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Minorities in the United States—in particular, African-
Americans—suffer the highest incidence of and mortality 
rates from cancer. 

Even after adjusting for age, sex, median income, stage 
of illness, and insurance status (ability to pay), studies 
show that minorities experience health disparities. 

As minority populations continue to grow, health 
disparities will become even more costly, both socially 
and financially, and cultural differences will become more 
prominent.

A number of strategies, detailed here, can facilitate and 
improve cross-cultural care. 
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H 
ealth disparities occur when 
one group of people has a 
higher incidence or mortal-
ity rate than another, or when 
survival rates are lower for one 
group than another.1 Accord-

ing to the National Institutes of Health, compared 
to whites, minorities “bear a disproportionate bur-
den of disease, injury, premature death, and disabil-
ity” in the US.2 When it comes to cancer, the dif-
ferences are stark.

The inequality of cancer care 
African-Americans suffer the highest incidence 

and mortality rates from cancer of all racial/ethnic 
groups.3 
■ For prostate, lung/bronchus, colon/rectal, and 
stomach cancers in 2001, the age-adjusted inci-
dence for black males was higher than for non-His-
panic white males.4 

■ African-American prostate cancer patients are 
more than twice as likely to die and more likely to 
be diagnosed at an advanced stage than their white 
counterparts.5 
■ Although white females have a higher incidence 
rate of breast cancer than African-American females, 
the latter have a higher breast cancer mortality rate.3 

Among Hispanics:
■ Overall, data show that Hispanics have lower 
incidence and mortality rates for cancer than Afri-
can-Americans and whites.3

■ Hispanic females experience the highest inci-
dence rates for cervical cancer.3 

■ Hispanic females experience the second highest 
mortality rate from cervical cancer behind African-
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American women.3

■ In 2001, the incidence rate of stomach cancer among 
Hispanic males and females was 63% and 150% higher 
than white males and females, respectively.6

Among other minorities:
■ Asians/Pacific Islanders have the lowest overall 
cancer death rate among all racial/ethnic groups, but 
they have the highest incidence rate for liver cancer. 
■ Compared to rates in whites, liver cancer rates are 
6–13 times higher for Vietnamese-Americans, Kore-
an-Americans, and Chinese-Americans.11
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It’s important to note that health 
disparities among minorities persist 
even after controlling for socioeco-
nomic factors, including the ability 
to pay. For example, adjusting for age, 
sex, median income in the zip code 
of residence, and stage of illness, Af-
rican-American Medicare patients 
with early-stage lung cancer had low-
er surgery and 5-year survival rates 
than white patients.12

Cultural competence 
can help

There is some evidence that cultur-
ally competent care and cross-cultural 
education can help reduce health dis-
parities among minorities. Although 
links between language barriers and 
patient compliance rates have not 
been clearly established,13 research 
has shown that language concordance 
may lead to better understanding of 
diagnosis and prescribed medications 
among emergency room patients.14 

There are misconceptions about 
the causes and symptoms of cancer 
among certain ethnic groups. For ex-
ample, Hispanics are more likely than 
whites to think that sugar substitutes, 

The American population is be-
coming increasingly more diverse. 
Between 1990 and 2000, the Af-
rican-American,7 Asian,8 and His-
panic9 populations each became a 
larger proportion of the US popula-
tion. Between 2000 and 2020, the 
Census Bureau projects:
■ African-Americans will increase 

from 12.7% to 13.5% of the 
population

■ Asians will increase from 3.8% 
to 5.4%

■ Hispanics will increase from 
12.6% to 17.8%10

■ Non-Hispanic whites (“whites”) 
will decrease from 69.4% of the 
population in 2000 to 61.3% by 
2020.10

The growth of minorities bruises from being hit, microwave 
ovens, eating pork and spicy foods, 
breast feeding, and antibiotics could 
cause cancer.15 Knowing that these at-
titudes and misconceptions may exist 
and engaging in a dialogue to allow 
patients to explain their beliefs may 
open the door for valuable patient ed-
ucation.

Generally, the quality of patient-
doctor communication significantly 
influences the quality of care. Higher 
quality patient-physician communica-
tion during history-taking and discus-
sion of a management plan can im-
prove patient outcomes.16 So it’s not 
surprising that language barriers be-
tween providers and patients directly 
affect quality of care. Although non-
English–speaking patients do not com-
prehend diagnoses, prescribed medica-
tions, and care instructions as well as 
English-speaking patients,14 research 
has linked the use of trained interpret-
ers to higher quality patient-physician 
communication.17 Language discor-
dance between patient and provider is 
linked to lower patient satisfaction.18

But cultural barriers to care go be-
yond language discordance. Beliefs 
and experiences among certain eth-
nic populations influence their in-
teractions with the healthcare sys-
tem. Studies show higher rates of 
missed appointments and lower ad-
herence rates among minorities.13 In 
one study, Hispanics were more likely 
than whites to believe that develop-
ing cancer is a death sentence and that 
there is very little one can do to pre-
vent the development of cancer.15 The 
legacy of the Tuskegee Syphilis Study 
and the general history of segregation 
have caused distrust of the healthcare 
system among African-Americans.19 
Cultural or religious practices can 
interfere with prescribed therapies19 
and contradict bioethical and medical 
practice norms in the United States.20

Governmental intervention
Federal and state governments 

have begun to address cultural com-

petency in healthcare. The Culturally 
and Linguistically Appropriate Ser-
vices  (CLAS) standards require indi-
viduals (including physicians) who re-
ceive Federal financial assistance from 
the Department of Health and Hu-
man Services to offer language inter-
pretation, bilingual staff, and translat-
ed written materials to patients where 
appropriate. The Office of Minority 
Health Web site encourages all indi-
vidual providers to use the standards. 
(For more information, see the Of-
fice of Minority Health Web site at 
www.omhrc.gov/templates/content.
aspx?ID=2806 or call 1-800-444-
6472.)

Recently, New Jersey and Califor-
nia passed legislation regarding cul-
tural competence in healthcare. The 
New Jersey legislation requires each 
student of a medical school in the 
state to complete cultural competen-
cy instruction.21 The law also requires 
each physician licensed in the state 
who did not receive cultural compe-
tency training in medical school to re-
ceive such training as a condition of 
relicensure.21 The California legisla-
tion requires continuing medical ed-
ucation courses with a direct patient 
care component to include curricu-
lum on cultural and linguistic com-
petencies.22 Arizona, Florida, Illinois, 
and New York lawmakers are consid-
ering similar legislation. 

Purchaser intervention
Large employers who purchase in-

surance for their employees have dem-
onstrated significant interest in cultural 
competency as a solution to health dis-
parities. The National Business Group 
on Health (NBGH) is an organization 
of Fortune 500 companies and public 
sector employers that provide coverage 
to more than 50 million US employ-
ees, retirees, and their families. For their 
members only, the NBGH created the 
Employer Toolkit: Reducing Racial and 
Ethnic Health Disparities.23 Among 
other things, this toolkit identifies strat-
egies to design culturally and linguis-
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tically competent health and wellness 
programs at the worksite. It also pro-
vides information on educational pro-
grams about health disparities among 
minority employees.23 

Individual corporations have dem-
onstrated considerable interest in the 
abilities of health plans to address 
health disparities and utilize cultur-
ally competent techniques. For ex-
ample, 33% of employees at Verizon 
Communications are minorities.24 

The company provides healthcare 
coverage to 800,000 employees, re-
tirees, and dependents and is now 
reviewing health plans’ disease man-
agement programs, communication 
materials, collection of racial and eth-
nic membership data, racial and eth-
nic makeup of provider networks, and 
use of cultural competence to address 
healthcare disparities.24

What can clinicians do?
More research is needed to un-

derstand which cross-cultural patient 
education techniques and teaching 
methods are most effective. But there 
are some things clinicians can do now 
to improve communication with cul-
turally diverse patients and to improve 
chances of better diagnoses, adherence 
to treatment regimens, and outcomes. 
These techniques are our best op-
portunity to reduce health disparities 
among minorities: 
Engage the concept of cultural 
competence.

The quest for improved cultur-
al competence is not an admission of 
racism; it is a commendable effort to 
provide the highest quality of care pos-
sible to everyone. In addition to race 
and ethnicity, religion and generation-
al differences also present challenges 
that can be engaged with cross-cul-
tural techniques. For example, as the 
Baby-Boomer generation moves into 
retirement, the entire healthcare in-
dustry will have to respond to a group 
that has very different preferences and 
circumstances than the previous gen-
eration. Clinicians should also note 

that awareness of cultural competence 
is just as important for an African-
American doctor who grew up in sub-
urbia and treats Cuban patients in an 
urban setting as it is for a Caucasian 
doctor who grew up in suburbia and 
treats African-American patients in an 
urban setting. 
Engage tools that provide knowl-
edge about cultural competence 
and cross-cultural care techniques.

There are a variety of tools clini-
cans can utilize to improve patient 
communication and to learn about 
cultural competence and cross-cul-
tural techniques. Professional inter-
preting services are crucial to serving 
patients with limited English profi-
ciency. See the box at right for more 
information. 

Seek out community resources 
that can provide support to perti-
nent patient populations.

In some cases, a patient’s unwill-
ingness to undergo diagnostic proce-
dures or take part in treatment deci-
sions can pose significant obstacles 
to quality care. To mitigate these 
obstacles, physicians should seek 
out prominent social, civic, and reli-
gious organizations in the commu-
nity. Faith-based organizations, local 
chapters of civic/community groups, 
or even a mayor’s office may spon-
sor or support educational groups for 
many topics, especially cancer, or may 
be linked to such groups.

In some cases, non-profit 
organizations focus on support 
and education for cancer victims 
and high-risk populations. The 
RealMenCook Foundation (www.
realmencookfoundation.org/index.
htm) does just that. This organization 
provides free prostate cancer screening 
to minority men in inner-city 
communities in Los Angeles. While 
providing these screenings, it creates 
a relaxed atmosphere by playing 
music, distributing gift bags, and 
offering education about the disease. 
This organization has partnerships 
with faith-based organizations; 

Pocket guides

■ “Cultural Competence in Cancer 
Care: A Health Care Professional’s 
Passport” from the Intercultural Can-
cer Council and Baylor College of 
Medicine.25 
 – Cost: $4.00

– http://iccnetwork.org/news/
Pocket_Guide_Order_Form.pdf

■ What Language Does Your Pa-
tient Hurt In? A Practical Guide 
To Culturally Competent Patient 
Care”26

– Although not focused specifi-
cally on cancer patients, this pub-
lication is a comprehensive pocket 
guide that addresses cross-cultural 
issues from the aspect of race, eth-
nicity, and religious beliefs.

– Cost: $30.00
– www.inter-faceinter.com

Online courses

■ Courses for CME credit
– A Family Physician’s Guide To 

Culturally Competent Care
– Cost: Free
– https://cccm.thinkcultural 

health.org/default.asp
– CME credits: Maximum of 9.0 

category 1 credits toward the AMA 
Physician’s Recognition Award.

■ Quality Interactions
– Cost: Provided free to physi-

cians through certain healthcare or-
ganizations such as Blue Cross and 
Blue Shield of Florida.

– www.qualityinteractions.org
– CME credits: Maximum of 2.0 

category 1 credits toward the AMA 
Physician’s Recognition Award.

Interpreter services

■ Propio Language Services of-
fers over-the-phone interpretation of 
more than 150 languages.

– www.propiospanish.com
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community newspapers; local, state, 
and Federal political offices; and 
various community groups. Although 
a RealMenCook Foundation does not 
exist in every community, there are 
probably opportunities to find support 
through similar local organizations.
Engage the patient’s family, 
when appropriate.

Although the confidentiality of the 
patient-physician relationship is a core 
tenant of the practice of medicine in 
the United States, that principle is not 
as strong in other cultures. One study 
found that compared to European- 
and African-Americans, Mexican- 
and Korean-Americans were less likely 
to believe that a patient should be told 
the diagnosis of metastatic cancer or a 
terminal prognosis or asked to make 
treatment decisions.27 These findings 
suggest that doctors should consid-
er asking their patients whether they 
wish to receive information and make 
medical decisions or they prefer their 
families to be involved in this process. 
However, cultural competence experts 
suggest, and the CLAS standards re-
quire, that patients who have limited 
English proficiency be communicated 
with through a trained interpreter, not 
a family member.
Acquire cultural competence 
through personnel.

Depending on the demograph-
ics of the population served and the 
size of the practice, physicians should 
consider hiring administrative per-
sonnel who are of, or have been im-
mersed in, pertinent cultures and eth-
nicities. In addition to providing core 
administrative services, these employ-
ees could also help create a more wel-
coming environment, one that is more 
accessible to a particular population.
Coordinate with traditional healers.

Because some minorities use tradi-
tional healers while also receiving care 
from conventional sources,13 cultural 
competence researchers suggest that 
clinicians inquire whether their patients 
are utilizing such treatment. In that 
way, physicians can coordinate with al-

ternative care providers to ensure con-
tinuity of care and avoid complications 
due to incompatible treatment.13

Look to health plans for help.
To address concerns of members 

and employers regarding compliance 
with legal mandates (such as the CLAS 
standards previously mentioned), health 
plans have embarked on cultural com-
petence initiatives to address health dis-
parities.28 Blue Cross  and Blue Shield 
of Florida, for example, conducts dis-
ease management and outreach pro-
grams for minority communities and 
sponsors and participates in key mi-
nority community events. Blue Cross 
and Blue Shield of Florida also seeks to 
help its business partners increase their 
cultural competency by providing edu-
cational tools such as Quality Interac-
tions, a case-based application that uses 
vignettes featuring minority patients. 
The tool provides feedback to users on 
the level of cultural competence they 
demonstrate during interactions with 
virtual patients. Blue Cross and Blue 
Shield of Florida is the first health plan 
to provide the program, without charge, 
to some of its network physicians. Pro-
viders who score adequately on a post-
test are eligible for continuing educa-
tion credits.

Conclusion
As the field of cultural competence 

and cross-cultural care evolves, more 
research is needed. There is little re-
search linking cultural competence to 
outcomes and the reduction of health 
disparities, independent of confound-
ing socioeconomic factors.13 Evalua-
tion is also needed of cross-cultural ed-
ucation techniques to assess whether 
providers implement the lessons they 
learn and whether there is an impact 
on health outcomes and quality.19 

However, cultural competence has 
shown potential in serving as a key 
factor in eliminating healthcare dis-
parities. Furthermore, the demograph-
ic changes this country will experi-
ence, and the interests of governments 
and the private sector, are beginning 

to demand more vigorous efforts to 
investigate the potential of cultural 
competence and to apply promising 
techniques. Cross-cultural education 
requires knowledge of communities 
in which a provider practices or trains. 
This information would include the 
social and historic context of the pop-
ulation, cultural and religious practic-
es/beliefs, and disease incidence/prev-
alence.19 It’s important for providers 
to understand the fluidity and diver-
sity of culture, both within and among 
racial/ethnic groups, to avoid stereo-
typing and oversimplification, which 
could be counterproductive.19

The authors gratefully acknowledge 
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Diversity Systems at Blue Cross and 
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