

practices of school 

speech-language 

therapists in the 

United States. 

International 

Journal of 

Language and 

Communication 

Disorders, 50(6), 

750-762. doi: 

10.1111/1460-

6984.12176 

Grounded 

theory 

Qualitativ

e 

descriptiv

e study 

9 school-

based 

speech/ 

language 

therapists 

in 

California

, US. Vast 

majority 

of 

children 

they 

worked 

with who 

were cult 

or ling 

divers 

were 

Hispanic, 

few Asian 

or other. 

Variables- 

Dominant 

themes when 

interacting 

with culturally 

and 

linguistically 

diverse 

students 

semi-structured 

interviews 

Data 

analysis-

thematic 

analysis, 

coded and 

categorized 

collaborativ

ely 

Dominant themes 

found=1) language 

both as a barrier 

and a bridge; 2) 

working with 

interpreters - found 

inaccuracies with 

interpreting, lack 

of understanding 

health terms; 

3)positive 

interactions with 

cult and ling 

diverse families 

Level VI 

Strengths-study 

brings attention to the 

perception of 

effectiveness for an 

important culturally 

competent intervention 

Weaknesses-small 

sample, cannot 

generalize data to 

other ethnic and racial 

groups. Possible bias 

in selection of 

participants 

Conclusions-while 

interpreters are 

important adjuncts to 

providing culturally 

competent care, there 

are limitations. 
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Muto, T., Hayes, 

S., & Jeffcoat, T. 

(2011). The 

effectiveness of 

acceptance and 

commitment 

therapy 

bibliotherapy for 

enhancing the 

psychological 

health of Japanese 

college students 

living abroad. 

Behavior 

Therapy, 42, 323-

335 

Acceptance 

and Commit-

ment model 

RCT; 

Control 

group is 

students 

on wait 

list for 

the inter-

vention. 

N=70 

Japanese 

students on 

college 

campus at 

University of 

Nevada, US. 

Sample had 

adequate 

power 

comparable 

to sample 

size of 

previous 

studies. 

Inclusion 

criteria: 

enrolled at 

UNR, 18 or 

older, 

Internet 

access, profi-

ciency in 

Japanese and 

English. 

Recruited 

through 

flyers and 

email. 

IV: Japanese 

translation of 

a broadly 

focused 

acceptance 

and commit-

ment therapy 

Self-help 

book Get Out 

of Your Mind 

and Into Your 

Life (Hayes 

& Smith, 

2005).  

DV: Self-

report 

measures of 

DV1-

behaviors, 

DV2-

functioning 

and mental 

distress. 

Administered 

via Internet. 

Survey Monkey 

with SSL 

encryption. 

General Health 

Questionnaire 

(GHQ)-12 was 

primary 

outcome 

measuring tool. 

Depression 

Anxiety Stress 

Scales (DASS). 

Acceptance and 

Action 

Questionnaire 

(AAQ) as a 

measure of 

psychological 

flexibility. Six 

multiple choice 

quizzes to 

assess 

comprehension 

of book content 

Hierarchal 

linear 

modeling 

(HLM) or 

mixed-

model 

repeated 

measures 

(MMRM) 

used to 

investigate 

primary 

outcomes 

and 

processes 

using an 

intent-to-

treat sample. 

Pre-, post- 

and follow 

up analysis. 

Effect sizes 

were 

assessed. 

One-tailed 

tests for 

contrasts 

and correla-

tions. 

Jacobson 

method-

ology for 

assessing 

reliable 

change. 

Repeated 

measures  

ANCOVA 

was also 

used. 

80% of all students 

in study were 

deemed highly 

distressed. A well-

known self-help 

book translated 

into Japanese 

significantly 

improved general 

mental health and 

psychological 

flexibility in the 

intervention group. 
There was a large 

improvement in 

measures of 

general mental 

health and 

psychological 

flexibility after 

completion of the 

book. In terms of 

prevention, 33% 

became distressed 

compared to zero 

in the treatment 

group, a significant 

difference. 

Measuring levels 

of depression, 

stress, and anxiety, 

15% (n=10) 

improved 

compared to only 

6% in the control 

group, which was 

also significant. 

Level II 

Strengths: Well-

designed controlled 

study with 

randomization; used 

validated tools for 

assessment; analysis 

strategy accounted for 

missing data; rigorous 

data analysis; sample 

represented majority 

of Japanese students in 

the setting. 

Weaknesses: Wait-list 

control was used so 

demand for the 

intervention may 

affect results, self-

report measures rather 

than direct measure; 

potential other 

important variables 

that were not included 

in study. 

Conclusions: 

Psychological distress 

is a prevalent issue in 

this group of IS. Self-

help materials 

translated into target 

languages show 

benefit in this 

population. 
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Nishimura, A., 

Shiono, P., Stier, 

D., Shallow, S., 

Sanchez, M., & 

Huang, S. (2012). 

Knowledge of 

hepatitis B risk 

factors and 

prevention 

practices among 

individuals 

chronically 

infected with 

hepatitis B in San 

Francisco, 

California. 

Journal of 

Community 

Health, 37, 153-

58. doi: 

10.1007/s10900-

011-9430-2 

Framework- 

none 

identified 

Design-

random-

ized 

popula-

tion-

based 

study 

Sample-

n=829 in 

California 

(US), 83% 

(n=609) 

Chinese and 

English not 

their primary 

language. 

50% M, 50% 

F, wide age 

range  

 

Variables- 

DV1: 

Knowledge 

of risk factors 

for Hepatitis 

B Virus 

(HBV) 

DV2: 

Knowledge 

of 

transmission 

prevention 

practices 

Measurement-

telephone 

interviews in 

English and 

Cantonese with 

standardized 

questionnaire 

Data 

analysis- 

descriptive 

statistics 

Results- 

75% unable to 

identify how they 

acquired HBV 

41% said they do 

nothing to prevent 

spread of HBV 

Level VI 

Strengths-first 

population-based study 

on HBV knowledge in 

US; adds to literature 

on HBV knowledge in 

Asian population 

Weaknesses-possible 

selection bias based on 

willingness to be 

interviewed; self-

report could not be 

verified; limited 

generalizability 

Conclusions – notable 

knowledge deficit 

among Asian/Pacific 

Islanders immigrants 

who are chronically 

infected of HBV risk 

factors and 

recommended 

prevention practices. 

More health education 

is needed in this 

population.  

Of note, translated 

print materials were 

sent to participants 

after the study to 

provide additional 

information about 

HBV. 
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Robison, K., 

Clark, L., Eng, 

W., Wu, L., 

Raker, C., Clark, 

M. … Dizon, D. 

S. (2014). 

Cervical cancer 

prevention: 

Asian-American 

women’s 

knowledge and 

participation in 

screening 

practices. 

Women’s Health 

Issues, 24(2), 

e231-e236. doi: 

10.1016/j.whi.201

3.12.005 

Framework- 

none 

identified 

Design-

cross-

sectional 

survey 

Sample- 96 

Chinese 

women, 132 

Southeast 

Asian women 

in Rhode 

Island (US); 

67% college 

educated 

Variables 

IV1-Chinese 

American 

women 

IV2-

Southeast 

Asian 

American 

women 

IV3 – demo-

graphics 

DV1-

Cervical 

cancer 

knowledge 

DV2-cervical 

cancer 

prevention 

strategy 

participation 

(HPV 

vaccination, 

pap 

screening) 

Measurement- 

33-question 

anonymous 

survey 

available in 

multiple Asian 

languages 

Data 

analysis-

Fisher’s 

exact test, 

student’s t 

test, analysis 

of variance 

Results- 

statistically 

significant 

differences bt 2 

groups in terms of 

education and 

income (Chinese 

higher for both). 

There was greater 

lack of knowledge 

about HPV and 

cervical cancer 

among the Chinese 

compared to 

Southeast Asian 

group (2.9 out of 8 

questions vs 3.6), 

significant. Mean 

knowledge score 

lower in Chinese 

(2.7 compared to 

southeast Asian 

3.7) after adjusting 

for age, income, 

education, 

significant. In 18-

24 age group, only 

33% Chinese and 

37% southeast 

Asian group had 

received 

vaccination. 

Participants from 

both groups 

reported their 

doctor as primary 

source of health 

information 

Level VI 

Strengths- used 

participants from 

multiple countries of 

origin and multiple 

sites; used translated 

surveys; study was 

designed with input 

from Asian 

community members. 

Weaknesses – survey 

was not validated; 

sample may not reflect 

groups of Asian 

women across US so 

not generalizable. 

Conclusions- 

Regardless of 

subgroup, education, 

income, health 

insurance, both groups 

had decreased 

knowledge about HPV 

and cervical cancer 

and relative low 

screening and 

vaccination rates. 

Improvement in 

cervical cancer 

screening education in 

this population is 

needed. 
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Sentell, T. & 

Braun, K. L. 

(2012). Low 

health literacy, 

limited English 

proficiency, and 

health status in 

Asians, Latinos, 

and other 

racial/ethnic 

groups in 

California. 

Journal of Health 

Communication, 

17, 82-99. doi: 

10.1080/1081073

0.2012.712621 

No 

framework 

identified 

Quasi-

experime

ntal/desc

iptive  

N=48,427 

adults, 3715 

with LEP, 

1234 

Chinese. 

Population-

based 

representa-

tive sample 

of 

noninstitution

alized adults 

in California. 

Chin

ese with low 

health 

literacy, more 

than 50% of 

Chinese were 

college-

educated. 

44.1% 

Chinese were 

LEP and 

LHL. 

Variables- 

English 

proficiency, 

Health 

literacy level, 

Population 

subgroup, 

demographic 

– age, sex, 

education, 

poverty, 

rural, 

insurance, 

foreign-born, 

marital status 

California 

Health Survey 

data, which was 

administered in 

4 Asian 

languages and 

Spanish. LEP 

and LHL were 

determined by 

self-report on 

targeted 

questions. 

Multivariate 

logistic 

regression 

analyses 

Chinese adults 

among LEP 

(27.4%) had 

highest prevalence 

(68.3%) of low 

health literacy 

compared to other 

minority groups. 

30% of Chinese 

group were 

college-educated. 

Even with adeq 

Eng prof, Chinese 

were second 

highest % of LHL 

(17.8% after 

Latinos at 17.9%). 

Those with LEP 

were significantly 

more likely to 

report poor health 

status compared to 

those with Eng 

proficiency (42.9% 

vs 14.9%). 44.9% 

with LEP had low 

health literacy 

(LHL). Those with 

both LEP and LHL 

reported highest 

prevalence of poor 

health (45.1%) 

which was 

significant in most 

groups incl 

Chinese. 

Level IV 

Strengths – large data 

pool, representative 

sample 

Weaknesses-small 

samples in some 

subgroups limit 

generalizability and 

may be influenced by 

individual or cultural 

differences; self-report 

limits accuracy of 

results. 

Conclusions-LHL was 

prevalent among those 

with LEP. LEP only is 

more vulnerable group 

than LHL only, and 

LEP with LHL is most 

vulnerable group in 

terms of health status. 

Individuals with LEP 

and/or LHL are at 

higher risk for poor 

health and have need 

for culturally-tailored 

health education. 
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Shadick, R. & 

Akhter, S. (2014). 

Suicide prevention 

with diverse 

college students. 

Journal of College 

Student 

Psychotherapy, 28, 

117-131 

“Strategic 

Action Plan 

from 

Framework 

paper” (Jed 

Foundation, 

2006); 

Campus 

Mental 

Health 

Action 

Planning 

Model 

Descripti

ve/ 

Qualita-

tive 

design 

using 

survey 

feedback 

about 

suicide 

preven-

tion kit 

and 

useful-

ness of 

materials

with 

open-

ended 

survey 

questions

. 

N=not 

specified 

(>50 est). 

Sample 

included 

completed 

surveys 

obtained 

during more 

than 50 

university 

training 

workshops 

as well as 

regional and 

national 

meetings.  

 

IV: 

multicul-

tural suicide 

prevention 

kit with a 

power point 

presenta-

tion of 

signs/ 

symptoms 

of suicide 

within 8 

different 

campus 

groups 

(African 

American, 

Asian, 

Latino, 

White, 

LGBQ, 

Inter-

national, 

Muslim, and 

students 

with disabil-

ities) 

DV: DV1-

Confidence 

in handling  

students 

with mental 

health crisis. 

DV2-Likeli-

hood to 

refer 

students to 

mental 

health 

resources. 

Appreciative 

Inquiry (AI) 

approach to elicit 

information 

(Boyd & Bright, 

2007; 

Cooperrider, 

Whitney, & 

Stavros, 2003). 

Informal 

feedback was 

gathered at 

training 

workshops about 

the usefulness of 

the kit. Feedback 

from 60 diverse 

students and club 

leaders on 

college campus 

at Pace 

University 

helped in he 

development of 

the kit materials. 

 

Qualitative 

analysis of 

informal 

feedback 

After exposure to 

prevention kit 

tools, feedback 

from more than 50 

training workshops 

at a university 

revealed that 100% 

of faculty and staff 

respondents found 

it to be useful, 95% 

gained more 

confidence in 

handing mental 

crises, 80% were 

able to help more 

students and refer 

them for 

professional 

counseling help, 

and there was 12% 

increase in 

referrals of 

minority/diverse 

students to 

counseling center 

compared to 3% 

overall during the 

same period 

Level VI 

Strengths: several key 

resources utilized for 

developing prevention 

kit materials. 

Weaknesses: lack of 

direct outcome 

measures and rigorous 

analysis; study group 

is not all IS so may not 

be generalizable. 

Conclusions: Going to 

where the students are, 

in the form of focus 

groups, is an effective 

way to address a 

critical problem 

among students such 

as suicide. A 

prevention kit like the 

one used in the study 

is shown to be helpful 

to better equip students 

to react to mental 

crises and utilize 

mental health 

resources. Peer support 

can be helpful for 

suicide prevention 

among diverse 

students. 
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Snowden, L. R., 

Masland, M. C., 

Peng, C. J., Lou, 

C. W., & Wallace, 

N. T. (2011). 

Limited English 

proficient Asian 

Americans: 

Threshold 

language policy 

and access to 

mental health 

treatment. Social 

Science & 

Medicine, 72, 230-

237.  

None 

identified 

Quasi-

experi-

mental 

with 

nonequi-

valent 

control 

group, 

time 

series 

design  

Recorded 

data of 19 

county 

mental 

health plans 

(n=11 

intervention, 

n=8 control) 

and 13 

quarters 

from 1998-

2001 for 

247  

observed 

penetration 

rates. 

Aggregate 

data 

represented

LEP Medi-

Cal adult 

beneficiaries 

age 19-64 

who identify 

with 

Vietnamese, 

Cambodian, 

Hmong, and 

Cantonese 

as their 

primary 

language 

and met the 

threshold 

level  (3000 

people or 

>5% of 

Medi-Cal 

population) 

for requiring 

language 

program-

ming 

IV: 

languages 

surpassing 

threshold 

level (>5% of 

population) 

requiring 

language 

programming

(24 hr phone 

line with 

linguistic 

capability, 

translated 

written 

materials, 

bilingual staff 

or 

interpreters, 

and info 

about 

availability of 

these 

services) 

DV: 

penetration 

rates 

(proportion 

of eligible 

beneficiaries 

receiving 

services) by 

quarter and 

primary 

language 

 

Calculated 

quarterly 

penetration 

rates for each 

language group 

as the number 

of LEP clients 

19-64 yrs old 

who received 

mental health 

care in a given 

county and 

quarter 

(numerator) 

through claims 

made for 

mental health 

services/divided 

by number of 

beneficiaries 

eligible to use 

services taken 

from number of 

people enrolled 

in Medi-Cal 

and therefore 

eligible. 

Reviewed 

California 

records to 

assess effects 

from language 

assistance 

programming. 

Survey used to 

evaluate 

specific 

services each 

county 

implemented  

Descriptive 

statistics for 

pre and post 

changes; 

linear 

multivariate 

random 

effects 

regressions 

for each 

language 

Mandated 

language 

assistance services 

were effective in 

increasing the use 

of mental health 

services in the 

Vietnamese, 

Cantonese, 

Hmong, and 

Cambodian 

communities that 

had reached 

threshold levels. In 

aggregate data for 

these four Asian 

communities with 

LEP, language 

policy 

requirements had a 

statistically 

significant effect 

on mean 

penetration rates 

and were 14.5% 

higher than the 

comparison 

groups. The mean 

penetration rate 

increased from 

8.75% to 17.29% 

after the 

intervention in a 

group of 11 

counties compared 

to the control (n=8 

counties) measure 

of 13.21% and 

24.74% 

respectively. The 

effect diminished 

with time. 

Level III 

Strengths: With 

required language 

programming, barriers 

to mental health 

decreased 

Weaknesses: some 

counties implemented 

additional language 

assistance services 

which was a potential 

confounding variable. 

Cannot determine 

which language 

service produced the 

effect. Cannot 

distinguish individual 

effect within the 

groups. Study was not 

true experimental so 

more potential 

confounds and cannot 

be generalized. 

Conclusions: Study 

helped confirm LEP 

was a barrier for 

accessing mental 

health treatment. 

Language assistance 

programming had a 

measurable impact on 

mental health service 

rates, can address issue 

of equity of mental 

health service access 

and justify investment 

in resources for low-

income Asian 

language speakers. 

Use of multiple 

interventions together 

may have more 

positive effect. 
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Tung, W. C., Lu, 

M., & Cook, D. M. 

(2013). HIV/AIDS 

knowledge and 

attitudes among 

Chinese college 

students in the US. 

Journal of 

Immigrant 

Minority Health, 

15, 788-795. doi: 

10.1007/s10903-

012-9716-1 

Framework- 

none 

identified 

Design -

descrip-

tive, 

correla-

tional, 

cross-

sectional 

Sample- 133 

Chinese 

students at 3 

US 

universities 

in different 

regions of 

country, 

mean age 

24.65, half 

male, in US 

2.5 yrs on 

average 

Variables  

HIV 

knowledge – 

transmission 

myths, 

transmission 

facts, 

personal risk, 

attitudes, 

demo-

graphics 

Measurement- 

Chinese version 

of International 

AIDS 

questionnaire, 

anonymous 

internet survey 

on 5-pont 

Likert scale 

Data 

analysis-

Statistical 

Analysis 

System 9.2 

for 

windows. 

Descriptive 

statistics, 

percentages, 

frequency 

distribution; 

2-sample t 

test; odds 

ratios; 

Pearson 

correlation 

coefficient; 

Mantel-

Haenzel 

method 

Results-41.4% 

thought HIV could 

be contracted 

through mosquito 

bites, 22.6% 

unaware that 

condoms could 

prevent HIV 

transmission. 

Positive attitude 

toward AIDS 

significantly assoc 

with higher 

knowledge; males 

had significantly 

greater HIV/AIDS 

knowledge; Health 

professionals were 

the least reported 

source of health 

information 

Level VI 

Strengths: pertinent to 

international students 

on US college 

campuses 

Weaknesses: self-

reported survey 

possibly had 

inaccurate reporting, 

possible self-selection 

bias; small size may 

not represent other 

university settings so 

cannot be generalized. 

Cultural factors could 

influence health 

knowledge in this area. 

Conclusions: poor 

health knowledge of 

HIV. More health 

education is needed in 

this population. The 

authors recommend 

info from trained 

professionals in 

campus clinics or 

primary care offices 

would be preferable to 

internet sources (as 

reported in this study) 

for accurate 

information. Culturally 

tailored education is 

appropriate for this 

population. 
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Key: 

BMI=body mass index; BP=blood pressure; CC=Cultural competence; DM=Diabetes Mellitus; DV-dependent variable(s); hbA1c= Glycated 

hemoglobin (form of hemoglobin that is measured primarily to identify the three-month average plasma glucose concentration); IS= International 

Student; IV=independent variable(s); LEP=limited English proficiency; PA=physical activity; PT=patient; QED= Quasi-experimental design; 

RCT= randomized controlled trial(s); SR=systematic review; TC=total cholesterol 
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Appendix B 

Letter of Support 
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Appendix C 

The Patient-Centered Culturally Sensitive Health Care Model (Tucker, et al., 2007) 
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Appendix D 

Implementation Protocol/ Workflow Analysis Chart 

 

 

For all students at each health care visit, provider 

reviews EHR and asks student about country of 

origin and primary language. 

China/ Chinese? 

Y

es 

N

o 

Patient declines or 

 

At end of visit, provider or staff will ask the student to complete the 

patient survey before leaving the clinic – give to staff. Provider will document 

country of origin and primary language in the EHR social history and the language 

resources used in the visit (Saved Phrase – See reference sheet). Place completed 

surveys in large envelope provided. 

Patient accepts  

acceptsAccepts 

 

Provider will access the 

www.healthinfotranslations.org website on clinic 

computer and search for appropriate translated 
patient education handout that is pertinent to the 

visit. 

No Available Topic 

owebwewWebsite 

Provider will print off translated handout 

and offer it to the patient to review while the 

provider completes documentation of the patient 

plan. 

 

     STOP 

HERE! 
Provider will conduct visit as usual – history, exam, 

treatment plan, using any available resources necessary 

(language line, Mandarin history form, etc.). Provider 

will acknowledge proficiency in English and offer print 

materials in Chinese to supplement plan (see reference 

sheet). 

yes No 

http://www.healthinfotranslations.org/
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Appendix E 

Project Plan Timeline 

    Project Component                                                                               Timeframe 

Develop a vision for change Sep-Dec 15 

Identify and narrow practice topic Sep15 -May16  

Evaluate current practice and analyze recent quality data Sep15-Jun16  

Explore translation resources to use in project Apr-May16  

Engage staff and stakeholders Nov 15-Dec16 

Evaluate the infrastructure and establish provider team for 

implementation 

Jul-Sep 16 

Develop and refine PICOT question Jan-Aug 16  

Develop search strategy and conduct search Jan-Mar 16  

Critically appraise, evaluate, and synthesize the evidence Jan-Apr 16  

Formulate practice change recommendations May-Sep16 

Assess and eliminate implementation barriers Variable 

Develop clinical tools for measuring outcomes June-Aug16 

Obtain IRB/ Site approval for change Sep16 

Develop and implement provider training for implementation Sep-Oct 16 

Implement practice change Nov 16-Feb 17 

Measure clinical outcomes Jan-Mar17 

Analyze measurement data and refine practice and processes Jan-Mar17 

Disseminate results and educate staff Feb-May17 
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Appendix F 

Institutional Review Board Letter of Exemption 
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Appendix G 

Patient Survey 

病人满意调查  

Circle one Lowest (1) - Highest (5)                                                                                         

请圈出你的回答（1为最低，5为最高）  

Did the provider listen to your concerns?                                                            1     2     3     4     5  

医生认真听你陈述你的担忧了吗？  

Was your patient plan easy to understand?                                                          1     2     3     4     5  

你的治疗方案容易理解吗？  

Overall satisfaction with your visit?                                                                    1     2     3     4     5  

你这次就医的整体满意度如何？  

  

Was the translated print material that you received today helpful?  (Circle one)       YES         NO  

你今天拿到的翻译的打印资料是否有用？（请圈出一个答案）                            是           否  

 Country of origin （出生国）____________________  

 Primary language（第一语言）____________________   
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Appendix H 

Provider Survey 

THANK YOU for participating in this project! 

Please respond to the following statements and questions about you and your experience using the translated 

materials from the HIT website (https://www.healthinfotranslations.org/) with the international students (IS): 

(Circle one below)                   Strongly Disagree   Disagree   Undecided   Agree   Strongly Agree 

The translated patient education information: 

1. was available for the health issue(s) I addressed with the IS              SD    D    U    A    SA                               

2.  facilitated understanding of the diagnosis                                          SD    D    U    A    SA                               

3.  facilitated understanding of the treatment plan                                  SD    D    U    A    SA                               

4.   improved the patient-provider communication                                 SD    D    U    A    SA                               

5.   informed the student about recommended preventive health            SD    D    U    A    SA                               

      (e.g. stress management, nutrition, exercise, self-exam, health screening such as pap, etc.)  

6. is useful overall for language-specific patient education with IS        SD    D    U    A    SA                               

7. was used                              (circle frequency)       daily       weekly       monthly       rarely 

 

Years of working as a campus health provider?    (circle one)        <1yr           1-5 yrs          >5 yrs  

Race/ Ethnic background        (circle all that apply)     

White       Black/AA       Hispanic/Latino/Spanish         American Indian/Alaska Native       Asian           

Native Hawaiian/Other Pacific Islander       Other       Unknown        

Prefer not to disclose  

Languages spoken in addition to English? ___________________________________________ 

Other comments? 

  

https://www.healthinfotranslations.org/
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Appendix I 

Patient Demographics 
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Appendix J 

Patient Survey Responses 

Table J1: Patient Satisfaction and Comprehension of Treatment Plan 

Survey question 1 (lowest) 

n (%) 

2 

n (%) 

3 

n (%) 

4 

n (%) 

5 (highest) 

n (%) 

Did the provider 

listen to your 

concerns? 

0 (0%) 0 (0%) 0 (0%) 0 (0%) 25 (100%) 

Was your patient plan 

easy to understand? 

0 (0%) 0 (0%) 0 (0%) 1 (6%) 24 (96%) 

Overall satisfaction 

with your visit? 

0 (0%) 0 (0%) 0 (0%) 0 (0%) 25 (100%) 

 

Table J2: Patient Assessment of Helpfulness of Translated Print Materials 

Survey question YES 

n (%) 

NO 

n (%) 

Was the translated print 

material you received today 

helpful? 

25 (100%) 0 (0%) 

 

 

  



CULTURALLY COMPETENT CARE 74 

Appendix K 

Provider Demographics 
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Appendix L 

Summary of Provider Survey Responses 

Table L1: 
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Appendix L 

Summary of Provider Survey Responses 

Table L2: 

 




