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BACKGROUND: Cultural competency and cross-cultural
are issues in surgery resident education are areas of recognized
eed. The Accreditation Council for Graduate Medical Educa-
ion (ACGME) has developed 6 core competencies addressing
raining to provide high quality care. Of these, cultural training
s addressed under 3: patient care, professionalism, and inter-
ersonal and communication skills. Our study sought to de-
elop a measurable tool—a cultural standardized patient (SP)
xamination—that integrates cross-cultural care issues within
he core competencies.

METHODS: All first year surgery residents (PGY-1) were re-
quired to participate in the videotaped cultural SP examination
as part of the general surgery residency curriculum. Two mea-
sures were utilized to assess resident performance. On the same
day, we administered a Cross-Cultural Care Survey. The SP
examination was assessed by trained surgery teaching faculty
using a written checklist that was developed to evaluate resi-
dents on all 6 ACGME competencies.

RESULTS: Of the 26 eligible participants over 2 years, we were
ble to analyze the pre- and post-test results for 24 residents.
he post-test score of the “attitude toward cross-cultural care”

ubscale of the Cross-Cultural Care Survey was significantly
ower than the pre-test score (p � 0.012; Wilcoxon signed-
ranks test). There were significant differences by ethnicity on all
3 subscales of the Cross-Cultural Care Survey (attitude � p �
0.05, knowledge � p � 0.01, skills � p � 0.05) on the pre-test.
However, only the knowledge subscale scores remained signif-
icantly different between ethnicities on the post-test (p � 0.01).

CONCLUSIONS: After additional assessment, evaluation,
nd refinement, our goal is to incorporate cross-cultural health
are training as a permanent part of our curriculum. Our hope
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s that efforts to provide training in cross-cultural healthcare
eads to high quality care and positive outcomes for the patient.
his will not only enhance our training program, but may also
ecome a useful tool for other surgery residency programs. (J
urg 69:650-658. © 2012 Association of Program Directors in
urgery. Published by Elsevier Inc. All rights reserved.)

KEY WORDS: cultural competence, surgical resident educa-
tion, standardized patient (SP), general surgery
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sonal and Communication Skills

BACKGROUND

The inclusion of cross-cultural care issues in surgery resident
education is an emerging area of recognized need. A recent
nationwide survey of residents’ perceptions of their prepared-
ness to provide cross-cultural care revealed that general surgery
and emergency medicine residents view cultural knowledge as
important, but that the residents were hindered in acquiring
this training by lack of time and formal curricula.1 A needs
ssessment of surgery resident teaching faculty (at a moderate-
ized academic institution affiliated with a community-based
ospital) supports these findings.2 Interviews were conducted

with 18 teaching faculty members regarding their views on
cultural competency in residency education. None of the fac-
ulty members reported receiving any professional development
(i.e., formal training) in the area of cross-cultural care. Any
formal training was received during medical school (e.g., cul-
tural standardized patient (SP) case to assess clinical skills, med-
ical Spanish) or from coursework completed during graduate
education in public health. Most faculty felt that cultural issues
have an impact on patient care, but questioned how such train-
ing can be incorporated into resident education with increasing
time constraints associated with these training programs (e.g.,

resident duty hours mandates).
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The Accreditation Council for Graduate Medical Education
(ACGME) has developed specific criteria addressing the need
for training to ensure that residents have the ability to provide
high quality cross-cultural care.3 Of the 6 ACGME competen-
cies (patient care, medical knowledge, systems-based practice,
professionalism, interpersonal and communication skills, and
practice-based learning and improvement), cross-cultural train-
ing is addressed under patient care, professionalism, and inter-
personal and communication skills. The “patient care” compe-
tency requires that residents learn to “provide patient care that
is compassionate, appropriate, and effective for the treatment
of health problems and the promotion of health.” The “pro-
fessionalism” competency states that residents must learn:
“sensitivity and responsiveness to a diverse patient popula-
tion, including but not limited to diversity in gender, age,
culture, race, religion, disabilities, and sexual orientation.”
The “interpersonal skills and communication skills” compe-
tency states that residents must learn to “communicate ef-
fectively with patients, families, and the public, as appropri-
ate, across a broad range of socioeconomic and cultural
backgrounds.” Additionally, the ACGME requires that evi-
dence of the impact and efficacy of any such educational
interventions be evaluated and documented.

Given the ACGME directives, the need for formal training
in cross-cultural care (more commonly referred to as “cultural
competency” when referenced in surgery) has been established.
Current efforts have focused on interventions and measure-
ment of the impact of those interventions. Krajewski et al. as-
sessed the impact of teaching sessions by conducting a pre- and
post-test of surgery residents utilizing three cultural compe-
tency measures: (1) Healthcare Cultural Competency Test
(HCCT), (2) Cultural Skills Acquisition (CSA), and (3) Clin-
ical Scenarios Test (CSE).4 The HCCT, comprised of 30 ques-
ions, assessed general heath-care cultural competence. The
SA was an open-ended questionnaire that asked residents
hether they acquired the skills to provide culturally competent

are and, if not, to define barriers to receiving this training. The
SE consisted of written clinical scenarios with cross-cultural

spects.
Baseline performance for 43 residents was documented with

esults from the 3 tests. After a 2-part lecture on principles of
ultural competency and continued self-learning, the 3 tests
ere administered again as a post-test.4 Results were analyzed

for 35 of the surgery residents, and participants showed an 88%
improvement on their HCCT scores, a 2-fold improvement on
the CSA, and a 40% improvement in scores for the CSE.4 The
esidents noted the following barriers to providing culturally
ompetent care—inadequate teaching tools, lack of formal
raining, and lack of easily accessible information sources/
eference material.

Regarding study limitations, the authors noted the impor-
ance of moving beyond individual perception and including an
bservation (control) arm. This would allow a more objective
ssessment of a resident’s ability to work with diverse patient

opulations. Moreover, professionalism and cultural compe- a
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ency have been effectively taught to residents utilizing SP
xaminations.5,6 Our project includes both self-reported/
erceived preparedness to work with culturally diverse patient
opulations, an observational assessment via our SP examina-
ion, and a faculty proctor evaluation.

The present study was based on the work of the University of
awaii at Manoa’s Department of Family Medicine and Com-
unity Health (DFMCH). The DFMCH utilizes SP examina-

ions to teach clinical and technical skills to medical students
nd family medicine residents. As part of their curriculum,
esidents previously underwent an international rotation in the
epublic of the Marshall Islands.7 Results of a study by Buen-
onsejo-Lum and Maskarinec, involving 4 first-year postgrad-
ate trainees, showed an increase in cross-cultural sensitivity
nd an improvement in communication skills after completion
f the Objective Structured Learning Experience (OSLE).7

The purpose of the study was 2-fold. Primarily, we at-
tempted to design a curricular intervention that would allow for
the development and implementation of a formal training
methodology to educate surgery residents on cross-cultural care
issues. Specifically, the primary objective was the development
of an SP examination that integrates various cross-cultural is-
sues (i.e., cultural SP examination). Concurrently, we also at-
tempted to validate further 2 existing assessment tools that
would allow us to measure the impact of the cultural SP exam-
ination. One of the possible measures includes a resident pre-
paredness scale to provide cross-cultural care that is currently
being psychometrically validated.

As noted, the primary approach by which we will train sur-
gery residents in cross-cultural care is via a cultural SP exami-
nation. SPs are individuals trained to simulate/portray patients
who have a specified illness or medical condition. SPs have
become an integral part of medical student education because
they provide students with a means to interact with a live “pa-
tient” in real-time, and allows them to learn clinical skills with-
out placing an actual patient at any risk.8,9 The design of the
examination process is to assess and evaluate objectively and
methodically students’ clinical skills.10 Faculty can script an SP
that targets a specific objective to teach to a student or resident.
By observing the encounter via live video and audio faculty can
provide objective feedback to the students immediately follow-
ing their performance.8

The SPs themselves are also a vital tool because they are able
to provide useful feedback about the residents’ bedside manner
(patient care, professionalism and interpersonal and communi-
cation skills) during the simulation.10 This enables the student
o hear about his/her interaction with the patient from a pa-
ient’s perspective, in a controlled setting. This process will not
nly produce physicians who have highly regarded clinical
kills, but also physicians who will be able to communicate
ffectively with patients from diverse backgrounds. Thus, SP
xaminations provide an ideal integration of cross cultural
raining opportunities.

The format of the SP examination is designed to mimic an

ctual patient encounter lasting 15 minutes.7 The examination
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is comprised of the taking of the patient’s medical history, phys-
ical examination, and patient counseling. Once the examina-
tion is completed, a trained faculty member reviews the exam-
ination of the SP with the resident, to identify points of
emphasis during the examination.7 The faculty member then
eaves the room, and the resident completes the examination of
he SP. This usually lasts about 5 minutes. During these 5
inutes, the resident may gather more information from the

P, repeat the physical examination, or negotiate a more cul-
urally appropriate plan with the patient.7

Cultural Competency and Standardized
Patients

In an article entitled: The “Cultural OSCE”—Introducing a For-
mative Assessment in to a Postgraduate Program, Aeder and col-
leagues created an SP program that incorporated cultural hu-
mility, which focuses on the patient’s perspective in a clinical
encounter. The patient is viewed as the “expert” of his/her
illness, while the doctor is the listener/learner. The study cre-
ated scenarios with the purpose of teaching cultural awareness,
and to demonstrate the impact of culture on health care.5 Be-
ore encounters between the resident and SP, workshops were
sed to expose residents to the principles of cultural humility.5

They defined cultural competency to the residents as “a con-
gruent set of behaviors, attitudes, and policies that come to-
gether to allow a system, agency, or professionals to work effec-
tively in a cross-cultural situation.”5

Residents were encouraged to discuss their own culture, and
were provided the opportunity to discuss openly their attitudes
or reservations with regard to the subject of cultural humility.
These pre-workshops were conducted to enlighten residents
about how their own cultural beliefs may influence a clinical
encounter with patients from different cultural groups. At the
study’s conclusion, all the residents responded to an evaluation
of the program. The results revealed that 66% of the residents
felt they were exposed to new learning experiences, while 26%
of the residents felt that they “possibly” did. Only a minority,
8%, felt that the exercise was not beneficial to them.5 As an
added benefit of the study, faculty members were also able to
learn about cross-cultural care.

METHODS

Hypothesis

Our primary hypothesis was that formal training (prepared-
ness) in cross-cultural care issues is positively correlated with a
surgeon’s ability to work effectively with diverse patient popu-
lations (skillfulness). In consultation with the DFMCH, which
has been utilizing cultural SP for nearly a decade in its family
medicine residency curriculum, we designed a cultural SP sce-
nario. The scenario involves a surgeon attempting to obtain
informed consent from an elderly Samoan male who needs to

have his leg amputated or face certain death. Two additional

652 Journal of Surgica
SPs also participate in the scenario—the patient’s spouse and a
medical interpreter. Samoan medical interpreters from a local
community health clinic provided input on the authenticity of
the case during its formulation.
The DFMCH developed the following scenario: A 74-year-old
Samoan male arrived in Honolulu from Ofu, American Samoa in
mid-March. He became increasingly ill with fever and increasing
foot pain 1 week prior to admission. He had a history of diabetes
mellitus type II for many years, with limited medical care because
he lives on a remote island in American Samoa. On the day prior to
admission, the patient was noted to be short of breath, increased
fatigued, and poor appetite. The family brought him to the Emer-
gency Department for increasing obtundation on the day of
admission.

After the draft scenario was completed, the case was piloted
with the general surgery residency’s Associate Program Director
in an examination room in our ambulatory surgery clinic. We
not only tested the scenario and practiced with the SPs, but also
confirmed the proper functioning of the video recording equip-
ment. During the resident examinations, we set up a video
camera in the room to capture the interaction between the
patient, medical interpreter, the patient’s spouse, and the resi-
dent. The faculty preceptor was physically present in the room,
but outside of the video camera coverage.

This project was initiated in 2008 and pilot trial was con-
ducted in 2009. Institutional Review Board approval from the
University of Hawaii’s Committee on Human Studies (CHS
#16439) was obtained before the pilot examination. The study
was deemed exempt.

MEASURES

All first year surgery residents (PGY-1) were required to partic-
ipate in the cultural SP examination as part of the general sur-
gery residency curriculum. Two measures were utilized to assess
resident performance. On the same day, immediately before the
cultural SP examination, we assessed the resident’s preparedness
to provide cross-cultural care by administering a revised version
of the Cross-Cultural Care Survey developed by and used with
permission from Weissman and Betancourt1. Keeping the sur-
vey’s scales intact, this abbreviated version of the survey focuses
on preparedness and skillfulness.11 The modifications to the
original version of this survey did not impact upon the reliabil-
ity and validity of the survey.12

The SP examination was assessed by trained surgery teaching
faculty using a written checklist that was developed by the
DFMCH. The tool allows faculty to evaluate residents in all 6
ACGME competencies. Surgery residents received immediate
feedback from the faculty preceptor and 1 of the study investi-
gators, as part of a debriefing process. In addition, the SP com-
pleted an evaluation form, and the surgery residents completed
a self-assessment. This self-assessment/self-reflection form al-
lowed the residents to compare their self-perceptions with the
ratings of both the faculty and the SP (all of these rating sheets

are included as Appendix A—resident self-evaluation, Appen-
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dix B—faculty evaluation, and Appendix C—standardized pa-
tient evaluation). The sessions were also video-recorded so that
other faculty may review and rate the interactions utilizing the
same standardized checklist. Additionally, the residents have
access to the video recordings to assess their own performance.
A month later, a lecture/didactic session/journal club on a rel-
evant cultural competency topic was provided to the residents
(e.g., definition and role of cultural competency in healthcare,
social determinants of health).

The post-test was conducted approximately 5 months later,
and we re-administered the Cross-Cultural Care Survey and
cultural SP examination to determine whether the lecture/
didactic session/journal club, initial SP examination, and/or the
debriefing had any impact on resident perception of prepared-
ness to provide cross-cultural care. Figure 1 provides the time-
ine for the study protocol.

ata Analysis

he data from the 2 measures were analyzed using SPSS 16.0
or Windows, IBM (SPSS Inc., Chicago, IL, USA). To assess
he change in attitude, knowledge, and skills of the residents

  Timeline of Study Protocol Steps

July 
Start of academic year; Residency staff schedule 
upcoming exams 

August  
Pre-test:

1)  the Cross-Cultural Care Survey (CCCS) is 
 standardized pa�ent exam;

2) the cultural standardized pa�ent exam t
with the resident and standardized pa�e
the camera, but observes the interac�on

3) upon comple�on of the exam, the reside
sheets, with the standardized pa�ents co

4) a�er all ra�ng sheets are completed, the
and standardized pa�ents provide imme
provides comments on his/her performa

September 
A lecture/didac�c session/journal club on a relev
residents.  (e.g., defini�on and role of cultural co
role of medical interpreters in healthcare deliver

January 
Post-test:  

1)  the Cross-Cultural Care Survey (CCCS) is 
standardized pa�ent exam;  

2) the cultural standardized pa�ent exam ta
with the resident and standardized patie
the camera, but observes the interac�on

3) upon comple�on of the exam, the reside
sheets, with the standardized pa�ents co

4) a�er all ra�ng sheets are completed, the
and standardized pa�ents provide imme
provides comments on his/her performa

February to May 
All ra�ngs are entered into a database and analy
FIGURE 1. Timeline of st
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because of cultural competency training, we compared re-
sponses for the 3 subscales of Cross-Cultural Care Survey, and
their individual items. Residents’ responses before and after
training were compared using the Wilcoxon signed-ranks test
for repeated measures to detect statistically significant change
(i.e., whether the training had an impact on resident perception
to provide cross-cultural care). Additionally, analysis of vari-
ance was conducted to determine whether the impact of train-
ing was different for residents with different demographic char-
acteristics, including their gender, ethnicity, and birthplace.

For the resident (self), faculty, and SP evaluation rating
sheets (i.e., SP measure), the Wilcoxon signed rank test was also
utilized to analyze comparisons between pre- and post-test rat-
ings of the resident (self), faculty, and SP assessments.

RESULTS

Of the 26 potentially eligible participants over a 2-year period,
we were able to analyze the pre- and post-test results for 24
residents. In 2009-2010, 3 categorical general surgery residents,
8 preliminary residents, and 2 categorical orthopedic residents

fy residents and faculty preceptors of the 

ered to the resident prior to the cultural 

roximately 15 to 20 minutes and is videotaped, 
w – the faculty preceptor sits out of view of 

culty leave the room to complete the ra�ng 
g the ra�ng in the exam room; and 
t and faculty return to the room and the faculty 
dback to the resident.  The resident also 
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participated in the exercise. One of the preliminary residents
left the program before the post-test to pursue a career outside
of medicine. In 2010-2011, 3 categorical general surgery resi-
dents, 8 preliminary residents, and 1 PGY-2 (who had trans-
ferred into the program following 1 year of training at another
program) were included. Owing to scheduling conflicts, we did
not include the 2 first year-categorical residents and 1 of the
general surgery preliminary residents. The residents were

TABLE 1. Demographic Characteristics of the PGY-1 Surgery
Residents (n � 24)

Demographic Characteristics n (%)

Gender
Male 16 (68%)
Female 8 (32%)

Ethnicity
Caucasian 13 (54%)
African American 1 (4%)
Asian 5 (21%)
Pacific islander 2 (8%)
Hispanic 2 (8%)
Other 1 (4%)

Birthplace
U.S. Born 19 (79%)
Born outside United States 5 (21%)

Language
Speak other languages 10 (42%)
Speak only English 14 (58%)

TABLE 2. Pre-Test and Post-Test Scores on the CCCS

ID

Pre-Test

Skills Knowledge Attitude Skills Kn

1 27 23 7 26
2 22 22 7 25
3 23 23 6 23
4 30 27 7 34
5 31 32 6 27
6 30 22 7 29
7 36 40 8 35
8 27 25 6 36
9 27 24 6 26
0 21 25 4 29
1 34 33 8 31
2 24 25 5 22
3 32 23 8 27
4 29 29 7 31
5 27 22 6 27
6 30 19 4 29
7 27 26 6 27
8 22 24 6 27
9 24 24 5 27
0 27 32 6 26
1 32 25 8 28
2 23 30 7 30
3 25 27 8 32

4 25 24 6 39 30

654 Journal of Surgica
largely male (68%) and Caucasian (54%). Table 1 documents
he demographic characteristics of the residents.

The post-test score of the “attitude toward cross-cultural care”
ubscale of the Cross-Cultural Care Survey was significantly lower
han the pre-test score (p � 0.012; Wilcoxon signed-ranks test).
his subscale was comprised of 2 items—“importance of consid-

ring culture when providing care” and “importance of practicing
ith a diverse patient mix.” The scores of the other 2 subscales did
ot change significantly (p � 0.05).
There were significant differences by ethnicity on all 3 sub-

cales of the Cross-Cultural Care Survey (attitude � p � 0.05,
nowledge � p � 0.01, skills � p � 0.05) on the pre-test.
owever, only the knowledge subscale scores remained signif-

cantly different between ethnicities on the post-test (p � 0.01).
he changes in all 3 subscale scores from pre-test to post-test
ere not statistically significant. Table 2 shows the pre- and
ost-test scores on the Cross-Cultural Care Survey, reflecting
he sum of items under each subscale (i.e., skills, knowledge,
nd attitude). As noted previously, the general trend was for the
cores to decrease on the post-test.

As noted in the data analysis section above, the Wilcoxon signed
ank test was utilized to analyze comparisons for each individual
esident (i.e., compared with themselves) between pre- and post-
est ratings on the SP measure, which included a self-rating (resi-
ent), faculty rating, and a rating by the SP. No statistically signif-

cant differences were found. We have, however, included Tables
, 4, 5, and 6, which show the ratings on the cultural SP examina-

-Test Change

dge Attitude Skills Knowledge Attitude

6 �1 1 �1
6 3 �2 �1
5 0 �2 �1
6 4 �3 �1
7 �4 �8 1
7 �1 0 0
7 �1 �8 �1
3 9 �5 �3
6 �1 1 0
4 8 1 0
7 �3 7 �1
6 �2 �6 1
8 �5 2 0
7 2 �2 0
5 0 �3 �1
4 �1 3 0
5 0 2 �1
6 5 �4 0
2 3 2 �3
6 �1 �4 0
7 �4 2 �1
7 7 2 0
8 7 3 0
Post

owle

24
20
21
24
24
22
32
20
25
26
40
19
25
27
19
22
28
20
26
28
27
32
30
6 14 6 0
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tion by the resident, faculty, and SP for 4 of the areas most relevant
to cross-cultural health care—patient care, interpersonal and com-
munication skills, professionalism, and cultural awareness. Al-
though the analyses of the data presented in Tables 3, 4, 5, and 6

ere not statistically significant, we do note that there was a general
rend for residents to rate themselves the same or lower, with a
light tendency for the faculty and SP to rate the residents slightly
igher during the post-test.

DISCUSSION

Our goal was to develop a cultural SP examination for a general
surgery residency program. This examination was designed to
prepare junior surgery residents for specialty training with di-
verse patient populations. Although the quantitative analyses
did not demonstrate statistically significant evidence that the
intervention/cultural training improved resident attitudes,
knowledge, and skills toward cultural training, it did support
the difficulty that may be encountered when working with a
group that is not routinely exposed to cultural competency/
cross-cultural healthcare. Needs assessment data with this
group had demonstrated the somewhat negative attitude to-
ward cultural training among some of the surgery residents,
mainly with the videotaped cultural SP examination. Many
residents had believed they had already acquired the necessary

TABLE 3. Pre-Test and Post-Test Ratings by Resident, Faculty, an

Self

Pre-Test Post-Test Change Pre-Test
Care Care Care Care

R1 4 3 �1 3
R2 4 4 0 4
R3 4 3 �1 3
R4 4 4 0 3
R5 3 4 �1 5
R6 4 4 0 4
R7 4 4 0 4
R8 3 5 �2 4
R9 4 5

R10 5 4 �1
R11 3 4 �1 4
R12 3 3 0 3
R13 3 3 0 4
R14 4 3 �1 4
R15 3 3 0 4
R16 3 4 �1 4
R17 4 3 �1 4
R18 3 3 0 4
R19 3 3 0 5
R20 3 4 �1 5
R21 4 4
R22 3 3 0 3
R23 4 4 0 4
R24* 4 5
*Owing to scheduling conflicts, this resident completed the Cross-Cultural C
patient care, professionalism, and interpersonal and communi-
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cation skills during medical school training. Therefore, it is not
surprising that attitudes toward cross-cultural care may have
been somewhat negative after the encounter, since the results
may be linked to the testing methodology itself. This would
support the negative direction of the post-test scores. However,
this potential explanation does not mean that cultural training
should not be pursued with surgery residents but, instead, poses
a challenge and the curriculum can be enhanced by:

1. Obtaining more information on the residents’ attitudes to-
wards cross-cultural care and their past experiences via focus
groups so that any training/intervention can be better tai-
lored. Given that there were statistically significant differ-
ences by ethnicity regarding knowledge, skills, and attitudes
toward cross-cultural care, a “one size fits all” approach may
not be the most effective way to provide training;

2. Providing more formal training interventions—journal
clubs and Grand Rounds lectures were generally well-re-
ceived, but possibly the content was not directly related
enough to the examination. For example, although the
medical interpreter was a critical part of the “cultural” com-
ponent of the examination, there was no formal training
provided between the pre- and the post-test. The residents
learned quite a bit about the role of medical interpreters
after the pre-test debriefing, but it would likely have more

dardized Patient—Patient Care

culty Standardized Patient (SP)

t-Test Change Pre-Test Post-Test Change
are Care Care Care Care

3 0 3 3 0
5 �1 4 3 �1
5 �2 3 4 �1
5 �2 4 4 0
5 0 4 4 0
5 �1 4 3 �1
3 �1 4 3 �1
3 �1 3 3 0
4 �1 4 4 0
5 3 5 �2
5 �1 4 4 0
5 �2 4 4 0
4 0 4 5 �1
4 0 4 4 0
3 �1 3 5 �2
3 �1 4 5 �1
4 0 4 5 �1
5 �1 4 5 �1
5 0 4 5 �1
4 �1 4 5 �1
4 0 5 5 0
5 �2 4 5 �1
5 �1 3 4 �1

4
rvey, but not the cultural SP patient examination during the post-test phase.
d Stan

Fa

Pos
C

impact and be more meaningful if presented more formally—
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TABLE 4. Pre-Test and Post-Test Ratings by Resident, Faculty, and Standardized Patient—Interpersonal and Communication Skills

Resident Faculty Standardized Patient (SP)

Pre-Test Post-Test Change Pre-Test Post-Test Change Pre-Test Post-Test Change
Comm Comm Comm Comm Comm Comm Comm Comm Comm

R1 4 4 0 3 4 �1 3 3 0
R2 4 4 0 4 5 �1 4 3 �1
R3 4 3 �1 3 5 �2 3 4 �1
R4 5 5 0 3 5 �2 4 5 �1
R5 5 5 0 5 5 0 4 4 0
R6 4 4 0 5 5 0 4 3 �1
R7 5 4 �1 4 3 �1 4 4 0
R8 4 4 0 4 3 �1 3 4 �1
R9 4 4 0 5 4 �1 4 4 0
10 5 5 0 3 5 �2 3 4 �1
11 4 5 �1 4 5 �1 4 4 0
12 3 3 0 3 5 �2 4 5 �1
13 3 4 �1 4 4 0 4 5 �1
14 4 4 0 4 4 0 4 5 �1
15 3 3 0 4 3 �1 4 5 �1
16 4 5 �1 5 4 �1 4 5 �1
17 4 3 �1 4 4 0 4 3 �1
18 4 4 0 5 4 5 �1
19 3 4 �1 4 5 �1 4 4 0
20 4 4 0 5 4 �1 4 5 �1
21 5 4 �1 5 5 0 4 5 �1
22 3 4 �1 3 5 �2 4 5 �1
23 4 5 �1 4 5 �1 4 3 �1
24* 5 4 4

*Owing to scheduling conflicts, this resident completed the Cross-Cultural Care Survey, but not the cultural SP patient examination during the post-test phase.
TABLE 5. Pre-Test and Post-Test Ratings by Resident, Faculty, and Standardized Patient—Professionalism

Resident Faculty Standardized Patient (SP)

Pre-Test Post-Test Change Pre-Test Pre-Test Change Pre-Test Post-Test Change
Prof Prof Prof Prof Prof Prof Prof Prof Prof

R1 5 4 �1 5 5 0 3 3 0
R2 4 4 0 5 5 0 3 3 0
R3 5 4 �1 4 5 �1 3 4 �1
R4 5 5 0 3 5 �2 4 5 �1
R5 5 4 �1 5 5 0 4 5 �1
R6 5 4 �1 5 5 0 4 4 0
R7 4 4 0 5 4 �1 4 4 0
R8 4 5 �1 4 4 0 3 4 �1
R9 3 3 0 4 5 �1 4 3 �1
10 5 4 �1 4 5 �1 4 5 �1
11 4 5 �1 4 5 �1 4 4 0
12 4 3 �1 4 5 �1 4 4 0
13 4 4 0 4 4 0 4 5 �1
14 4 4 0 5 5 0 4 5 �1
15 3 4 �1 5 4 �1 3 5 �2
16 5 3 �2 4 5 �1 3 5 �2
17 4 3 �1 4 4 0 4 5 �1
18 4 3 �1 5 5 0 5 5 0
19 4 4 0 4 4 0 4 5 �1
20 4 4 0 5 4 �1 4 5 �1
21 4 5 �1 5 5 0 5 5 0
22 3 3 0 3 5 0 4 5 �1
23 5 5 0 5 5 0 4 4 0
24* 5 5 4

*Owing to scheduling conflicts, this resident completed the Cross-Cultural Care Survey, but not the cultural SP examination during the post-test phase.
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l Care
for example, the role of a medical interpreter in providing
quality patient care, federal and state laws and mandates from
accrediting bodies requiring culturally and linguistically ap-
propriate services, and the potential impact of poor commu-
nication on a patient’s health. In written comments provided
by the residents, this was noted as an area that they could
improve. For example, one resident noted the following: “De-
lineate the role of the interpreters—request exact interpreta-
tions; speak in short sentences, slowly, explain the mechanism
of disease in simple terms. Be graphic if necessary. . . .”

3. Considering a “boot camp approach” to training cross-cultural
health care skills. Currently, our residency program is developing
an intensive curriculum for the first few weeks of residency to
cover all the basic skills needed to “survive.” It was suggested that
training inworkingwithdifferent cultural groupsanduseofmed-
ical interpreter be provided during that time.

Verbal and written feedback provided by the faculty indicated that
they found the examination beneficial: (1) given the diverse patient
populations residents routinely encounter; and (2), particularly for
surgeons, training in cross-cultural care is considered unique, but
essential. Overall, the surgery residents found the experience help-
ful because it allowed them to reflect on their cultural awareness as
well as identify concrete ways to improve their professionalism and
interpersonal and communication skills.

This study can be expanded to include case scenarios featur-

TABLE 6. Pre-Test and Post-Test Ratings by Resident, Faculty, an

Resident

Pre-Test Post-Test Change Pre-Test
Culture Culture Culture Culture

R1 5 4 �1 5
R2 4 3 �1 5
R3 5 4 �1 3
R4 5 4 �1 2
R5 3 5 �2 3
R6 5 3 �2 5
R7 4 4 0 4
R8 5 4 �1 4
R9 4 3 �1 5
10 5 5 0 3
11 4 4 0 3
12 4 3 �1 3
13 4 4 0 3
14 4 3 �1 3
15 3 4
16 3 3 0 3
17 4 3 �1 4
18 3 2 �1 3
19 3 3 0 4
20 3 3 0 4
21 4 5 �1 4
22 3 3 0 3
23 5 5 0 3
24* 5 4
*Owing to scheduling conflicts, this resident completed the Cross-Cultura
ing different ethnicities with whom residents may not have

Journal of Surgical Education • Volume 69/Number 5 • September/O
much exposure but will increasingly care for, such as other
Pacific Islanders (e.g., Micronesians, Marshallese) and South-
East Asians (e.g., Vietnamese, Laotians). The feedback to the
residents could be further enhanced by having more than 1
faculty review and rate each resident. Finally, after the study
protocol has been further refined, it can be shared with other
residency program in surgery as well as other specialties.

CONCLUSIONS

After continued rigorous assessment, evaluation, and refine-
ment, our goal is to incorporate cross-cultural health care train-
ing as a formal and permanent part of the curriculum. Our hope
is that the incorporation of the cultural SP examination and
other related efforts to provide training in cross-cultural health-
care should lead to high quality care and positive outcomes for
the patient. This will not only enhance our training program
but, if validated, may also become a useful tool for other surgery
residency programs.
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