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Advanced practice providers (APPs) care for widely diverse popula-
tions. The Institute of Medicine (IOM) states that bias, prejudice, and
stereotyping by a health-care provider may contribute to disparities,
which are associated with worse outcomes. The IOM called for efforts
to increase awareness among health-care providers. The objective of
this study is to assess the cultural self-awareness of oncology APPs
who practice in a community-based outpatient cancer center and in-
vestigate the extent to which APPs include cultural care into patient
assessments and document this data. Oncology APPs completed a
guestionnaire evaluating cultural self-awareness. A prospective, qual-
ity improvement chart review was performed to analyze the extent
to which cultural themes were addressed during oncology clinic vis-
its. A list of cultural keywords was used as a guide. About 10% of the
2015 cancer population at the institution was examined, which includ-
ed a stratified sample of the top six disease groups. Responses were
analyzed. All APPs demonstrated average or above-average cultural
awareness. Documentation of cultural assessment was low. Of the 28
cultural keyword items, an average of 4.88 items were addressed dur-
ing each visit. Multiple cultural items, including literacy, language, in-
surance status, and belief about the disease were addressed less than
5% of the time.

Health disparities are defined as
“differences in health outcomes and
their determinants between seg-
ments of the population, as defined

ealth-care  providers
have the unique chal-
lenge of caring for
widely diverse popu-

lations. The United States currently
has the most polyracial, polyeth-
nic, and polyreligious population in
history (Andrews & Boyle, 2002).
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by social, demographic, environmen-
tal, and geographic attributes” (Cen-
ters for Disease Control and Preven-
tion, 2011).
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The 2002 Institute of Medicine (IOM) landmark
report titled Unequal Treatment: Confronting Ra-
cial and Ethnic Disparities in Health Care con-
firmed that disparities in health care exist and are
associated with worse outcomes. Findings also
suggest that bias, prejudice, and stereotyping by
the health-care provider may contribute to dis-
parities (IOM, 2003). The nation’s health objec-
tives are presented in the Healthy People 2020
initiative. One of the four goals of this initiative
involves “achieving health equity, eliminating dis-
parities, and improving health of all US population
groups” (Centers for Disease Control and Preven-
tion, 2016).

Oncology patients are not spared from health
disparities. In fact, they may be highlighted in
this population and have more detrimental con-
sequences, even despite recent advances in can-
cer care. In addition to obvious factors, such as
insurance coverage, factors such as genomics
and clinical trial participation also contribute to
cancer care disparities. Certain types of cancer
are more common in certain ethnic groups and
age groups. Many subgroups of patients, includ-
ing African Americans and Hispanics, are under-
represented in or excluded from clinical trials,
often eliminating low-cost care options and lead-
ing to clinical trial data that does not translate as
accurately to real-world populations (Goss et al.,
2009; Murthy, Krumholz, & Gross, 2004). It is
thought that improving access to trials, changes
in eligibility criteria, and increased invitations for
clinical trial participation by minorities would
improve representation (Goss et al., 2009). In an
editorial that appeared in the January 2010 An-
nals of Oncology, Surbone (2010) noted that cul-
tural differences compounded by an array of so-
cioeconomic factors, such as income, education,
environment, and social support, are a major
reason why patients potentially receive unequal
access to cancer prevention, screening, clinical
trials, effective pain control, end-of-life care, or
survivorship care.

In order to tackle these daunting national
goals and health disparities, it is necessary for
health-care professionals to be aware of the many
variances that exist and be culturally competent
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in the care of a diverse patient population. In fact,
the IOM called for efforts to address health dis-
parities, including increasing awareness among
health-care providers (I0OM, 2003).

The American Society of Clinical Oncology
(ASCO) Health Disparities Agenda highlights the
need for increased education and awareness of
minority populations among oncology caregivers
(Goss et al., 2009). The idea of cultural compe-
tence has long been important among health-care
providers. It is well agreed upon that health-care
providers should provide culturally competent
care, that is, to “understand the importance of
social and cultural influences on patients’ health
beliefs and behaviors,” (Betancourt, Green, Car-
rillo, & Ananeh-Firempong, 2003). The Oncology
Nursing Society (ONS) Oncology Nurse Practitio-
ner Competencies describe the role of oncology-
specialized nurse practitioners in providing cul-
turally appropriate care to diverse populations
(ONS, 2007).

Cultural self-awareness is one of the first steps
to becoming culturally competent. To possess cul-
tural self-awareness, one must have knowledge of
one’s own thoughts and feelings and have appreci-
ation for the diversity of others (ONS, 2008). Criti-
cal reflection, as with the “Looking Glass Exami-
nation” (discussed further in the following pages),
is an important part of the Guidelines for Prac-
tice of Culturally Competent Nursing Care (Mat-
thews-Juarez & Weinberg, 2006). It is thought
that nurses “shall engage in critical reflection of
their own values, beliefs, and cultural heritage in
order to have an awareness of how these qualities
and issues can impact culturally congruent nurs-
ing care” (Douglas et al., 2014).

It is generally agreed upon that cultural com-
petence is required among health-care providers.
Yet, there is no standard assessment tool used to
measure cultural competence. A 2013 literature
review sought to analyze the tools used to mea-
sure cultural competence among nurses. Notably,
none of the 11 tools identified were specific to on-
cology nurses (Loftin, Hartin, Branson & Reyes,
2013). A 2017 pilot study examined the cultural
competence of pediatric oncology nurses and
found them to be culturally aware, but with low
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cultural knowledge and skill (Eche & Aronowitz,
2017). Additional review of the literature found no
tools that were specific to oncology APPs. There
were no tools that objectively measured cultural
competency (Loftin et al., 2013). An extensive lit-
erature review shows no current research examin-
ing the cultural experience of oncology advanced
practice providers.

The “Looking Glass Examination” (Table 1) is
a tool used to evaluate cultural self-awareness and
examine the intrinsic attitudes that providers may
have when caring for patients with diverse back-
grounds (Yeo, Phillips, Delengowski, Griffiths,
& Purnell, 2011). This examination was initially
published in Cultural Competence in Cancer Care:
A Health Care Professional’s Passport (Matthews-
Juarez & Weinberg, 2006) as an initial step in rec-
ognizing the effects of culture on the interactions
and views of disadvantaged or ethnic groups in the
health-care setting. While the tool has not been
validated and its reliability is unknown, it is meant
to improve the ability of health-care providers to
serve a diverse population (Matthew-Juarez &
Weinberg, 2006; Yeo et al., 2011).

A comprehensive review of the literature
found no research examining the cultural docu-
mentation practices of oncology providers or
APPs. While it is generally agreed upon that the
care of the patient is paramount to the documen-
tation of the visit, documentation is the primary
and solitary record of what was done in the pa-
tient encounter. Therefore, it can be assumed that
what was not documented was not done.

Cultural competence is relevant to health-care
professionals in every setting. In the 2016 National
Healthcare Quality and Disparities Report, North
Carolina was the second-worst ranked state when
grouped by overall quality of care. North Carolina
is ranked among the worst states when comparing
average differences in the quality of care for Af-
rican Americans, Hispanics, and Asian Americans
compared with Caucasians (Agency for Health-
care Research and Quality, 2017). North Carolina
has a diverse population. There are 22.2% Black
people/African Americans and 9.2% Hispanic
people living in North Carolina. Over 11% percent
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of the population of North Carolina speaks a lan-
guage other than English at home, and 12.2% are
uninsured according to US census data (United
States Census Bureau, 2017). Over 9% of the pop-
ulation has a disability, and 154% are in poverty
(United States Census Bureau, 2017).

The purpose of this quality improvement en-
deavor is two-fold. The first is to assess the cul-
tural self-awareness of oncology APPs who prac-
tice in a community-based outpatient cancer
center. The second is to investigate the extent to
which oncology APPs include cultural care into
patient assessments.

Cultural Self-Awareness Assessment
The initial step was to assess the current cultural
self-awareness of the participating oncology APPs
at a community-based academic institution in the
southeastern United States. The “Looking Glass
Examination,” an eight-item dichotomous ques-
tion tool identified by Matthew-Juarez and Wein-
berg (2006), was utilized as the assessment tool.
Although this tool has not been validated and its
reliability is not clearly known, it is a means to
quantify each practitioner’s level of self-awareness
as it applies to cultural sensitivity and diversity.
The tool is comprised of eight true/false ques-
tions with a scoring key at the end. The key places
the participant in one of three categories: low, me-
dium, and high level of cultural self-awareness,
with recommendations for methods of improve-
ment. The questionnaire was transcribed into an
electronic survey. All twelve medical and radia-
tion oncology-based APPs working in this institu-
tion were invited by email to complete the cultural
assessment survey. A link to the survey was pro-
vided in the email invitation.

Documentation Practices

The Duke Raleigh Hospital Cancer Center 2016
Annual Report was used to identify 1,647 new
oncology cases seen at the site in 2015. It can be
assumed that numbers continue to rise annually
based on previous trends. 10% (164) of the iden-
tified 1,647 new oncology cases were sampled. In
addition, a stratified sample of the top six disease
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The Looking Glass Examination

Statement True False

1. | believe that my racial, ethnic, and socioeconomic background influences my relationship 2 1
to my work, colleagues, and patients and families who are racial/ethnic and disadvantaged,
and how | see the world.

2. | believe that my own values, family structure, and socioeconomic background give me 2 1
insight about the ethnic minority patients who | see in my practice. Understanding me
means | understand them.

3. Not speaking the language and/or understanding culture, family structure, or the 1 2
communities from which the racial/ethnic and disadvantaged patients come should not
matter to me as a healthcare professional.

4. Do | hold certain beliefs about particular racial/ethnic and disadvantaged patients that are 1 2
stereotypes, such as African American patients can tolerate more pain than other racial/
ethnic groups? Or first-generation Japanese women born in the United States do not get
breast cancer?

5. Do | ask my racial/ethnic and disadvantaged patients about cancer prevention activities 2 1
such as diet and exercise as part of the continuous quality improvement for the practice?

6. Early detection and screening for cancer do not need to be evidence-based for racial/ 2 1
ethnic minorities or the rural poor. Instead, general cancer screening standards for the
general population should be applied.

7. As a healthcare professional, asking the right questions during history taking is critical inmy 2 1
understanding of the culture of my patients.

8. To generalize and classify racial/ethnic and disadvantaged patients are stereotypical 2 1

behaviors.

Interpretation of score

15-16
patients of different racial/ethnic backgrounds.

10-14

Total score:

You have more than average awareness of the cultural sensitivity necessary to communicate with your

You are encouraged to think about how you can pay more attention to the cultural sensitivities and

communication needs of your patients from different racial/ethnic minority backgrounds.

1-9

You are encouraged to consider the cultural sensitivities and communication needs of your patients from

different racial/ethnic and disadvantaged backgrounds. It is strongly recommended that you think about

how you can pay more attention to these needs.

Note. Used with permission from Matthew-Juarez & Weinberg (2006, pp 19-20).

groups (breast, lung, gastrointestinal, genitouri-
nary, hematologic, and gynecologic cancers) was
included (Duke Cancer Institute, 2016). It was de-
termined that the 10% sample size would offer a
robust representation of the documentation prac-
tices of the oncology APPs at this institution.

Data Collection

A prospective quality improvement chart review
was performed to analyze the extent to which
cultural themes were addressed during oncology
clinic visits. The project was approved for Quality
Improvement Exempt status; no institutional re-
view board approval was needed. Of the 12 APPs
who were invited to participate in this project,
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11 agreed to complete the cultural awareness as-
sessment survey and 8 agreed to participate in the
chart review portion of this project.

Each of the 8 APPs was asked to review ap-
proximately 16 charts over a period of 2 months.
A project leader prospectively assigned charts to
ensure that APPs did not review their own charts
and that all disease groups were accurately rep-
resented. A 26-item list of cultural keywords and
phrases was used as a guide for chart review (Ta-
ble 2). These keywords were derived from various
lists of physical and social determinants of health
according to the Centers for Disease Control and
Prevention, Healthy People 2020 initiative, and
the World Health Organization (WHO; Centers
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for Disease Control and Prevention, 2018; Office of
Disease Prevention and Health Promotion, 2018a,
2018b; WHO, 2018). Cultural keywords included
items such as education, ethnicity, family struc-
ture, parental status, and occupation, among oth-
ers. Reviewers evaluated the most recent oncol-
ogy clinic note written by the APP, as well as the
initial oncology consult note for that patient, often
written by the physician. Reviewers documented
cultural assessment documentation on an Excel
spreadsheet and returned it to the project leader
when it was completed.

Data Analysis

For the quantitative data analysis, the chart re-
viewers entered data into an Excel spreadsheet.
Using the Data Analysis ToolPak, one APP com-
piled all individual data into the spreadsheet for
review. Excel functions were used to sort data by
different categories and to count.

A total of 154 charts were reviewed. The data are
summarized in Table 3. Within each chart, the
new patient oncology consult and most recent
oncology return visit performed primarily by the
APP was reviewed, totaling 308 patient visit notes
reviewed. Of the 26 preidentified key words, only
five cultural items on average were documented
during each new patient visit, whereas 4.75 cul-
tural items on average were documented during
each return visit. Patient age and gender were
documented over 90% of the time during any
type of visit. Gynecologic patients had the small-
est number of cultural items documented per
visit—only 3.77 items per visit—while hematology
patients had the most cultural items documented
per visit, at 5.81 items per visit. Multiple cultural
items, including caregiver status, language, use
of herbal treatments, insurance status, and belief
about disease were addressed less than 5% of the
time. Literacy was not documented once in all of
the visits reviewed.

The cultural awareness assessment survey
was completed by 92% of the outpatient oncology
APPs at the medical facility (11 of the 12 invited
APPs, n = 11). Results were scored and interpreted
according to the Looking Glass Examination cri-
teria. Forty-five percent of APPs demonstrated

AdvancedPractitioner.com

Cultural Keywords

Age Family structure
Gender Caregiver status
Race Disabilities
Country of origin Religion

Language Sexual orientation

Literacy level Socioeconomic status/income
Ethnicity Insurance status
Occupation Diet
Military status Exercise/physical activity
Marital status Educational status

Use of herbal/natural
medicines or “folk” treatments

Availability of support/
resources

Parental status Residential status

Belief about disease Belief about health/wellness

more than average awareness of the cultural sen-
sitivity necessary to communicate with patients
of different racial /ethnic backgrounds (Matthew-
Juarez & Weinberg, 2006). Fifty-five percent of
APPs scored in the middle range and, according
to the Looking Glass Examination recommenda-
tions, would be encouraged to think about how
to pay more attention to the cultural sensitivi-
ties and communication needs of patients from
different racial/ethnic minority backgrounds
(Matthew-Juarez & Weinberg, 2006). None of the
APPs surveyed scored in the lowest range, where
the recommendation would be to consider the
cultural sensitivities and communication needs
of patients from different racial/ethnic and disad-
vantaged backgrounds (Matthew-Juarez & Wein-
berg, 2006).

There are limitations to this study. The cultural
assessment tool aimed to measure cultural self-
awareness. It is possible that APPs reported the
more socially acceptable answer instead of the
answer that best reflected their true cultural
awareness. The survey also preceded the pro-
spective chart review, allowing for potential bias
of the APP, potentially increasing cultural docu-
mentation practices. The chart review was com-
pleted by many different APPs, increasing the
risk of inter-reviewer variability. It is possible
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that cultural items were addressed by the pro-
vider but not documented in the patient chart.
Further, given the features of the electronic
medical record, cultural assessments document-
ed in the initial consult may have been carried
through in subsequent visits without necessar-
ily being readdressed or updated each time and
thus could have been falsely represented in the
data. It is possible that the use of herbal and nat-
ural treatments was discussed with the patient
and the nurse during medication reconciliation
and reviewed by the provider in that area of the
chart. Perhaps some other items were also re-
viewed by the nurse or the physician (in the case
of shared visits), and therefore not documented.
The primary language may have been implied
through patient interaction and not explicitly
asked or documented.

Cultural self-awareness of oncology APPs is aver-
age or above average, consistent with the IOM’s
request for health-care providers to increase cul-
tural self-awareness as a critical step in decreasing
health disparities TIOM, 2003).

Despite cultural self-awareness scores, cul-
tural documentation is objectively low. If it is
assumed that documentation adequately reflects
the complete APP assessment, then cultural as-
sessment of our oncology patients is therefore
low. This is a profound statement given the cul-
tural diversity of our country as a whole and the
community in North Carolina. There is great
room for improvement. Findings are consistent
with the many entities calling for an increase in
cultural competence of health-care providers
and cultural care of patients, including the ONS,
ASCO, the IOM, and Healthy People 2020 (Goss
et al., 2009; IOM, 2003; ONS, 2007; Centers for
Disease Control and Prevention, 2016).

Cultural assessment should be a standard part
of oncology patient assessments. We propose the
use of an open-ended cultural questionnaire by
APPs and other oncology providers to better assess
the cultural needs of patients. At our institution, a
“Cultural Review of Systems” was created (Table
4). This series of cultural questions was built into
the electronic medical record as a phrase that can
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be populated into an outpatient encounter note
with just a few keystrokes. It provides a quick and
time-efficient way to assess and document our
patients’ cultural needs. This assessment can be
shared and applied across the health system, even
beyond the oncology realm. The “Cultural Review
of Systems” includes such questions as, “Can you
read and understand English? Are there any new
insurance or financial issues that could impact
your care? Do you feel you have adequate support
and resources, as it relates to your cancer care?”

The lack of above-average cultural self-aware-
ness responses in the Looking Glass Examina-
tion potentiates the need for additional diversity-
related educational opportunities and ongoing
cultural education of our oncology providers. Cul-
tural experiences and topics specific to oncology
APP practice should continue to be shared, and
more educational opportunities should be made
available to health-care providers.

The landscape of America has never been more
diverse than at the present, and the aging popula-
tion is expected to precipitate an increase of the
already urgent need for oncology providers. With

Cultural Review of Systems

What is your primary language? Can you read and
understand English?

Are there any new insurance or financial issues that
could impact your care?

Do you have any religious beliefs that relate to your
care?

Are you using or planning to use any herbal, natural
or home remedies for your cancer or cancer-related
symptoms?

Are there any work or transportation issues that may
influence your care?

Has there been any change to your living situation or
marital status?

Is there anything related to your living situation that may
influence your care? For example, do you have caregiver
responsibilities or stable housing?

Do you feel you have adequate support and resources,
as they relate to your cancer care?

Do you have any beliefs about your health or your
cancer specifically that you would like to share?

Are there any other cultural concerns that you would like
to discuss today?

Vol 10 = No 4 = May/Jun 2019
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the goal of decreasing cultural health-care dispar-
ities and improving health outcomes, it is crucial
for oncology APPs to be culturally competent. On-
cology APPs should strive for cultural awareness
and education to increase the cultural assessment
of oncology patients and ongoing documentation
of that assessment in the patient chart.

Disclosure
The authors have no conflicts of interest to
disclose.
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