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Cultural humility as a framework to teach cross-cultural communication in pediatric residency
training

North America is an expansive territory with an increasingly culturally diverse
population. There is an ever-growing need for patient-centered cross-cultural care delivery.
Effective communication has long been associated with positive patient outcomes while poor
communication across cultures has been shown to significantly increase health inequities.
Although medical education organizations recognize the need for formal training in providing
cross-cultural care, little time is allotted to the development and assessment of these aptitudes in
residency curricula. Cultural humility (CH) has recently allowed for the establishment of a
common language to better support the discussion around effective cross-cultural communication
(CCC). CH offers a conceptual framework to ground the development of patient-centered CCC
training interventions.

The purpose of this study was to assess the impact of a simulation-based curriculum
(SBC) to teach CCC on effective care delivery. Using expert consensus and collaboration with
community patient partners, we developed a SBC on CCC using CH as a conceptual framework.

Medical pediatric trainees (3 junior residents, 18 senior residents and fellows) from
Sainte-Justine University Health Center participated in the CCC SBC between October and
December 2023. Participants’ self-perceived level of preparedness and skills in delivering
culturally effective clinical care significantly improved after taking part in the SBC (p < 0.001)
and positive outcomes persisted through time (p < 0.001). By the end of the SBC, trainees

demonstrated a sound understanding of CH principles and a more nuanced approach to their
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delivery of cross-cultural care. This novel teaching intervention on CCC led to meaningful
learning and positive behavioral changes in trainees’ clinical practice in this area of care.

A cross-cultural communication curriculum which uses simulation-based teaching is an
effective educational intervention. This project shows a potential avenue to close the gap in

cross-cultural communication teaching in residency training.
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Chapter 1: Background

Background and Rationale

With North-America’s ethnocultural diversity and well-established history of
immigration, there is an ever-growing need for patient-centered cross-cultural care delivery in
the clinical setting !-*. Communication has long been recognized as a quintessential medical
competency by numerous medical organizations as effective communication skills have been
shown to improve patient outcomes *’. Poor communication across cultures significantly
increases health inequities, directly impacts quality of care, doctor-patient relationship, treatment
adherence, and leads to increased misdiagnosis and hospital admissions '8,

Although the medical education community recognize the need for formal training in
providing cross-cultural care, little time is allotted to the development and assessment of these
aptitudes in residency curricula °. Most of the learning is done through unstructured role
modeling and resident physicians graduate with low self-reported skills in this domain *15.

Published studies report that communication training curricula positively influence
participants’ skills and attitudes *2%, In recent years, studies have also explored dimensions of
culturally effective care training and assessment '12>2°, Nonetheless, very few authors have
developed and critically appraised cross-cultural communication training interventions.

Liu et al. (2015) presented an interprofessional educational program, using cross-cultural
communication as a session thematic, which significantly improved pharmacy and nursing
students’ knowledge pertaining to culturally effective communication 3°, Maar et al. (2020)
reported their experience co-creating simulated cross-cultural communication scenarios with
Indigenous standardized patients to teach the approach to culturally safe clinical encounters !

Among their recommendations, the authors stress the importance of ensuring a range of cultural



experiences are presented in cross-cultural curriculum scenarios to represent different
geographical, social, and cultural Indigenous nation communities. More recently, Buttigieg et al.
(2023) utilized experiential learning to teach pediatric residents cross-cultural communication
through a workshop and assessed its impact on participants’ confidence level using cross-cultural
communication models. Kolb’s experiential learning model was proven to be an effective
methodology to teach cross-cultural communication 2.

To date, cross-cultural communication curricula are uncommon in residency training
programs; there remains an unmet need for standardized cross-cultural communication skills
teaching and assessment in this setting. The purpose of this study is to assess the feasibility of
developing a simulation-based educational curriculum for residents to teach cross-cultural
communication and its potential impact on delivering culturally effective care.

This project was created to help foster physician residents’ cross-cultural communication
skills with the hope to positively impact patient-doctor dynamics in the context of cross-cultural
care delivery. The intervention piloted in this project will serve as a launchpad for larger scale
academic endeavors in teaching and assessment of cross-cultural communication skills and its

potential impact on patient outcomes.

Conceptual Frameworks

Cultural Humility

In recent years, cultural humility, a theoretical framework originally developed by
Tervalon & Murray-Garcia (1998), has given way to better inform effective cross-cultural
communication and has allowed a paradigm shift away from the traditional approach focused on
categorization and cultural knowledge acquisition. Cultural humility is the ability to recognize

one’s cultural biases and limitations. It puts forward a life-long learning approach to diversity



while focusing on self-reflection, power differential awareness, and nonpatriarchal patient-
physician dynamics *. Cultural humility offers a conceptual framework to ground the
development of patient-centered cross-cultural communication training interventions 34-3¢,

The rainbow model of cultural humility (see Figure 1) and the cultural conflict are
important theoretical concepts developed by Foronda (2020) to guide cross-cultural patient
encounters where patients’ cultural beliefs have an impact on clinical management. The rainbow
model of cultural humility helps conceptualize all the layered elements that might have relevance
when divergent perspectives between the patient and the health-care provider, combined with a
perceived power imbalance, ultimately yield a cultural conflict. Learners should be taught the
importance of fostering dialogue when a cultural conflict arises in the clinical setting. To reach
common decision making, learners should strive to demonstrate curiosity, openness, respect, and
self-awareness. They should be encouraged to embrace diversity and recognize the importance of

putting forward a life-long learning approach to diversity. When cultural humility principles are

applied, the cultural conflict might be resolved leading to positive outcomes 3’

Figure 1. Foronda’s rainbow model of cultural humility
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Note: © Foronda C. A Theory of Cultural Humility. Journal of Transcultural Nursing. 2020;31(1):7-12.
doi:10.1177/1043659619875184. Permission granted from author and editor.
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Cross-Cultural Communication Model

Different communication models can be used as an organizational framework to navigate
cross-cultural clinical encounters. The Canadian Pediatric Society (CPS) puts forward the
LEARN (Listen, Explain, Acknowledge, Recommend, Negotiate) cross-cutlural communication
model as a valuable tool to improve cross-cultural patient care delivery 8, In our research, the
L.E.A.R.N. model was used in combination with cultural humility principles to teach learners

cross-cultural communication best practices.

Specific Aims

To close the gap in cross-cultural communication teaching in residency training, we aimed to

fulfill the following research objectives:

Develop a simulation-based educational intervention to teach cross-cultural

communication skills in pediatric residency training using cultural humility as a

conceptual framework;

- Co-create simulated cross-cultural communication scenarios in collaboration with
community patient partners;

- Assess the feasibility of implementing a simulation-based educational curriculum to teach
pediatric residents cross-cultural communication skills;

- Assess the impact of a simulation-based educational curriculum on cross-cultural

communication on residents’ self-perceived preparedness and behaviors in delivering

culturally effective clinical care.

Table 1 and 2 present specific research questions and research variables considered for

this study.



Table 1. Research questions

Research questions

e  What are the feasibility considerations when developing a simulation-based educational curriculum to teach
pediatric residents cross-cultural communication using cultural humility as a conceptual framework?

o  What is the impact of a simulation-based intervention on residents’ self-perceived preparedness and
behavior in delivering culturally effective clinical care?

Table 2. Research variables

Research variables
Dependent variables

e Participants’ self-perceived preparedness in delivering culturally effective clinical care
e Participants’ self-perceived skillfulness in delivering culturally effective clinical care
e Feasibility outcome measures *:

o Participants’ feedback and satisfaction of intervention

o  Cost and resources for intervention

o Report on experience co-creating scenarios with community patient partners

Independent variables

e Simulation-based educational curriculum on cross-cultural communication
e Participants’ demographic characteristics (age, gender identity, ethnicity/race identity, languages spoken,
training program, training experience)




Chapter 2: Methods

Research Setting

The research site is Sainte-Justine University Health Center (CHU Sainte-Justine), the
largest mother and child center in Canada. CHU Sainte-Justine is located in Montreal, the second
most diverse city in Canada, and more specifically in Cote-des-Neiges, the most linguistically

diverse Montreal neighborhood with 48 languages spoken (Canadian census, 2016).

Study Sample

Research participants are pediatric residents from CHU Sainte-Justine, a purposefully
convenient sample composed of learners who train in a culturally rich environment and
encounter patients with a widely diversified cultural background. Selecting trainees from the
same academic institution helped ensure homogeneity of prior exposure to communication skills
learning activities to minimize the impact of possible confounding variables. We aimed to recruit
21 to 24 residents from CHU Sainte-Justine for this feasibility project. To ensure an adequate
number of participants, we recruited residents from general and subspecialty pediatric training
programs.

Recruitment occurred in person at CHU Sainte-Justine and via official e-mail invitation
between September and October 2023. Prospective study participants were recruited by one of
the study authors (LGA) who was not in a position of authority towards the participants at the
time of the study. The research protocol was approved by both Harvard University and CHU
Sainte-Justine institutional review boards (IRB) (see Appendix A). Written informed consent of
participants and a confidentiality agreement were completed in person prior to participation in

the study.



Conditions

The intervention is a simulation-based educational curriculum to teach cross-cultural
communication skills in pediatric residency training using cultural humility as a conceptual
framework. Experiential learning®’, peer learning*!, and adult learning*? theories informed
curricular and learning design interventions. We used Roussin and Weinstock’s SimZones
theoretical framework to develop our cross-cultural communication simulation scenario and
debriefing scripts 4*. The SimZones framework helps categorize simulation learning
opportunities in different zones depending on the learning goal(s): foundational instruction
(SimZone 1; to learn core skills), situational mastery (SimZone 2; to apply skills to situations),
team and system development (SimZone 3; to share mental frames and develop solutions), and
real-life discovery and development (SimZone 4; real life event debriefing).

Understanding the intricacies of each SimZone helps educators determine in which
SimZone their intervention lies. Educators can then design learning objectives and develop
adapted debriefing methods that are specific to a SimZone. The educator selects the most optimal
experiential learning for a specific group of learners, scaling the appropriate amount of noise
from one SimZone to the other.

Simulation scenarios were co-created with community patient partners to ensure a most
authentic representation of patient past lived experiences (see Appendix B). A call for
participation was posted on the CHU Sainte-Justine Patient-Family-Caregiver Partnership Office
listserv. Community patient partners were recruited on a voluntary basis after an initial meeting
where study goals were discussed. During the collaborative process, the primary investigator

(LGA) individually met with each patient partner for one to two sessions. Open-ended questions



on past experiences navigating the healthcare system as patients and/or parents of patients with a
diverse cultural background guided the discussion.

Prior to their session at the simulation center, participants had access to a pre-curriculum
cross-cultural communication toolkit video (see Figure 2). The preparatory video presented
material in line with curriculum learning objectives, namely cultural humility principles and the
L.E.A.R.N. cross-cultural communication model. The asynchronous learning module allowed for
spaced learning opportunities and ensured participants would familiarize themselves with
important cross-cultural communication concepts prior to the session at the simulation center.
The intent was to create a safe learning environment conducive to meaningful learning. The

video was created with an online visual communication platform © Powtoon.

Figure 2. Cross-cultural communication curriculum preparatory video

Communication | _«
Interculturelle _*

%;ﬁgmroon

Note: this video was created using the © Powtoon online platform (September 2023)

In teams of 3 participants, trainees participated in a 2-hour simulation session at CHU
Sainte-Justine’s simulation center (Centre de Simulation mere-enfant (CSME)). Consecutively,
each participant performed 1 scenario with a standardized patient while the other two

participants observed the encounter and actively engaged in their colleagues’ debriefing session.



A simulation facilitator (LGA) with expertise in simulation-based medicine, debriefing,
and communication teaching, facilitated each session and provided immediate deliberate
feedback to the participant following each scenario. The format of the session allowed for each
participant to be exposed to a total of 3 scenarios, 3 debriefing sessions, and benefit from
valuable peer learning. Each team was composed of participants from different levels of training
to maximize peer learning through heterogeneity of lived experiences and perspectives. Prior to
each session, participants were oriented to the simulation environment during a prebriefing
session. The prebriefing session was intended to help create a safe learning environment where it

was explicitly stated that all levels of learners were encouraged to work towards a common goal

44

Curriculum Education Objectives

Curriculum educational objectives were developed to target specific levels of learning
using a combination of Bloom and Fink’s taxonomies **6, Prior to each session, learning
objectives listed below were shared with the participants (Table 3). Figure 3 presents a

breakdown of the educational intervention.

Table 3. Cross-cultural communication curriculum educational objectives

Learning objectives

e Define cultural humility and its principles;

e Recognize the role of cultural humility as an important conceptual framework to approach cross-cultural
communication in the clinical setting;

e Demonstrate sound cross-cultural communication skills while navigating complex cross-cultural patient
care scenarios using cultural humility as a construct;

e  Self-assess change in behavior in delivering culturally effective clinical care over time.




Figure 3. Cross-cultural communication curriculum and data collection points

1st time point (pre-curriculum)

Demographic survey Adapted CCCS

Participant asynchronous preparation (pre-curriculum)

Cross-cultural communication toolkit video

¥
—I
“
“
“

Welcome to the CSME
Prebrief

Immediate deliberate feedback from facilitator and peers

Immediate deliberate feedback from facilitator and peers

Immediate deliberate feedback from facilitator and peers

2nd time point (immediate post-curriculum)

Adapted retrospective CCCS Postcard exercise Participant feedback

A4

3rd time point (3 months post-curriculum)

Adapted retrospective CCCS Postcard exercise

Data Collection and Research Tools

Data was collected at 3 different time points: before the simulation session (Time Point
#1 [TP1]), immediately after the simulation session (Time Point #2 [TP2]), and at a 3-month
recall (Time Point #3 [TP3]).

At the TP1, data collected included participants demographic data (see Appendix C) and
pre-curriculum participants’ self-perceived preparedness in delivering culturally effective clinical
care using an adapted version of the Cross-Cultural Care Survey (CCCS) . The CCCS is an

existing tool that was initially validated with physician residents in their final year of training in
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emergency medicine, family practice, internal medicine, obstetrics/gynecology, pediatrics,
psychiatry, and general surgery at American academic health centers. The CCCS has since been
validated in a multitude of clinical settings *’. The CCSS is one of the few tools that focuses on
assessing cross-cultural care delivery preparedness. We used the CCCS as an assessment tool.
We adapted the CCCS with some minor adjustments given our geographical setting and
translated the questionnaire from English to French (see Appendix D). We then piloted our
adapted version of the CCCS and assessed its reliability.

At TP2, we assessed participants’ retrospective self-perceived preparedness in delivering
culturally effective clinical care using an adapted retrospective CCCS (see Appendix E). To
avoid reappraisal and downgrading of pre-curriculum self-assessment and subsequent likely
underestimation of our curriculum effect due to response-shift bias, we opted for retrospective
pre-curriculum self-rating rather than conventional pre- and post-curriculum self-rating 4%.
Immediately after the curriculum, we encouraged participants to commit to a change in behavior
regarding the use of cultural humility principles in the context of their clinical practice in cross-
cultural clinical settings by filling out a postcard exercise (see Appendix F). Finally, we collected

participants’ feedback using a satisfaction questionnaire (see Appendix G).

At TP3, we administered a follow-up questionnaire to assess participants’ self-perceived
level of preparedness in delivering culturally effective clinical care 3 months after their
participation in the curriculum (see Appendix H). We also asked participants to revisit their
postcard exercise (see Appendix I). Participants were shown their postcard exercise originally
completed immediately after the simulation session and were asked to appraise their change in
behavior regarding cross-cultural care delivery and comment on the enablers and barriers to

change implementation.

11



Data Analysis

Survey data was collected using Microsoft Forms and statistical analysis was carried out
using Stata (BE 17.0). Demographic data is presented using descriptive statistics. Self-perceived
level of comfort in delivering culturally effective care was assessed using a 5-point Likert scale
and compared at each time point using paired #-test. The impact of independent study variables
on CCCS pre- and post-curriculum performance scores was analyzed using unpaired ¢-test. This
part of the analysis was intended to identify what might be predictors of performance. We
considered p < 0.05 as statistically significant. Qualitative analysis of curriculum satisfaction
survey responses and postcard exercise were conducted using qualitative content analysis. We
used conventional content analysis given that the data collected was limited #°. Scripts were read,

coded, and then categorized into themes by one reviewer (LGA).
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Chapter 3: Results

Outcome of Simulation Scenario Development

As outlined in Chapter 2, three simulation-based scenarios were created in partnership
with three community patient partners between June and September 2023 (see Appendix B).
After a general call for participation, five patient partners expressed an interest in the study and
three accepted to collaborate in scenario development. All patient partners had a culturally
diverse background including but not limited to Haitian, Hispanic, and Arabic origins.
Simulation scenarios were created which encompassed the key discussion points. No identifying
information or specific patient trajectory were used for scenario creation. Scenario scripts were
written and constructed in keeping with the rainbow model of cultural humility to convey a

cultural conflict 37

. Each scenario explores a different dimension of cross-cultural care including
medication adherence, power differential, and new diagnosis disclosure. Specific dimensions of
cross-cultural care delivery were chosen based on patient partners’ past lived experiences shared
during meetings.

As mentioned in Chapter 2, Roussin and Weinstock’s SimZones theoretical framework
was used as a foundation to develop the simulation-based program *3. For our cross-cultural
communication simulation curriculum, we aimed to create scenarios that would focus on
situational mastery regarding cross-cultural communication (SimZone 2). Scenario learning
objectives and debriefing scripts were developed accordingly.

To promote self-directed, collaborative, and learner-centered learning, debriefing scripts
included the 4 phases of the PEARLS debriefing framework (reactions, description, analysis, and
summary phases) >°. Scenarios were built to stimulate discussion around cultural humility

principles and foster exchange of participants shared lived experiences regarding cross-cultural

13



care. Through an iterative process, initial scenario drafts were revisited and improved following
two simulation dry runs. Once the curriculum was deployed, standardized actors were briefed
and any questions regarding the scenarios were answered prior to each session. Scenarios,
including specific scenario learning objectives and debriefing scripts, are presented in Appendix

B.

Pilot Testing Results

Given that our research participants train in a French speaking learning environment, we
translated the CCCS from English to French and minimally adapted the questionnaire to our
geographical setting. We piloted our adapted version of the CCCS and assessed its reliability.
We administered the instrument to recent pediatric residency graduates (n = 6), a sample similar
but distinct from our main study population. Pilot data analysis showed internal consistency

(Cronbach's a = 0.86). All items had an item content validity index of 0.84 or higher.

Participants

Pediatric residents from general and subspecialty pediatric residency programs were
recruited. Out of 47 prospective participants approached, 22 consented to the study. 21 trainees
participated in the curriculum and 7 simulation sessions were completed. Table 4 presents
participant demographics. Thirteen (62%) study participants were general pediatric residents in
training, and others were pediatric subspecialty residents and fellows. Four international medical
graduates participated in the study (19%). Although junior trainees were invited to participate,
most study participants (86%) were senior trainees, defined as participants who had completed a
minimum of two years of residency training at the time of the study (PGY3 and above).

Most teams were composed of 3 trainees. However, due to an unforeseen schedule

14



conflict, 1 team was composed of 2 participants and another was composed of 4. In each team,
participants had a varied level of clinical experience and teams’ composition remained the same

for all three scenarios.

Table 4. Demographic characteristics of study participants (n = 21) by training level

General Pediatric Pediatric Subspecialty!
PGY-4 PGY-4 and above
Characteristic PG_Y_I PG_Y-Z PG_Y-3 and above (n=28)
(n=1) (n=2) (n=Y5) (n=>5)

Age (years)

Median (IQR) 28 (NA) 25 (25) 26 (2) 27(7) 29 (7)

[min, max] [28, 28] [25,25] [26, 30] [25, 35] [27, 36]
Gender identity, n (%)

Men 0(0) 0(0) 2 (40) 2 (40) 2 (25)

Women 1 (100) 2 (100) 3 (60) 3 (60) 6 (75)

Prefer not to say 0(0) 0(0) 0(0) 0(0) 0(0)
Ethnicity/Race identity, n (%)

Black? 0(0) 0(0) 0(0) 0(0) 1(12.5)

Hispanic® 0(0) 0(0) 0(0) 0(0) 1(12.5)

White 0(0) 1 (50) 4 (80) 3 (60) 5(62.5)

Other* 1 (100) 1 (50) 1 (20) 2 (40) 1(12.5)
Languages spoken, n (%)

English & French only 0(0) 1 (50) 2 (40) 3 (60) 4 (50)

More than English & French? 1 (100) 1 (50) 3 (60) 2 (40) 4 (50)

! Pediatric subspecialty programs include emergency medicine, hematology-oncology, infectious diseases,
neonatology, and neurology.

2Black or African American

3 Hispanic, Latino, or Spanish Origin

4 Other racial and ethnic identities include Asian, First Nation, Inuit, or Metis, prefer not to say, and different
identity.

5 Languages spoken other than English and French include Arabic, Dutch, Greek, Hebrew, Mandarin, and Spanish.

Prior exposure

Participants shared that on average about 43% (SD 12) of their patients were from racial
and ethnic minorities, including Black/African American, Hispanic/Latino, Asian/Pacific
Islander, Native American/Alaskan Native. On average, 56% (SD 23) of patients encountered
were from a different culture than their own and 15% (SD 8) of patients had limited English
and/or French proficiency. Participants identified that they often encountered a language barrier

in the care of patients; median 4 (IQR 0) (Likert scale scores defined as: 1 = Never, 2 = Rarely, 3

15



= Sometimes, 4 = Often). Eighty-one percent of participants shared they felt it was very
important for physicians in their specialty to consider the patient’s culture when providing care;
median 4 (IQR 0) (Likert scale scores defined as: 1 = Not at all important, 2 = Not very
important, 3 = Moderately important, 4 = Very important).

When asked about their current training regarding cross-cultural care delivery in the
clinical setting, most participants reported that there were few learning opportunities regarding
cross-cultural care; median 2 (IQR 1-3) (Likert scale scores defined as: 1 = None, 2 = Very
little, 3 = Some, 4 = A lot). Participants identified that they were sometimes formally evaluated
with respect to doctor-patient communication; median 2 (IQR 1-3) (Likert scale scores defined
as: 1 = Never, 2 = Rarely, 3 = Sometimes, 4 = Often). However, when formally assessed, very
little attention was paid on their ability to handle cross-cultural issues; median 2 (IQR 1-3)

(Likert scale scores defined as: 1 = None, 2 = Very little, 3 = Some, 4 = A lot).

Impact of Intervention

TP1, TP2 and TP3 participants’ self-perceived level of comfort in delivering cross-
cultural care were assessed using an adapted and translated version of the CCCS. The normality
of the data was assessed using the Shapiro-Wilk test which yielded a normal distribution (p >
0.05). In addition to statistical testing, visual inspection of histograms and quantile-quantile plots
showed normal data distribution.

Both participants’ self-perceived level of preparedness and skillfulness mean scores
significantly increased when assessed at the TP2 compared to the TP1: 3.43 (SD 0.35) vs 2.68
(SD 0.50); p <0.01, and 3.48 (SD 0.58) vs 2.67 (SD 0.56); p < 0.01, respectively. Participants’

self-perceived level of preparedness and skillfulness mean scores were also significantly higher
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at the TP3 compared to the TP1: 3.54 (SD 0.44) vs 2.68 (SD 0.50); p < 0.01, and 3.74 (SD 0.45)
vs 2.67 (SD 0.56); p < 0.01, respectively.

Overall TP2 and TP3 mean CCCS scores were also significantly greater when compared
to the TP1 mean CCCS scores: 3.45 (SD 0.47) vs 2.67 (SD 0.53); p <0.01, and 3.59 (SD 0.38)
vs 2.67 (SD 0.53); p < 0.01. The difference between the TP2 and the TP3 preparedness,
skillfulness, and overall CCCS mean scores was not statistically significant. Table 5 presents

pre-, immediate retrospective post-, and 3-month post-curriculum CCCS mean scores.

Table 5. Comparison between pre-, immediate retrospective post-, and 3-month post-curriculum CCCS scores
(preparedness, skillfulness, overall)

Factor TP1 TP2 TP3 I
(n=21) (n=21) (n=18)! p-value
Mean SD Mean SD Mean SD
Preparedness 2.68 0.50 343 0.35 3.54 0.44 <.001
Skillfulness 2.67 0.56 3.48 0.58 3.74 0.45 <.001
Overall 2.67 0.53 3.45 0.47 3.59 0.38 <.001

! Three participants were lost to follow-up.
Note: Comparison of means between groups based on paired #-tests.

Graphs 1 and 2 illustrate the shift in participants’ self-perceived level of comfort in

delivering cross-cultural care regarding preparedness and skills.
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Graph 1. TP1 (left), TP2 (middle), and TP3 (right) CCCS participants’ self-perceived level of preparedness in

delivering cross-cultural care

TP1

How prepared do you feel to care for patients (or pediatric patients’ families)...

From cultures different from your own?

With health beliefs or practices at odds
with Western medicine?

With a distrust of the Canadian health care
system?

With limited French and/or English
proficiency?

Who are new immigrants?

Whose religious beliefs affect treatment?

Who use alternative or complementary
medicines?

Who are members of racial and ethnic
minorities?

With substance abuse problems?

Who are victims of domestic violence?

m 3 - Somewhat prepared

W 1-Veryunprepared m 2-Somewhat
unprepared

m 4-Well
prepared

P2 TP3

W 5-Very prepared

Graph 2. TP1 (left), TP2 (middle), and TP3 (right) CCCS participants’ self-perceived level of skill in delivering cross-

cultural care

TP1

Please rate how skillful you are at each of the following as you deliver cross-cultural care.

Determining how a patient (or pediatric patient’s family)
wants to be addressed and interacted with

Taking a social history

Assessing the patient’s (or pediatric patient's family’s)
understanding of the cause of his or her illness

Identifying whether a patient (or pediatric patient’s family) is

mistrustful of the health care system or the physician _.
Negotiating with the patient (or pediatric patient’s family)
about key aspects of the treatment plan

Identifying how well a patient (or pediatric patient's family)
can read or write English

ot N

Identifying religious beliefs that might affect clinical care

ifying cultural (;
clinical care

Identifying how a patient (or pediatric patient’s family) makes _-
decisions with other family members

Working effectively through a medical interpreter

W 1-Not at all skillful W2 w3 m4 m 5-Veryskillful
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Predictors of performance

Potential predictors of pre-curriculum overall CCCS mean scores and the degree of
improvement in pre-post curriculum overall CCCS mean scores are presented in Table 6.
Participants that spoke more languages than English and French had significantly better pre-
curriculum preparedness, skillfulness, and overall CCCS mean scores compared to those who

only spoke English and French (2.89 (SD 0.56) vs 2.44 (SD 0.36); p = 0.004).

Table 6. Independent variables: impact on pre-curriculum and delta pre-post curriculum overall CCCS mean scores

Pre-curriculum Delta pre-post curriculum
Independent variable Mean (SD) p-value Mean (SD) p-value
Age
20-29yo 2.68 (0.54) 0.188 0.86 (0.67) 0.530
30-39yo 2.66 (0.14) 0.74 (0.60)
Gender identity
Men 2.81(0.54) 0.99 (0.53) 0.161
Women 2.46 (0.37) 0.128 0.69 (0.64) ’
Ethnicity/Race identity
White 2.56 (0.10) 0.82 (0.40) 0.484
Other' 2.86 (0.23) 0.188 (.64 (0.80)
Languages spoken
English & French only 2.44(0.12) 0.004 0.90 (0.55) 0250
More than English & French? 2.89 (0.56) ’ 0.67 (0.67) ’
Training program
General pediatric 2.81 (0.15) 0.128 0.59 (0.65) 0.103
Pediatric Subspecialty? 2.46 (0.37) ’ 1.01 (0.30) ’
Seniority status
Junior (PGY'1-2) 2.68 (0.44) 0.96 1.13 (0.25) 0.131
Senior (PGY3 and more) 2.67 (0.55) ' 0.72 (0.61) )

! Other racial and ethnic identities include Black or African American, Hispanic, Latino, or Spanish Origin Asian,
First Nation, Inuit, or Metis,
2 Languages spoken other than English and French include Arabic, Dutch, Greek, Hebrew, Mandarin, and Spanish.

3 Pediatric subspecialty programs include emergency medicine, hematology-oncology, infectious diseases,
neonatology, and neurology.
Note: Comparison of means between groups based on unpaired z-tests.
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Participant Satisfaction

Table 7 presents participants’ reactions to the curriculum. Participants shared that the

curriculum has been either useful (62%) or very useful (38%) in helping them develop their

cross-cultural communication skills.

Table 7. Participants’ reactions

Variable n (%)
Post-curriculum level of comfort at defining cultural humility
Very uncomfortable 0 (0)
Uncomfortable 0(0)
Neither comfortable nor uncomfortable 1(5)
Comfortable 16 (76)
Very comfortable 4 (19)
Curriculum helpfulness in developing cross-cultural communication skills
Very unhelpful 0(0)
Unhelpful 0 (0)
Neither helpful nor unhelpful 0(0)
Helpful 13 (62)
Very helpful 8 (38)
Peer feedback helpfulness in developing cross-cultural communication skills
Very unhelpful 0(0)
Unhelpful 0 (0)
Neither helpful nor unhelpful 0(0)
Helpful 10 (48)
Very helpful 11 (52)
Feedback provided by facilitator helpfulness in developing cross-cultural communication skills
Very unhelpful 0(0)
Unhelpful 0 (0)
Neither helpful nor unhelpful 1(5)
Helpful 8 (38)
Very helpful 12 (57)
Relevance of simulation-based clinical scenarios
Very irrelevant 0 (0)
Irrelevant 0(0)
Neither relevant nor irrelevant 1(5)
Relevant 7 (33)
Very relevant 13 (62)
Completed the pre-SIM cross-cultural education toolkit
Yes 20 (95)
No 1(5)
Pre-SIM cross-cultural education toolkit helpfulness in developing cross-cultural communication skills
Very unhelpful 0(0)
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Unhelpful 0(0)

Neither helpful nor unhelpful 3(15)
Helpful 14 (70)
Very helpful 3 (15)

Content analysis results of participants’ experience of the curriculum are presented in
Table 8. All participants reported that there was not one element of the curriculum that they
disliked. When asked about ideas for curriculum improvement, most participants (67%) shared
that they wished they could have access to more learning opportunities on cross-cultural
communication of this type. Two participants recommended this cross-cultural communication
simulation-based curriculum should be officially integrated in their residency training program.

One participant from the first session shared that having paper for note taking would
facilitate debriefing. Pen and paper were distributed to participants for each session thereafter.
Two participants suggested to add content to the pre-curriculum educational toolkit including:
more learning theories on cross-cultural communication, an example of best practice regarding
cross-cultural communication via a recorded simulated video, and a video recording of a

patient’s perspective.

Table 8. Participants’ experience of the curriculum

Category Examples n (%)
Peer interactions catalyzed learning 13 (62)
Sharing lived experiences "I really enjoyed the valuable exchange on past lived

experiences with my peers during the debriefing.”

"I appreciated discussions with my peers where more senior
participants shared their personal past experiences.”

Peer debriefing and analysis "[1] appreciated the concept of peer feedback.”

"[...] brainstorming with peers on best approach and
communication tools was very useful.”

Simulation scenarios prepared 7 (33)
learners for practice
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Realism of scenarios "The scenarios were realistic and reflected our reality in the
clinical setting.”

Applicability to clinical practice "The situations presented were directly applicable to my
clinic [...] and the fact that they were created with patient
partners, bravo!”

Safe learning environment allowed 6 (29)
for meaningful exchange
Non-judgmental open dialogue "[This activity] took place in a low-stress learning
environment, where we could discuss things openly with no
judgment from our peers.”
Simulation allows for trial and error "I really appreciated being able to challenge myself with this
type of communication exercise in a simulation context, in a
safe space where our errors/difficulties do not have an
impact on a real patient. The session allowed us to improve
and understand our good and our not so good interventions
in a cross-cultural setting.”
Learning theories embedded in the 6 (29)
curriculum
Cultural humility and "[...] useful explanations around important conceptual
communication models frameworks like cultural humility and the LEARN model
and discussing them in the context of the scenarios
presented.”

Note: results obtained using content analysis (qualitative descriptive methodology)

Committing to Change

Following participation in the curriculum, all participants committed to a change in

behavior regarding cross-cultural care delivery in their clinical practice (postcard exercise).

Participants’ commitment to change were qualitatively assessed using content analysis (Table 9).

Table 9. Commitment to change regarding cross-cultural care delivery

Category Examples n (%)
Reflective practice 11(52)
Emphasis on self-reflection and self- "I will more frequently adopt a self-reflective approach

awareness regarding communication  regarding barriers to communication [...].”
practices

"I wish to adopt a more reflective practice on cultural and
organizational barriers when [managing] "difficult” patient
encounters.”

Recognize personal limitations "[...] T hope to recognize that it is okay and normal not to
know everything about a patient’s culture, but I can still
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Cultivating cultural curiosity
Explore patients’ perspectives and
beliefs

Willingness to learn

Engaging in meaningful dialogue

Respect and welcome differences

Attentive listening

Promoting patient-centered care
Collaborative approach to care

Validate patient’s understanding

carry on with the encounter in a culturally sensitive manner
using cultural humility [principles].”

9 (43)
"[...] be more curious about the beliefs of the
parents/patients. Recognize their culture. Practice cultural
humility.”

"Be more open to hearing [about] the different forms of
treatment used in so-called “non-Western” medicine, learn
about it, and try to integrate it into my future practice. [...]

”

9(21)
"Do not hesitate to question the patient/parent to learn more,
explore [their] reasoning. Be open and welcome
differences.”

"Try to identify differences in beliefs before [formulating]
impressions and before proposing my [intervention] plan.”

"In my practice, I want to use the LEARN model. I also
want to be more comfortable with silences, leave room for
dialogue according to the pace and comfort of the patient.

[...]”

10 (48)
"Think more about how to negotiate and create compromises
with patients and families in cross-cultural contexts."”

"[...] seek to better understand the patient’s understanding
of the illness (in its cultural context).”

Note: results obtained using content analysis (qualitative descriptive methodology)

Three months after taking part in the curriculum, a majority of participants (78%)

reported they had implemented their resolution regarding cross-cultural care delivery in their

clinical practice. Others (22%) shared they were unable to apply the change they had committed

to because of a lack exposure to patients from a diverse cultural background between their

participation in the curriculum and the follow-up survey. When asked to identify enablers, most

participants (79%) mentioned the simulation curriculum as the strongest catalyst to change.

Participants identified the following barriers to implementing change in their clinical practice:
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patient encounter time constraint (50%), language barrier (36%), need for additional training

(14%).
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Chapter 4: Discussion and Conclusions

Current State: Exposure and Learning Opportunities

This study is the first to assess the impact of a cross-cultural communication simulation-
based educational session on physician residents’ self-perceived preparedness and behaviors in
delivering culturally effective clinical care using cultural humility as a conceptual framework.

Our results show a striking imbalance between the large culturally diverse patient
population pediatric trainees are exposed to and the paucity of structured cross-cultural care
training opportunities. Cross-cultural communication issues that might arise during a patient
encounter are also rarely assessed, leaving residents with little guidance in an area of care they
state being very important as part of their specialty.

Survey responses are congruent with Weissman et al.’s report (2003) which highlights
graduating physician residents’ low self-perceived level of preparedness in delivering cross-
cultural care and the little to no training time alloted to cross-cultural care throughout their
studies. The current study provides an update to Weissman’s prior work and underscores the

desperate need for developing formal cross-cultural care learning opportunities.

Cross-Cultural Communication Curriculum Impact

Simulation is a well-established effective communication skills teaching methodology >!-
33, However, whether simulation-based curricula are well suited to teach cross-cultural
communication had been unknown. Our study results support the use of a simulation-based
curriculum to teach cross-cultural communication in pediatric residency. After taking part in the
cross-cultural simulation program, pediatric trainees’ perceived level of preparedness and skill in
delivering cross-cultural care improved significantly. Self-reported changes persisted through
time, indicating lasting positive impact.
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The qualitative analysis of participants’ postcard exercises further demonstrates the
positive outcome seen in the quantitative analysis. Importantly, when committing to change in
their clinical practice regarding cross-cultural care delivery, participants shared resolutions that
were in keeping with the definition of cultural humility. As depicted in Figure 4, there is a clear
intersectionality between trainees’ responses and cultural humility principles, indicating that core
teaching messages resonated with learners, course objectives were met, and the cross-cultural

communication simulation-based curriculum led to meaningful learning.

Figure 4. Mapping of participants’ commitments to change (left) and cultural humility principles (right) >3

"Life-long
commitment to
self-evaluation

and self-critique"

Reflective practice
& Cultivating
cultural curiosity

!

"Redressing the

Promoting - L.
patient-centered SEMIEITE B
care dynamic power

imbalance"

1

"Developping
mutually beneficial
and non-paternalistic
clinical partnerships
with communities"

Engaging in
meaningful dialogue

Note: cultural humility principles as described by Tervalon & Murray-Garcia (1998)
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The simulation scenarios co-created with community patient partners is certainly an
important factor of curriculum success and helps to explain its positive outcomes. In our study,
simulation scenarios were infused with community patient partners’ lived experiences which
allowed translation of their perspectives and belief systems into the simulation lab. In their
satisfaction report, participants brought attention to the realism of simulation scenarios and their
applicability to clinical practice. This feedback emphasizes how the work with community
patient partners to create simulation-based curricula on cross-cultural communication allows
participants to be further immersed in the simulation. Current best evidence in simulation-based
medicine also corroborates the importance of patient involvement in simulation design to help
bridge the gap between theory and practice >,

We believe engaging with community patient partners in a dialogue to create cross-cultural
curricula is critical. This collaborative process is well aligned with cultural humility principles as
it contributes to creating meaningful non-paternalistic partnerships with communities and treats
the patients’ point of view with reverence **. Cultural conflicts presented in the curriculum
resonated with learners because of their generalizability and authenticity. Ultimately, simulated
scenarios co-created with community patient partners prepared trainees for practice.

Participants also pointed out the simulation format allowed for trial and error in an
environment conducive to learning. In fact, the safe learning environment stood out as a key
enabler to non-judgmental open dialogues during the simulation sessions. Despite the challenge
that is posed by cross-cultural communication, learners adopted a growth mindset which not only
helped establish a positive learning environment but also further facilitated internalization of the
lessons the simulations tried to put forth. Trainees shared they left the session wanting more,

indicating the curriculum was successful. To maximize learning, we stress the importance of
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establishing a "safe container” and encourage learners to adopt a growth mindset when taking

part in cross-cultural communication training opportunities **>3,

Improvements to Consider

Despite not being statistically significant, data signals senior trainees and subspecialty
residents’ self-perceived level of preparedness and skills in delivering cross-cultural care
improved more than junior and general pediatric trainees. Participant demographics also indicate
a large proportion of trainees enrolled were senior residents. When recruitment was ongoing,
very few junior residents manifested an interest in taking part in the study. On the other hand,
senior residents recognized the value of taking part in a novel teaching opportunity on cross-
cultural communication and this was reflected in their post-curricular feedback.

These observations provide a rationale for simulation-based cross-cultural
communication curricula be carried out with more experienced learners as they might be more
engaged and receptive to such teaching opportunities. The Dreyfus model (1980) helps describe
the theory behind this phenomenon *%. In their model, Dreyfus presents the 5 different learning
stages outlining the path from novice to expert: novice, advanced beginner, competent,
proficient, and expert. In Adam et al.’s review of the model (2017), we understand that more
experienced participants, senior and subspecialty residents, are most likely situated in their
proficient stage of learning. They are aware of the knowledge gaps that separate them from
expertise and are actively seeking to fill them. Senior learners are also better capable of
anchoring problem-solving in the context of past experiences, adding substance to the
debriefings and leading to significant learning °’. We believe the level of intrinsic motivation and
self-reflection found in proficient learners is required to benefit the most from complex and

unique learning opportunities such as simulation-based cross-cultural communication curricula.

28



As mentioned in Chapter 3, we designed simulation scenarios focused on situational
mastery regarding cross-cultural communication (SimZone 2). We reflect on the categorization
of our teaching intervention and argue that it also encompasses features of a SimZone 3
simulation: team and system development **. Although scenario learning objectives are well
aligned with situational mastery, the peer-debriefing approach employed throughout the
curriculum is in line with a SimZone 3 simulation. In fact, during the debriefing periods we
sought to explore mental schemes behind participants’ behavior as a team. Learners’ reflections
were guided by a facilitator, but direct skill mastery feedback techniques, as seen in a SimZone2,
were seldom provided. Rather than approaching simulation design with mutually exclusive
simulation zones, we encourage the use of mixed teaching approaches from both simulation
zones when creating cross-cultural communication curricula.

To facilitate peer-learning, 3 physician residents participated to each simulation session.
One group only had 2 participants and another one had 4. When debriefing the smaller team, time
needed was more succinct as less prior lived experiences were shared within the group. Teams of
3 allowed for a natural conversation to occur. In a team of 4, it was harder to share the floor equally
between participants and the debriefing had to be cut short to stay on schedule. In the larger team,
many different debriefing points were explored, but unfortunately not as in depth as initially
planned.

We recommend a team of 3 participants for the type of simulation-based curriculum we
developed due to its focus on peer-learning. We would also advise to increase the time of the
debriefing periods from 15 to 20 minutes to give more space for trainees to share their prior
personal experiences as the conversation unfolds. One might also consider inviting a community

patient-partner to the sessions to share their perspective granted appropriate preparation and
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coaching is done to standardize their involvement in the debriefing sessions 4. Alternatively, if
resources are limited, as suggested by study participants, one can consider adding a videorecorded
community patient partner interview in the preparation toolkit.

Results demonstrate that participation in the simulation curriculum led to positive changes
in participants’ clinical practice regarding cross-cultural care delivery. However, some
participants highlighted the need for further training in this area of care. A more expansive cross-
cultural communication curriculum would likely be helpful to fill this gap. More sessions with
novel scenarios, supplemental post-curriculum reference material, and additional learning
objectives including communication with interpreters could also be considered.

Limitations

This study presents some limitations. The study sample was small which limits
generalizability of the study results. A few participants were also lost to follow-up. Although
professional standardized patients performed in each simulation session, actors were different
between sessions. Variable actors’ performances can alter the way the cultural conflict is
conveyed, changing the simulation experience between participants. Also, actors’ cultural
backgrounds were at times discordant with the cultural backgrounds presented in the vignettes.
Participants were presented the limitations of the simulation during the prebrief and encouraged
to immerse themselves into the scenario. However, the impact of this discordance is unknown.
Significant resources would be required to ensure a precise match between actors’ cultural

background and the clinical vignettes.

Impact of the Study and Future Plans

This project helps close the gap in cross-cultural communication teaching in residency

training. A cross-cultural communication curriculum which uses simulation-based teaching is an
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effective educational intervention. Further research is required to assess the downstream impact
of cross-cultural communication training on cross-cultural care delivery. The educational
intervention piloted in this project serves as a steppingstone for the development of a larger,
more comprehensive cross-cultural communication curriculum.

Future directions could include additional learning sessions addressing best practices
when communicating through an interpreter, shared patient partners’ perspectives through
guided focus group discussions, and developing standardized cross-cultural communication

assessment methods.
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Appendix B: Simulation Scenarios

SCENARIO 1 - MEDICATION ADHERENCE
Curriculum learning objectives

By the end of the simulation-based curriculum on cross-cultural communication skills, pediatric

residents will be able to:

- Define cultural humility and its principles;

- Recognize the role of cultural humility as an important conceptual framework to approach cross-
cultural communication in the clinical setting;

- Demonstrate sound cross-cultural communication skills while navigating complex cross-cultural
patient care scenarios using cultural humility as a construct;

- Self-assess change in behavior in delivering culturally effective clinical care over time.

Scenario learning objectives

By the end of Scenario 1, pediatric residents will be able to :

- Approach medication adherence difficulties while considering cultural beliefs;
- Elicit patients’ perspectives to address medication non-adherence;

- Recognize the benefits of nonpatriarchal patient-physician dynamics.

Brief case overview

In this case, a pediatric resident will be meeting with the mother/father of Joshua, a 2-
year-old patient known for sickle cell disease and recently started on hydroxyurea. Participants
will have the opportunity to discuss medication adherence and explore the family’s perspective

on therapy.
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Backstage information for standardized actor

You are a 24yo Haitian woman/man. You immigrated to Montreal about a year ago with
your 2 children, Axel (4yo) et Joshua (2yo). You are currently unemployed, and your
wife/husband has taken up a new job as a cook on a fishing ship which requires her/him
to be out of town most of the fishing season. You are often left alone to take care of your
2 children. With your youngest’s son recent sickle cell disease diagnosis, you feel
overwhelmed with the number of hospital emergency visits and clinic appointments.
Your son was recently discharged from the hematology ward after a second pain crisis in
the last month. You were given a prescription for a medication called hydroxyurea upon
discharge from the hospital. You have not filled up the prescription yet.

You currently give your child chlorophyll drops that you believe can help with pain crises
and oxygenation. You remember your mother using this to treat her sickle cell disease
back in Haiti. When you asked the doctor who discharged your son from the hospital if
you could use chlorophyll, you were told that using natural remedies for sickle cell
disease was not indicated. You felt like the doctor *’shut you down’’ and that you did not
have the opportunity to ask more questions about hydroxyurea. You were told by some
family members that hydroxyurea is a chemotherapy drug, and you cannot imagine
giving this to your child.

Today you attend a follow-up appointment in the hematology clinic.

When asked about your perspective on treatment options including hydroxyurea, you will
share the above-mentioned information. You explain that you do not want to give

chemotherapy to your son and that all your family members in Haiti insist that
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chlorophyll is a good option given that it is a natural product. You are still upset that the
doctor who treated your son during his last hospitalisation did not answer your questions
about chlorophyll.

- When you perceive a genuinely respectful approach, acknowledgement of your
perspective, and clear communication, you will demonstrate an openness to learn more

about hydroxyurea and its use in the context of your son’s disease.

Operational requirements

The simulation environment is the hematology outpatient clinic. You will be taking on your
own professional role as a resident and will be interacting with a standardized patient. In the room,
you will find a pen and paper. Given that this session is focused on communication skills, you will
not need additional material. During the simulation session, your colleagues will be observing and

will take part in the debriefing after the scenario.

Frontstage information for participant

You are a pediatric resident working in the hematology outpatient clinic. You are meeting
with the mother of a 2-year-old patient known for sickle cell disease and recently started on
hydroxyurea after a pain crisis hospital admission. You will have the opportunity to discuss

Joshua’s evolution since discharge and the start of hydroxyurea.

Post-simulation education keys/debriefing script
To promote self-directed, collaborative and learner-centered learning, the facilitator will use

the 4 phases of the PEARLS debriefing framework>’.

41



Reactions phase
o What are your reactions?
o How are you feeling?
Description phase
= Facilitator summarizes the case in 1-2 sentences to ensure a shared understanding of the
case.
Analysis phase
In the analysis phase, we encourage the facilitator to adopt a blended approach to debriefing
and to use one or multiple strategies according to their own level of comfort with debriefing
and/or the participants’ level of expertise. Learner self-assessment, Focused facilitation,
and/or Directive feedback are three debriefing strategies that can be considered. Some
examples might include:
» Learner self-assessment
= Facilitator will ask participants what went well? What would you have done
differently?
* What were some barriers to patient communication?
» Focused facilitation
= Favour the Advocacy-Inquiry and Guided Team Self-Correction approaches.
= Facilitator will help participants relate experience to practice and encourage
discussion around cultural humility. Some examples of questions to generate
discussion might include:
¢ In this scenario, how were you able to incorporate the patient’s

perspective/cultural beliefs related to their treatment?
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e When thinking about your personal experience in the clinical setting, can
you share an example of an appropriate and/or inappropriate use of
cultural humility principles? How did that make you feel?

» [findicated, review the definition of cultural humility?? its principles, and its
usefulness to help guide cross-cultural patient encounters where cultural beliefs
have an impact on clinical management. Introduce the concept of cultural conflict
and the importance to foster a dialogue when a cultural conflict arises in the
clinical setting. To reach common decision making, learners should strive to
demonstrate curiosity, openness, respect, and self-awareness. Learners should be
encouraged to embrace diversity and recognize the importance of putting forward
a life-long learning approach to diversity>’.

e Summary phase
= We encourage the facilitator to perform a learner guided summary. The facilitator will

ask each participant to share one takeaway from this part of the experience.

Time

- Length of scenario: 8min.

- Length of debriefing: 15min.
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SCENARIO 2 — POWER DIFFERENTIAL
Curriculum learning objectives
By the end of the simulation-based curriculum on cross-cultural communication skills,

pediatric residents will be able to:

- Define cultural humility and its principles;

- Recognize the role of cultural humility as an important conceptual framework to
approach cross-cultural communication in the clinical setting;

- Demonstrate sound cross-cultural communication skills while navigating complex cross-
cultural patient care scenarios using cultural humility as a construct;

- Self-assess change in behavior in delivering culturally effective clinical care over time.

Scenario learning objectives

By the end of this scenario, pediatric residents will be able to :

- Develop an awareness of potential power differential in a cross-cultural clinical setting;
- Recognize the benefits of a nonpatriarchal patient-physician dynamics;

- Describe the rainbow model of cultural humility 7.

Brief case overview

In this clinical vignette, a pediatric resident meets Jamy, a 17-year-old adolescent of
Inuit origin who suffers from migraines and in whom treatment with abortive triptans was started
3 months ago. During the interview, communication is limited by elements of non-verbal

language which underlie a power imbalance.
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Backstage information for standardized actor

- Youare a 17-year-old Inuit teenager. You grew up in a Nunavik community with your 5
brothers and sisters, your mother, and paternal grandparents. Since the age of 12, you
have suffered from incapacitating migraines 4 to 5 times a month which last on average
72 hours.

- You are otherwise in good health and are not taking any other medications. You do not
consume illicit substances nor smoke. You do not have a romantic partner and are not
sexually active. You are in grade 11 and do not know what you will do after finishing
high school. Your grades are average. You spend a lot of time on social media. Your
favorite hobby is creating TikTok videos with your siblings. You do not have a sleep
disorder or mood disorder.

- Three months ago, you had a first appointment with a pediatrician from the mobile clinic
that visits your community once a month. You were then diagnosed with migraines and
prescribed a medication to take by mouth as needed when you feel migraine symptoms
starting (sumatriptan).

- Since your visit with the medical team, you have used the prescribed medication 3 times.
When using the medication at symptom onset, your migraine was quickly relieved. You
have not experienced any side effects while taking the medication.

- You have a follow-up appointment at the mobile pediatric clinic today.

- During the appointment, when you are asked questions about the evolution of your
symptoms since the last visit, you simply answer with "yes", "no", or "I don't know". You
speak in a quiet and monotone voice. You do not make direct eye contact with the

provider and instead stare at the ground. If you are asked to provide further details, you
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will share the information presented above piece by piece and only if you are asked

specific questions.

Operational requirements

The simulation environment is the mobile pediatric clinic in a Nunavik community. You
will be taking on your own professional role as a resident and will be interacting with a
standardized patient. In the room, you will find a pen and paper. Given that this session is
focused on communication skills, you will not need additional material. During the simulation

session, your colleagues will be observing and will take part in the debriefing after the scenario.

Frontstage information for participant

You are a pediatric resident on a rural rotation in Nunavik. You are part of the mobile
medical team which visits patients in a community in Nunavik every month. Today you meet
Jamy, a 17-year-old teenager of Inuit origin who suffers from migraines and for whom treatment
with triptans (sumatriptan) was started 3 months ago by one of your colleagues from the mobile
clinic. Jamy is coming in for a clinical follow-up to assess the evolution since the introduction of

sumatriptan.

Post-simulation education keys/debriefing script

To promote self-directed, collaborative and learner-centered learning, the facilitator will use
the 4 phases of the PEARLS debriefing framework>’.
e Reactions phase

o What are your reactions?
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o How are you feeling?
Description phase
= Facilitator summarizes the case in 1-2 sentences to ensure a shared understanding of the
case.
Analysis phase
In the analysis phase, we encourage the facilitator to adopt a blended approach to debriefing
and to use one or multiple strategies according to their own level of comfort with debriefing
and/or the participants’ level of expertise. Learner self-assessment, Focused facilitation,
and/or Directive feedback are three debriefing strategies that can be considered. Some
examples might include:
» Learner self-assessment
= Facilitator will ask participants what went well? What would you have done
differently?
* What were some barriers to patient communication?
»  Focused facilitation
= Favour the Advocacy-Inquiry and Guided Team Self-Correction approaches.
= Facilitator will help participants relate experience to practice and encourage
discussion around cultural humility and the concept of power imbalance:

* The rainbow of cultural humility is a concept that can help the provider
navigate intercultural clinical situations where communication might
appear complex. The rainbow of cultural humility helps conceptualize all
the elements that might be at play when there are divergent perspectives,

creating a power imbalance, and ultimately a cultural conflict.
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Understanding that a cultural conflict might arise from the different layers
of the rainbow orients the provider towards key principles of cultural
humility including life-long learning approach to diversity (the sun),
cultural curiosity, and self-critique. When cultural humility principles are
applied, the cultural conflict might be resolved leading to positive

outcomes>’.

Foronda C. A Theory of Cultural Humility. Journal of Transcultural Nursing. 2020;31(1):7-12.
doi:10.1177/1043659619875184
e Summary phase

= We encourage the facilitator to perform a learner guided summary. The facilitator will

ask each participant to share one takeaway from this part of the experience.

Time

- Length of scenario: 8min.

- Length of debriefing: 15min.
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SCENARIO 3 - NEW DIAGNOSIS
Curriculum learning objectives
By the end of the simulation-based curriculum on cross-cultural communication skills,

pediatric residents will be able to:

- Define cultural humility and its principles;

- Recognize the role of cultural humility as an important conceptual framework to
approach cross-cultural communication in the clinical setting;

- Demonstrate sound cross-cultural communication skills while navigating complex cross-
cultural patient care scenarios using cultural humility as a construct;

- Self-assess change in behavior in delivering culturally effective clinical care over time.

Scenario learning objectives

By the end of Scenario 3, pediatric residents will be able to :

- Describe the L.E.A.R.N. model!;

- Demonstrate cross-cultural communication techniques that incorporate the L.E.A.R.N.
model;

- Take a social history and understand the impact of psychosocial circumstances and

cultural beliefs when disclosing a new diagnosis.

Brief case overview

In this clinical vignette, a pediatric resident meets Mr/Mrs Salvatore in the emergency

room, the parent of José, a 7-year-old patient, and tells them that their son has been diagnosed
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with new onset type I diabetes and will now require insulin injections. The news is difficult to

hear for the parent who affirms that God will heal their son.

Backstage information for standardized actor

You are a 42-year-old woman/man of Mexican origin. You immigrated to Canada 6
months ago with your spouse and your 7-year-old son. You have a complex migratory
journey. You currently live in the Cote-des-Neiges neighborhood with distant family
members who have agreed to host you for a little while. You are awaiting your refugee
status and do not have health insurance. You are very tight financially and are struggling
to make ends meet.

You consulted the emergency room of CHU Sainte-Justine earlier today. For the past 3
weeks, your son Jos¢ has been complaining of abdominal pain, has been drinking a lot of
water and has lost weight. You met the triage nurse and the doctor briefly after arriving to
the emergency room. The nurse took a blood sample from your son’s fingertip. You were
then told that José's blood sugar result was abnormally high. Additional blood tests have
been drawn and you are awaiting the results.

During this vignette, you meet a pediatric resident who will inform you that your son has
type 1 diabetes and that he must now take insulin injections.

You are of Christian religious faith, and you firmly believe that God will help your son
and cure him of this terrible illness. According to you, it is impossible that José¢ will need

insulin injections all his life since God will help you and your prayers will be answered.
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- Additionally, you have heard about the exorbitant cost of insulin and stock shortages in
the United States and you fear that you will not be able to afford the treatments. You are
extremely anxious about the situation.

- During the meeting, when the resident announces you the diagnosis of type I diabetes,
you are in a state of shock. The situation is extremely anxiety-provoking. When the
resident explains to you that insulin is the treatment that will be initiated, you ask him if
your son will need insulin his entire life.

- When the resident confirms to you that José¢ will need insulin for life, you share with the
resident your conviction that God will heal your son. You do not see any other possible
outcome. Despite the explanations given by the resident, you maintain that you have hope
that God will be the great savior.

- If the resident asks you questions related to your social situation, you share the above-

mentioned information, including elements related to your financial status.

Operational requirements

The simulation environment is the emergency room of the CHU Sainte-Justine. You will
be taking on your own professional role as a resident and will be interacting with a standardized
patient. In the room, you will find a pen and paper. Given that this session is focused on
communication skills, you will not need additional material. During the simulation session, your

colleagues will be observing and will take part in the debriefing after the scenario.

Frontstage information for participant
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You are a pediatric resident doing an emergency medicine rotation at the CHU Sainte-
Justine. You are working with Dr. Yang today. About thirty minutes ago, Dr. Yang quickly
assessed a patient in the triage area for suspected diabetes de novo.

Dr Yang is called to the resuscitation bay and gives you the patient’s chart with new
laboratory results. The patient is José, a 7-year-old boy who presents with a 3-week history of
abdominal pain, polydipsia, and weight loss. José’s triage blood sugar was “high” on the
glucometer and his physical exam was unremarkable. The laboratory results are the following:
capillary gas 7.33/33/16, glucose 24mmol/L, ketones 1.2. CBC and CHEM10 are normal.

You will meet with José’s parent, Mr/Mrs Salvatore, to explain that Jos¢ suffers from

type I diabetes and that he must receive insulin injections.

Post-simulation education keys/debriefing script
To promote self-directed, collaborative and learner-centered learning, the facilitator will use
the 4 phases of the PEARLS debriefing framework *°.
e Reactions phase
o What are your reactions?
o How are you feeling?
e Description phase
= Facilitator summarizes the case in 1-2 sentences to ensure a shared understanding of the
case.
e Analysis phase
In the analysis phase, we encourage the facilitator to adopt a blended approach to debriefing

and to use one or multiple strategies according to their own level of comfort with debriefing
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and/or the participants’ level of expertise. Learner self-assessment, Focused facilitation,
and/or Directive feedback are three debriefing strategies that can be considered. Some
examples might include:
= Learner self-assessment
= Facilitator will ask participants what went well? What would you have done
differently?
* What were some barriers to patient communication?
» Focused facilitation
= Favour the Advocacy-Inquiry and Guided Team Self-Correction approaches.
= Facilitator will help participants relate experience to practice and encourage
discussion around cultural humility and cross-cultural communication models.
* Some examples of questions to stimulate discussion might include:
* In your opinion, what was the impact of psychosocial circumstances and
individual beliefs when announcing a new diagnosis?
= How did you the perceive the parent’s religious beliefs and its impact on
how you navigated the conversation?
* If needed, the facilitator will present and review the L.E.A.R.N. cross-cultural
communication model as outlined in the 2018 Cross-cultural communication:

Tools for working with families and children Practice Point ! :

= "Listen: Assess each patient’s understanding of their health condition, its
causes and potential treatments. Elicit expectations for the encounter and
bring an attitude of curiosity and humility to promote trust and

understanding.
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= Explain: Convey your won perceptions of the health condition, keeping in
mind that patients may understand health or illness differently, based on
culture or ethnic background.

= Acknowledge: Be respectful when discussing the differences between their
views and your own. Point out areas of agreement as well as difference,
and try to determine whether disparate belief systems may lead to a
therapeutic dilemma.

= Recommend: Develop and propose a treatment plan to the patient and their
family.

= Negotiate: Reach an agreement on the treatment plan in partnership with
the patient and family, incorporating culturally relevant approaches that fit
with the patient’s perceptions of health and healing.”

e Summary phase
*= We encourage the facilitator to perform a learner guided summary. The facilitator will
ask each participant to share one takeaway from this part of the experience.

Time

- Length of scenario: 8min.

- Length of debriefing: 15min.
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Appendix C: Demographic Characteristics

1. What is your age?

English Version

2. What is your current gender identity? (Select all that apply.)

R

Female

Male

Male-to-Female (MTF)/Transgender Female/Trans Woman
Female-to-Male (FTM)/Transgender Male/Trans Man
Non-Binary

Different identity (please state):

Prefer not to answer

3. Which one or more of the following would you say is your race/ethnicity? (Select all that

apply.)

a. First Nation, Inuit, or Metis

b. Asian

c. Black or African American

d. Hispanic, Latino, or Spanish Origin
e. White

f. Different identity (please state):

g. Prefer not to answer

4. In what country were you born?

5. Do you speak any languages other than French or English?

a.

Yes, please list languages spoken:

b. No

6. In which residency program are you currently enrolled?

7. Which of the following describes the school where you obtained your medical degree?

a.

I graduated from a medical school located in Canada or in the U.S.

b. I graduated from a medical school located outside Canada or the U.S.

8. Year of graduation from Medical School
9. Year of graduation from Residency (projected)
10. What year of specialty training are you in?
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French Version

11. Quel age avez-vous ?

12. A quelle identité de genre vous identifiez-vous?
Femme
Homme
Homme vers Femme (HvF)/Femme trans
Femme vers Homme (FvH)/Homme trans
Non-binaire

. Identité de genre différente (SVP précisez):
Préfére ne pas répondre

Bgr-FToE

13. Laquelle ou lesquelles des caractéristiques suivante(s) décri(ven)t le mieux votre
race/ethnicité ? (Sélectionnez tous les choix qui s'appliquent)
Premiéres Nations, Inuits, ou Métis du Canada
Noir ou afro-américain
Hispanic, Latino-Américain, ou descendance espagnole
Blanc
Race/ethnicité autre (SVP précisez):
. Préfére ne pas répondre

BE—RrT B

14. Dans quel pays €tes-vous né(e) ?

15. Parlez-vous une autre langue que le frangais ou I’anglais ?
a. Sioui, énumérez toutes les langues parlées:
b. Non

16. Quel est votre programme de résidence actuel ?

17. Laquelle des affirmations suivantes décrit le mieux ou vous avez obtenu votre diplome de
médecine?
c. Jai gradué d’une école de médecine au Canada ou aux Etats-Unis
d. Jai gradué d’une école de médecine a 1’extérieur du Canada ou des Etats-Unis

18. Année de graduation de I’école de médecine
19. Année de graduation de la résidence (prévue)
20. Quelle est votre année de spécialité ?
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Appendix D: Adapted CCCS — Pre-intervention questionnaire

English Version

Adapted Version of the Cross-Cultural Care Survey — Pre-intervention questionnaire
Originally developed by the Massachusetts General Hospital, Institute for Health Policy, Joseph
R. Betancourt, M.D., M.P.H. Joel S. Weissman, Ph.D.

INTRODUCTION

Although medical education agencies recognize the need for formal training in providing
cross-cultural care, little time is allotted to the development and assessment of these aptitudes
during residency training. Most of the learning is done through unstructured role modeling and
resident physicians graduate with low self-reported cross-cultural care competency. We have
developed a simulation-based educational session to teach and assess cross-cultural
communication skills in residency training. We are interested in understanding your self-

perceived proficiency in delivering cross-cultural care prior to the training session.

Your participation in this study is voluntary. If you come to a question you would rather

not answer, feel free to skip it and go on to the next question.

For the purposes of this questionnaire, we define culturally diverse patients as patients
who are members of a culture different from your own.

SECTION A: TRAINING

1. Besides what you learned in medical school, how much additional instruction during your
residency has been devoted to teaching you the cross-cultural aspects of...

None Verylittle Some A lot

Determining how a patient (or pediatric
patient’s family) wants to be addressed and D D D D

interacted with?
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Taking a social history?

Assessing the patient’s (or pediatric
patient’s family’s) understanding of the
cause of his or her illness?

Identifying whether a patient (or pediatric
patient’s family) is mistrustful of the health
care system or the physician?

Negotiating with the patient (or pediatric
patient’s family) about key aspects of the
treatment plan?

Identifying how well a patient (or pediatric
patient’s family) can read or write French or
English?

Identifying religious beliefs that might
affect clinical care?

Identifying cultural (non-religious) customs
that might affect clinical care?

Identifying how a patient (or pediatric
patient’s family) makes decisions with other
family members?

Delivering services effectively through a
medical interpreter?

N I O O e e O I O B O
N I O O e O e O e O 6 O B A B
N I O N O O O N B B
N I N N O e N e T O 6 O O B B

2. During your residency, how often have you been formally evaluated with respect to
doctor-patient communication?

a. Often ) 2a. In the evaluations you received, how much attention
b. Sometimes . o :

c was paid to your ability to handle cross-cultural issues?
d

Rarely
. Never a. None
b. Very little
If never, go to question 3 c. Some
d. Alot

3. Please rate each of the following experiences during residency for their usefulness to you
in treating culturally diverse populations.

Notatall Somewhat Useful Very Did not have
useful useful useful during residency

Lectures and seminars D D D D D
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Case-based discussions

community-based
settings

On-the-job training in

hospital settings

On-the-job training in

)

1] O
1] OO
1] O
1] O

The diversity of your
colleagues

]

[ ] [ il

. At any time during your residency, have you had a role model or mentor you thought was
good at providing cross-cultural care?

la. Yes _

b. No

If no, go to Question 5

4a. How many different role models or mentors of yours
were good at providing cross-cultural care?

. How prepared do you feel to care for patients (or pediatric patients’ families)...

Very
unprepared  unprepared  prepared  prepared  prepared

Somewhat  Somewhat Well Very

From cultures
different from your
own?

[]

L] L] ] ]

With health beliefs or
practices at odds with
Western medicine?

With a distrust of the
Canadian health care
system?

With limited French
and/or English
proficiency?

Who are new
immigrants?

Whose religious
beliefs affect
treatment?

Who use alternative
or complementary
medicines?

Who are members of
racial and ethnic
minorities?

N e I O Y A O O A B O

N e I O Y A O O A A O
T e I A O O A N O
N T e I O Y A A O A A O
N e I O Y A O O A B O
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With substance abuse
problems? D D D D

[]

Who are victims of
domestic violence? D D D D

[]

SECTION B: CROSS-CULTURAL EXPERIENCES

1. During your residency, about what percentage of your patients were from racial and
ethnic minorities, including Black/African American, Hispanic/Latino, Asian/Pacific
Islander, Native American/Alaskan Native? %

2. During your residency, about what percentage of your patients had limited French and/or
English proficiency? %

3. During your residency, about what percentage of your patients were from a culture
different from your own? %

4. During your residency experience, how often have cross-cultural issues, including
language barriers, resulted in...

Never Rarely  Sometimes Often

Patient visits that went on longer than
average? D D D D

Unnecessary patient visits?

Unnecessary hospitalization?

Increased length of hospital stay?

Unnecessary ordering of diagnostic tests?

Missed or incorrect diagnoses?

Delays in obtaining informed consent?

Errors in prescribing medications?

e O 0 e e
L e O e e e
e O 0 e e
L e O e e e

Patient non-compliance?

A lower-quality of care?

[]
[]
[]
[]

5. How much of a problem is each of the following when you are delivering cross-cultural
care?
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No problem  Small Moderate Big
problem  problem  problem

Lack of practical experience in caring
for diverse patient populations D D D D

Lack of time to adequately address
cultural issues

Inadequate cross-cultural training
during residency

Poor access to medical interpreters
when they are needed

Poor access to written materials in
other languages, including health
education pamphlets, consent forms,
etc.

O
L e
O
L e

Absence of good role models or
mentors for cross- cultural care among
the faculty

[]

Dismissive attitudes about cross-
cultural care among attending
physicians

[]
[]
[]
[]

Dismissive attitudes about cross- D D
cultural care among your fellow
residents

6. In the last year, how often have you felt helpless about what to do when providing care
involving patients of a culture different from your own?

a. Never

b. Rarely

c. Sometimes
d. Often

Earlier in this survey you rated the amount of training you received in cross-cultural care. Now
we would like you to rate your skill level.

7. Please rate how skillful you are at each of the following as you deliver cross-cultural

care.
Not at all Very
skillful skillful
1 2 3 4 5
Determining how a patient (or pediatric
patient’s family) wants to be addressed and D D D D D
interacted with
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Taking a social history

Assessing the patient’s (or pediatric
patient’s family’s) understanding of the
cause of his or her illness

Identifying whether a patient (or pediatric
patient’s family) is mistrustful of the health
care system or the physician

Negotiating with the patient (or pediatric
patient’s family) about key aspects of the
treatment plan

Identifying how well a patient (or pediatric
patient’s family) can read or write English

Identifying religious beliefs that might
affect clinical care

Identifying cultural (non-religious) customs
that might affect clinical care

Identifying how a patient (or pediatric
patient’s family) makes decisions with other
family members

N O O e O B A A O

Working effectively through a medical
interpreter

[]

I I A N A N e O O e O B

N N I N I A O e O e O e O B B
I I O N A N A N e T e O B B B

N N I N I A O e O e O e O B B

SECTION C: RESOURCES

. During your residency, how often were you in situations where there was a language

barrier between you and the patient?

a. Never

b. Rarely

c. Sometimes
d. Often

. In these situations when there was a language barrier, how often did you use the

following to interpret for you in clinical settings?

Never

Rarely

Sometimes

Often

A professional medical interpreter in-person D

]

[]

]

A professional interpreter by telephone

Other hospital employees and medical staff,
including physicians

Adult friends or adult members of a
patient’s family

L0

LT

L0

LT
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Children under the age of 12 from the D D
patient’s family

[]

]

3. On which of the following interpreter topics did you receive instruction during your

1.

residency?

A patient’s legal right to have a professional medical interpreter

A patient’s legal right to have a professional medical interpreter

The procedure for obtaining a medical interpreter at your hospital

Potential dangers of using untrained interpreters, including family
members

How to maintain eye contact with the patient when using an
interpreter

How to respond when you sense that the interpreter has
misinterpreted the content of your (or the patient’s) remarks

How to use repeat-back techniques to verify patient’s (or pediatric
patient’s family’s) understanding of your diagnosis and
instructions

OO0 0o0OogE

OO O OO/ |d)E

SECTION D: YOUR SPECIALTY

How important do you feel it is for physicians in your specialty to consider the patient’s

culture when providing care?
Not at all important
Not very important
Moderately important
Very important

aoc oe
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French Version

Version adaptée du Cross-Cultural Care Survey — Questionnaire pré-intervention
Développé originellement par le Massachusetts General Hospital, Institute for Health Policy,
Joseph R. Betancourt, M.D., M.P.H. Joel S. Weissman, Ph.D.

Bien que le besoin d'une formation formelle pour la prestation de soins interculturels soit
reconnu, peu de temps est alloué au développement et a I'évaluation de ces aptitudes dans les
programmes de résidence et les médecins résidents graduent avec un faible niveau de
compétence dans ce domaine. Nous avons développé un curriculum de simulation médicale pour
enseigner la communication interculturelle aux résidents de pédiatrie. Nous sommes intéressés a
comprendre votre niveau de confort et de compétence percu lors de la prestation de soins

interculturels.

Votre participation a cette étude est volontaire. Si vous entrevoyez une question a

laquelle vous préférez ne pas répondre, sentez-vous a ’aise de passer a la question suivante.

Dans le cadre de ce questionnaire, nous définissons les patients culturellement divers

comme des patients qui sont membres d’une culture différente de la votre.

SECTION A : FORMATION

1. En plus de ce que vous avez appris a I'école de médecine, pendant votre résidence,
combien de séances éducatives supplémentaires ont été consacrées a vous enseigner les
aspects interculturels en lien avec :

Aucune Tréspeu Unpeu Beaucoup
Déterminer comment un patient (ou sa O O O O
famille) veut étre abordé ?
Faire une histoire sociale ? O 0 0 0
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Evaluer la compréhension du patient (ou
de sa famille) de la cause de sa maladie ?

Identifier si le patient (ou sa famille) est
méfiant du systéme de santé ou du
médecin traitant ?

Négocier des éléments importants du plan
de traitement avec le patient (ou avec sa
famille) ?

Identifier le niveau de confort du patient
(ou de sa famille) en lecture et écriture du
francais ou de I’anglais ?

Identifier les croyances religieuses qui
peuvent affecter les soins au patient ?

Identifier les coutumes (non-religieuses)
qui peuvent affecter les soins au patient ?

Identifier comment un patient (ou sa
famille) prend des décisions avec d’autres
membres de sa famille ?

Prodiguer des services de fagon efficace en

ayant recourt a un interpréte médical ?

Au cours de votre résidence, a quelle fréquence votre communication patient-médecin a-
t-elle été évaluée de fagon formelle ?

a. dSouvent

b. Quelques fois
c. Rarement
d

2a. Dans les évaluations que vous avez recues, quel degré
d’attention a été accordé a votre capacité de gérer des
probleémes de nature interculturelle ?

Jamais
e. Aucune
o ‘ 'l on 3 f. Trés peu
1jamais, passez a la Question g. Unpeu

Veuillez évaluer I’utilité¢ des expériences suivantes ayant eu lieu lors de votre résidence
our vous aider a traiter des populations culturellement diverses.

Pas du Quelque Utile Tres utile  N’a pas eu lieu
tout utile  peu utile lors de la
résidence

Cours didactiques et 0 0 O 0 0
séminaires
Discussions de cas 0 0 O 0 0
Apprentissage sur le O O O O 0
terrain dans des milieux
communautaires
Apprentissage sur le O O O O 0
terrain dans des milieux
hospitaliers
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La diversité de vos
collegues

4. Au cours de votre résidence, avez-vous eu un modele de réle ou mentor que vous
considériez bon a prodiguer des soins interculturels ?

5.

la. Oul _

b. Non

Si non, passez a la Question 5

4a. Combien de modeéles de réle ou de mentors étaient
bons lors de la prestation de soins interculturels ?

Dans quelle mesure vous sentez-vous prét(e) a prendre soins de patients (ou des familles

de patients pédiatriques)...

violence domestique ?

Trés mal Mal Quelque Bien Trés bien
préparé(e) préparé(e) peu préparé(e)  préparé(e)
préparé(e)
De cultures différentes 0 0 0 0 0
de la vétre ?
Avec des croyances ou U U U U [J
des pratiques en
maticre de santé en
contradiction avec la
médecine occidentale ?
Avec une méfiance a 0 O O 0 0
I’égard du systeme de
santé canadien ?
Avec une maitrise O O O 0 0
limitée du frangais
et/ou de I’anglais ?
Qui sont des nouveaux 0 0 0 0 0
immigrants ?
Dont les croyances 0 0 0 0 0
religieuses affectent le
traitement ?
Qui utilisent la 0 0 0 0 0
médecine alternative ?
Qui sont des membres 0 0 0 0 0
de minorités raciales ou
ethniques ?
Qui ont des problémes 0 0 0 0 0
d’abus de substances ?
Qui sont victimes de 0 0 0 0 0

SECTION B: EXPERIENCES INTERCULTURELLES

8. Au cours de votre résidence, quel pourcentage approximatif de vos patients appartenaient
a des minorités raciales et ethniques, incluant : noir/afro-américain, hispanique/latino-
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américain, asiatique/iles du Pacifique, Premiéres Nations/Inuits/Métis du Canada ?

%

9. Au cours de votre résidence, quel pourcentage approximatif de vos patients avaient un

maitrise limitée du francais et/ou de I’anglais ?

%

10. Au cours de votre résidence, quel pourcentage de vos patients étaient d’une culture

différente de la votre ? %

11. Au cours de votre résidence, a quelle fréquence des problémes de nature interculturelle,

incluant des barri¢res de langue, ont causé...

Jamais Rarement Parfois Souvent
Des visites de patients qui ont duré plus 0 0 0 0
longtemps que la moyenne ?
Des visites de patients non nécessaires ? 0 [ 0 [
Des hospitalisations non nécessaires ? 0 0 0 0
Une prolongation de la durée de 0 0 0 0
’hospitalisation ?
Des tests diagnostiques non nécessaires ? 0 [ 0 [
Des diagnostics manqués ou erronés ? 0 0 0 0
Des délais dans 1’obtention d’un 0 0 0 0
consentement éclairé ?
Des erreurs de prescriptions ? 0 [ O 0
Une non-adhérence ? 0 [ 0 0
Une moins bonne qualité des soins ? 0 0 0 0

12. Dans quelle mesure chacun des éléments suivants constitue-t-il un probléme lorsque vous

rodiguez des soins interculturels ?

Aucun  Probléme  Probléme  Probléme

probléme 1éger modéré important
Manque d’expérience pratique dans la O O O 0
prise en charge de patients
culturellement divers
Manque de temps pour adresser U U U (]
adéquatement les problématiques
culturelles
Formation interculturelle inadéquate O O O O
lors de la résidence
Acces limité aux interprétes médicaux O O O O
quand ils sont nécessaires
Acces limité a des documents écrits O O 0 0
dans d’autres langues, y compris des
brochures éducatives, formulaires de
consentement, etc.
Absence de bons modeles de rdle ou O O 0 0
mentors pour des soins interculturels
parmi le corps professoral
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Attitudes dénigrantes a 1’égard des O O O O
soins interculturels chez les médecins
traitants

Attitudes dénigrantes a 1’égard des O O O O
soins interculturels chez vos collégues
résidents

13. Au cours de la derniere année, a quelle fréquence vous €tes-vous senti(e) impuissant(e)

quant a ce qu’il fallait faire lorsque vous prodiguiez des soins a des patients d’une culture
différente de la votre ?

a. Jamais

b. Rarement
c. Parfois
d. Souvent

Plus tot dans ce questionnaire, vous avez évalué la quantité de formation que vous avez regue en
lien avec les soins interculturels. Maintenant, nous aimerions que vous évaluiez votre niveau de
confort.

14. Veuillez évaluer votre niveau de confort dans chacun des domaines suivants lorsque vous

prodiguez des soins interculturels.

Pas du tout Tres
confortable confortable

1 2 3 4 5
Déterminer comment un patient (ou sa O O O O O
famille) veut étre abordé
Faire une histoire sociale 0 0 0 M [
Evaluer la compréhension du patient (ou de 0 0 0 0 0
sa famille) de la cause de sa maladie
Identifier si le patient (ou sa famille) est 0 0 0 0 0
méfiant du systéme de santé ou du médecin
traitant
Négocier des ¢léments importants du plan 0 0 0 0 0
de traitement avec le patient (ou avec sa
famille)
Identifier le niveau de confort du patient (ou 0 o O O 0
de sa famille) en lecture et écriture du
francais ou de ’anglais
Identifier les croyances religieuses qui 0 0 0 M 0
peuvent affecter les soins au patient
Identifier les coutumes (non-religieuses) qui 0 0 0 M 0
peuvent affecter les soins au patient
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Identifier comment un patient (ou sa O O O O O
famille) prend des décisions avec d’autres
membres de sa famille

Prodiguer des services de facon efficace en 0 0 0 M 0
ayant recourt a un interpréte médical

SECTION C: RESSOURCES

1. Au cours de votre résidence, a quelle fréquence vous étes-vous retrouvé(e) dans des
situations ou il y avait une barri¢re de langue entre vous et le patient ?

a. Jamais

b. Rarement
c. Parfois
d. Souvent

2. Dans ce genre de situations ou il y avait une barriére de langue, a quelle fréquence avez-
vous utilisé les ressources suivantes pour I’interprétation dans des milieux cliniques ?

Jamais Rarement Parfois Souvent
II)J; Slcr)lrtlirgrete médical professionnel en D D D D
Un interprete professionnel par téléphone D D D D
P équipe médieale,incluant desmédecins L) 1 0 [
famille du patent d'igeadue O [0 [
Ef)si rf;lfiinfsz (ien la famille du patient agés de D D D D

3. Sur lesquels des sujets suivants en lien avec I’utilisation d’interpréte avez-vous regu une
formation pendant votre résidence ?

Non

Le droit 1égal d’un patient d’avoir un interprete professionnel

La procédure a suivre pour avoir acces a un interpréte médical
dans votre hopital

Les dangers potentiels liés a I’utilisation d’interprétes non
professionnels, incluant les membres de la famille

Comment maintenir le contact visuel avec un patient lorsque vous
avez recours a un interprete

Comment réagir lorsque vous sentez que I’interpréte a mal
interprété le contenu de vos remarques (ou celles du patient)

O g
L |
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Comment utiliser les techniques de répétition pour vérifier la D D
compréhension du patient (ou de sa famille) du diagnostic ou de
vos instructions

SECTION D : VOTRE SPECIALITE

Dans quelle mesure pensez-vous qu’il est important que les médecins de votre spécialité
tiennent compte de la culture du patient lorsqu’ils prodiguent des soins ?

Pas du tout important

Pas treés important

Modérément important

Tres important

aoc o
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Appendix E: Adapted Retrospective CCCS — Immediate post-intervention questionnaire

English Version

Adapted Retrospective Cross-Cultural Care Survey — Immediate post-intervention
questionnaire
To be completed immediately after the simulation-based curriculum

Now that you have completed the cross-cultural communication simulation-based
training, we are interested in understanding your self-perceived proficiency in delivering cross-

cultural care when compared to before the simulation-based curriculum.

Your participation in this study is voluntary. If you come to a question you would rather not
answer, feel free to skip it and go on to the next question.
1. Compared to before participating in the cross-cultural communication simulation-based

curriculum, how much more prepared do you feel to care for patients (or pediatric
patients’ families)...

Much less Somewhat Somewhat More A lot more

prepared less more prepared  prepared
prepared prepared
From cultures 0 0 O 0 0
different from your
own?
With health beliefs or 0 0 O O 0

practices at odds with
Western medicine?

With a distrust of the H 0 H 0 O
Canadian health care
system?

With limited French 0 0 0 0 0
and/or English
proficiency?

Who are new O 0 0 0 0
immigrants?

Whose religious 0 0 0 0 0
beliefs affect
treatment?
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Who use alternative O O 0 [ O
or complementary
medicines?

Who are members of O O 0 [ O
racial and ethnic
minorities?

With substance abuse O O 0 0 O
problems?

Who are victims of H 0 H 0 O
domestic violence?

2. Compared to before participating in the cross-cultural communication simulation-based
curriculum, please rate how much more skillful you are at each of the following as you
deliver cross-cultural care.

Not at all A lot
more more
skillful skillful
1 2 3 4 5
Determining how a patient (or pediatric O O O O O
patient’s family) wants to be addressed and
interacted with
Taking a social history 0 0 O 0 O
Assessing the patient’s (or pediatric 0 0 0 0 O

patient’s family’s) understanding of the
cause of his or her illness

Identifying whether a patient (or pediatric O O O O O
patient’s family) is mistrustful of the health
care system or the physician

Negotiating with the patient (or pediatric O O O O O
patient’s family) about key aspects of the
treatment plan

Identifying how well a patient (or pediatric O O O O O
patient’s family) can read or write English

Identifying religious beliefs that might O O O 0 0
affect clinical care

Identifying cultural (non-religious) customs 0 0 0 0 0
that might affect clinical care

Identifying how a patient (or pediatric O O O O O

patient’s family) makes decisions with other
family members

Working effectively through a medical O O O O 0
interpreter
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French Version

Cross-Cultural Care Survey Rétrospectif — Questionnaire post-intervention immédiat
A compléter immédiatement aprés le curriculum de simulation médicale

Maintenant que vous avez complété le programme de simulation en communication
interculturelle, nous aimerions mieux comprendre votre niveau de confort quant a la prestation

de soins interculturels.

Votre participation a cette étude est volontaire. Si vous entrevoyez une question a laquelle
vous préférez ne pas répondre, sentez-vous a 1’aise de passer a la question suivante.
1. Comparé¢ a avant votre participation au curriculum de simulation en communication

interculturelle, dans quelle mesure vous sentez-vous prét(e) a prendre soins de patients
(ou des familles de patients pédiatriques)...

Beaucoup Un peu Un peu Plus Beaucoup
moins moins plus préparé(e) plus
préparé(e) préparé(e) préparé(e) préparé(e)
De cultures différentes O 0 0 0 0
de la votre ?
Avec des croyances ou U U U U [J

des pratiques en
maticre de santé en
contradiction avec la
médecine occidentale ?

Avec une méfiance a O H H 0 O
I’égard du systeme de
santé canadien ?

Avec une maitrise O O O 0 O
limitée du frangais
et/ou de I’anglais ?

Qui sont des nouveaux 0 0 0 0 0
immigrants ?
Dont les croyances 0 0 0 0 0

religieuses affectent le
traitement ?

Qui utilisent la 0 0 0 0 0
médecine alternative ?
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Qui sont des membres 0 0 0 0 0
de minorités raciales ou
ethniques ?

Qui ont des problémes 0 0 0 0 0
d’abus de substances ?
Qui sont victimes de 0 0 0 0 0

violence domestique ?

2. Comparé a avant votre participation au curriculum de simulation en communication
interculturelle, veuillez évaluer votre niveau de confort dans chacun des domaines
suivants lorsque vous prodiguez des soins interculturels.

Pas du tout Beaucoup
plus plus
confortable confortable
1 2 3 4 5
Déterminer comment un patient (ou sa O O O O O
famille) veut étre abordé
Faire une histoire sociale 0 0 0 0 0
Evaluer la compréhension du patient (ou 0 0 0 0 0
de sa famille) de la cause de sa maladie
Identifier si le patient (ou sa famille) est 0 0 0 0 0

méfiant du systeme de santé ou du
médecin traitant

Négocier des ¢léments importants du 0 0 0 0 0
plan de traitement avec le patient (ou
avec sa famille)

Identifier le niveau de confort du patient 0 O 0 O 0
(ou de sa famille) en lecture et écriture du
francais ou de ’anglais ?

Identifier les croyances religieuses qui 0 0 0 M 0
peuvent affecter les soins au patient

Identifier les coutumes (non-religieuses) 0 0 0 M 0
qui peuvent affecter les soins au patient

Identifier comment un patient (ou sa O O O O O

famille) prend des décisions avec
d’autres membres de sa famille

Prodiguer des services de facon efficace 0 0 0 M 0
en ayant recourt a un interpréte médical
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Appendix F: Postcard Exercise - Immediate post-intervention questionnaire

English Version

Postcard Exercise — Immediate post-intervention data collection

After completing this cross-cultural communication training, we encourage you to reflect
on a change that you can implement in your clinical practice regarding cross-cultural care

delivery. What change of behavior will you implement?
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French Version

Exercice de la carte postale — Collecte de données immédiate post-intervention

Aprées avoir complété le curriculum de simulation médicale en communication
interculturelle, nous vous encourageons a réfléchir a un changement que vous pouvez mettre en
ceuvre dans votre pratique clinique concernant la prestation de soins interculturels. Quel

changement allez-vous mettre en place dans votre pratique ?
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Appendix G: Participant Feedback

English Version

Participant Feedback
Cross-cultural Communication Simulation-Based Curriculum

1. After completing the cross-cultural communication simulation-based curriculum, how
comfortable are you at defining cultural humility?

a. Very uncomfortable

b. Uncomfortable

c. Neither comfortable nor uncomfortable
d. Comfortable

e. Very comfortable

2. How helpful was the cross-cultural communication simulation-based curriculum at fostering
your cross-cultural communication skills?

a. Very unhelpful

b. Unhelpful

c. Neither helpful nor unhelpful
d. Helpful

e. Very helpful

3. During the cross-cultural communication simulation-based curriculum, how helpful was
the feedback provided by your peers?

a. Very unhelpful

b. Unhelpful

c. Neither helpful nor unhelpful
d. Helpful

e. Very helpful

4. During the cross-cultural communication simulation-based curriculum, how helpful was
the feedback provided by the facilitator?

a. Very unhelpful

b. Unhelpful

c. Neither helpful nor unhelpful
d. Helpful

e. Very helpful

5. How relevant to your daily medical clinical practice were the simulation cases presented
during the cross-cultural communication simulation-based curriculum?
a. Very irrelevant
b. Irrelevant
c. Neither relevant nor irrelevant
d. Relevant
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e. Very relevant
6. Did you complete the pre-SIM cross-cultural educational toolkit?

IE' Ees — 6a. How helpful was the pre-SIM cross-cultural educational
-0 toolkit at fostering your cross-cultural communication skills?
a. Very unhelpful
b. Unhelpful
c. Neither helpful nor unhelpful
. d. Helpful
If no, go to Question 7 e. Very helpful

7. What did you like about the session?

8. What did you not like about the session?

9. Do you have any suggestions to improve this cross-cultural communication simulation-
based curriculum?
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French Version

Questionnaire de Satisfaction
Curriculum de simulation médicale en communication interculturelle

Aprées avoir complété le programme de simulation médicale en communication
interculturelle, quel est votre niveau de confort avec la définition de I’humilité
culturelle ?

a. Trés inconfortable

b. Inconfortable

c. Ni confortable ni inconfortable
d. Confortable

e.

Tres confortable

Dans quelle mesure le programme de simulation médicale en communication
interculturelle vous a-t-il aidé a développer vos compétences en communication
interculturelle ?

a. Trés inutile

b. Inutile

c. Ni utile ni inutile
d. Utile

e.

Tres utile

Lors de votre participation au curriculum de simulation médicale en communication
interculturelle, comment décriez-vous I’impact de la rétroaction par vos collégues ?

a. Tres nuisible

b. Nuisible

c. Ni bénéfique ni nuisible
d. Bénéfique

e. Tres bénéfique

Lors de votre participation au curriculum de simulation médicale en communication
interculturelle, comment décriez-vous 1’impact de la rétroaction par le facilitateur
(enseignant) ?

a. Tres nuisible

b. Nuisible

c. Ni bénéfique ni nuisible
d. Bénéfique

e. Tres bénéfique

Comment décriez-vous la pertinence des scénarios de simulation présentés par rapport a
votre pratique médicale clinique quotidienne ?

a. Tres impertinent

b. Impertinent

c. Ni pertinent ni impertinent
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d. Pertinent
e. Tres pertinent

6. Avez-vous visionné la vidéo préparatoire avant de participer a la simulation ?

fa. Oui

X 6a. Dans quelle mesure la vidéo préparatoire vous a-t-elle aidé
. Non

a développer vos compétences en communication
interculturelle ?

a. Trés inutile

b. Inutile

c. Ni utile ni inutile
d. Utile

e.

Tres utile

Si non, allez a la question 7

7. Qu’avez-vous apprécié lors de cette session ?

8. Que n’avez-vous pas apprécié lors de cette session ?

9. Quelle(s) suggestion(s) avez-vous pour améliorer ce curriculum de simulation médicale en
communication interculturelle ?
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Appendix H: Adapted Retrospective CCCS — 3month follow-up questionnaire

English Version

Adapted Retrospective Cross-Cultural Care Survey — 3month follow-up questionnaire
To be completed 3 months after the simulation-based curriculum

You have completed the cross-cultural communication simulation-based training 3 months
ago, and we are interested in understanding your self-perceived proficiency in delivering cross-

cultural care when compared to before the simulation-based curriculum.

Your participation in this study is voluntary. If you come to a question you would rather

not answer, feel free to skip it and go on to the next question.

For the purposes of this questionnaire, we define culturally diverse patients as patients who

are members of a culture different from your own.

1. How prepared do you feel to care for patients (or pediatric patients’ families)...

Very Somewhat  Somewhat Well Very

unprepared  unprepared  prepared  prepared  prepared
From cultures 0 0 0 0 0
different from your
own?
With health beliefs or 0 0 0 0 0
practices at odds with
Western medicine?
With a distrust of the 0 0 0 0 0
Canadian health care
system?
With limited French 0 0 0 0 0
and/or English
proficiency?
Who are new 0 0 0 0 0
immigrants?
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Whose religious 0 0 0 0 0

beliefs affect
treatment?

Who use alternative O O 0 [ O
or complementary
medicines?

Who are members of O O 0 [ O
racial and ethnic
minorities?

With substance abuse O O 0 0 O
problems?

Who are victims of H 0 H 0 O
domestic violence?

2. Please rate how skillful you are at each of the following as you deliver cross-cultural

carc.
Not at all Very
skillful skillful

1 2 3 4 5
Determining how a patient (or pediatric O O O O O
patient’s family) wants to be addressed and
interacted with
Taking a social history O O O O O
Assessing the patient’s (or pediatric 0 0 0 0 O

patient’s family’s) understanding of the
cause of his or her illness

Identifying whether a patient (or pediatric O O O O O
patient’s family) is mistrustful of the health
care system or the physician

Negotiating with the patient (or pediatric O O O O O
patient’s family) about key aspects of the
treatment plan

Identifying how well a patient (or pediatric O O O O O
patient’s family) can read or write English

Identifying religious beliefs that might O O O 0 0
affect clinical care

Identifying cultural (non-religious) customs 0 0 0 0 0
that might affect clinical care

Identifying how a patient (or pediatric O O O O O

patient’s family) makes decisions with other
family members

Working effectively through a medical O O O O 0
interpreter
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French Version

Cross-Cultural Care Survey Adapté Rétrospectif — Questionnaire suivi 3 mois
A compléter trois mois aprés la participation au curriculum de simulation médicale

Vous avez complété le programme de simulation en communication interculturelle il y a
désormais trois mois. Nous aimerions mieux comprendre quel est désormais votre niveau de

confort quant a la prestation de soins interculturels.

Votre participation a cette étude est volontaire. Si vous entrevoyez une question a laquelle
vous préférez ne pas répondre, sentez-vous a 1’aise de passer a la question suivante.
1. Comparé¢ a avant votre participation au curriculum de simulation en communication

interculturelle, dans quelle mesure vous sentez-vous prét(e) a prendre soins de patients
(ou des familles de patients pédiatriques)...

Beaucoup Un peu Un peu Plus Beaucoup
moins moins plus préparé(e) plus
préparé(e) préparé(e) préparé(e) préparé(e)
De cultures différentes O 0 0 0 0
de la votre ?
Avec des croyances ou U U U U [J

des pratiques en
maticre de santé en
contradiction avec la
médecine occidentale ?

Avec une méfiance a O H H 0 O
I’égard du systeme de
santé canadien ?

Avec une maitrise O O O 0 O
limitée du frangais
et/ou de I’anglais ?

Qui sont des nouveaux 0 0 0 0 0
immigrants ?
Dont les croyances 0 0 0 0 0

religieuses affectent le
traitement ?
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Qui utilisent la 0 0 0 0 0
médecine alternative ?

Qui sont des membres 0 0 0 0 0
de minorités raciales ou
ethniques ?

Qui ont des problémes 0 0 0 0 0
d’abus de substances ?
Qui sont victimes de 0 0 0 0 0

violence domestique ?

2. Comparé¢ a avant votre participation au curriculum de simulation en communication
interculturelle, veuillez évaluer votre niveau de confort dans chacun des domaines
suivants lorsque vous prodiguez des soins interculturels.

Pas du tout Beaucoup
plus plus
confortable confortable
1 2 3 4 5
Déterminer comment un patient (ou sa O O O O O
famille) veut étre abordé
Faire une histoire sociale 0 0 0 0 0
Evaluer la compréhension du patient (ou 0 0 0 0 0
de sa famille) de la cause de sa maladie
Identifier si le patient (ou sa famille) est 0 0 0 0 0

méfiant du systeme de santé ou du
médecin traitant

Négocier des ¢léments importants du 0 0 0 0 0
plan de traitement avec le patient (ou
avec sa famille)

Identifier le niveau de confort du patient 0 O 0 O 0
(ou de sa famille) en lecture et écriture du
francais ou de ’anglais ?

Identifier les croyances religieuses qui 0 0 0 M 0
peuvent affecter les soins au patient

Identifier les coutumes (non-religieuses) 0 0 0 M 0
qui peuvent affecter les soins au patient

Identifier comment un patient (ou sa O O O O O

famille) prend des décisions avec
d’autres membres de sa famille

Prodiguer des services de facon efficace 0 0 0 M 0
en ayant recourt a un interpréte médical
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Appendix I: Postcard Exercise — 3month follow-up questionnaire

English Version

Postcard Exercise — 3month follow-up data collection

1. It has now been 3 months since you completed the cross-cultural communication
simulation-based curriculum. Did you implement the change in behavior regarding cross-
cultural care delivery in your clinical practice you had committed to after completing the

training?
a. Yes
a. No

2. Ifyou answered yes to the above question, how did you implement this change?

a. What were the enablers to implementing this change?

b. What were the barriers to implementing this change?

3. If you answered no to the above question, why did you not implement this change?
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French Version

Exercice de la carte postale — Suivi collecte de données a 3mois

1. Cela fait maintenant 3 mois que vous avez complété le curriculum de simulation médicale
en communication interculturelle. Avez-vous mis en ceuvre le changement concernant la
prestation de soins interculturels dans votre pratique clinique auquel vous vous étiez engagé

au terme de la formation ?

b. Oui
b. Non

2. Si vous avez répondu oui a la question précédente, comment avez-vous mis en ceuvre ce
changement ?

a. Quel(s) a/ont été le(s) catalyseur(s) de la mise en ceuvre de ce changement ?

b. Quel(s) a/ont été le(s) barriere(s) de la mise en ceuvre de ce changement ?

3. Sivous avez répondu non a la question précédente, pourquoi n’avez-vous pas mis en ceuvre
ce changement ?
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