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Abstract 
 

of 
 

CULTURAL COMPETENCY OF HEALTH CARE PROVIDERS AND 
 

PATIENT SATISFACTION IN THE AMERICAN INDIAN COMMUNITY  
 

by 
 

Mary C. Madrigal Sandoval 
 
 

Challenges in the delivery of health care services to American Indian people includes the 

recognition of the importance of cultural competency training as a part of the educational 

programs of study for each health care provider. The acquisition of cultural competency 

potentially could increase a health care provider’s ability and openness to engage American 

Indian patients, increase quality of health care and positive outcomes, and reduce health 

disparities. It is important as a survival strategy for American Indian people to ask for health care 

providers to acculturate to the American Indian culture. A non-experimental, cross-sectional, 

correlational study will be conducted to explore the health care providers awareness of American 

Indian culture and patient satisfaction with cultural competence of health care providers for 

American Indian patients of the Indian Health Clinics in southern California. Research study 

outcomes could be useful to other American Indian patients of Indian Health Clinics throughout 

the United States. A convenience sample of health care providers and American Indian patients 

will be recruited at Indian Health Clinics for research to study this topic. Data will be analyzed 

using descriptive statics and correlations. Finding will be disseminated widely to inform the 

practice of health care providers caring for American Indian people. 
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CHAPTER ONE 

Introduction 

Throughout the history of the United States, there is knowledge and documentation of the 

federal government’s responsibility to provide health care services to American Indian people.  

Indian Health Services (IHS) is the Federal Health Program for American Indians (Warne & 

Frizzell, 2014). American Indians represent a vast variety of tribes each with differing cultures 

and traditions that affect the outlook of health, and face numerous health disparities that stem 

from historical origins to present day. The IHS lists many disease states for American Indian 

people at a much higher percentage than other races and ethnicities, often at a rate of more than 

double than other groups (U. S. Department of Health and Human Services—IHS-factsheet-

disparities, 2017).  

It has been well documented that American Indians experience diseases, such as diabetes 

mellitus type 2, coronary heart disease, alcoholism, malignancies, suicide, unintentional 

accidents and violence at a much higher rate than any other race or ethnicity (Rhoades, 2000). 

Heart diseases, as well as unintentional injuries and diabetes, have been documented to be the 

leading causes of death for American Indians (Ross, R., Garfield, L., Brown, D. S., & Raghavan, 

R., 2015).  

Significant health disparities exist in the findings of poor birth outcomes in the American 

Indian as compared to the general public (Castor, et al., 2006). American Indian women and their 

children have been associated with higher rates of poverty which includes inadequate housing, 

unemployment, school dropout, and alcohol and drug use. There are adverse outcomes for the 

previously mentioned conditions, all of which contribute to childhood injury, suicide, disruption 

of family relationships and domestic violence (Walkup et al., 2009). American Indian Elders are 
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the population affected most by the previously mentioned chronic disease states, and their 

outlook is further compounded by limits of family and community resources to adequately care 

for their needs (Rhoades, 2000). The family and community are often lacking in the social 

services necessary for continued support of health care and housing (Rhoades, 2000).  

Historically the health care delivery system for the American Indian people has been 

greatly underfunded, which contributes to the overall state of health disparity that affects them. 

The American Indian people are effected by diseases contributing to an unjust loss of life 

(Rhoades, 2000). Indian Health Services remains the lowest expenditure per capita by the U.S. 

government, resulting in poor health outcomes. The United States Federal Government spends 

50 percent less for American Indian Health than is being spent for prisoners and for Medicare 

recipients, and 60 percent less than that spent for the health care of the average American citizen 

(reducing disparities in the federal health care budget – ncai, FY2017). There are positions and 

major options currently being considered to address the issue of underfunding of the IHS, which 

brings the hope of improving and maintaining health care for American Indian people.  Such 

positions include high quality and culturally appropriate training, technical assistance, materials 

development, advocacy, and continuity of service all of which will not be available when 

funding and appropriations are not being increased to meet the demand for growth in providing 

services in these areas. 

Background 

History of the federal policy affecting the services that are provided to the American 

Indian people in this United States has been formed by treaties and intergovernmental 

relationships. Treaties began when the United States and American Indian Tribes, the indigenous 

people of this land, entered into negotiation and came to agreements that have been recognized 
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as “the supreme law of the land” (Warne, D.W., & Frizzell, L.B., 2014). The number of treaties 

that contain within them the basis for American Indian policy have been as many as 367 and 

were ratified by the United States Government between the years 1778-1868 (Warne & Frizzell, 

2014).  These are considered to be contracts among nations, namely the United States 

Government and the American Indian Tribes. Treaties established protection of unique rights, 

benefits and conditions such as housing, education, and health care in exchange for millions of 

acres of tribal homelands the government negotiated to benefit the country, and in turn agreed to 

care for the health and well-being of the American Indian people (U. S. Department of the 

Interior, Bureau of Indian Affairs-BIA, 2017). As a result, the United States Government has 

established Indian Health Services, the entity that is responsible for advocating for American 

Indian people, with the goal of raising health status to the highest level. There are many 

challenges in the delivery of these health care services.  

As stated earlier, the United States Government established the Indian Health Services as 

the federal health care agency with the responsibility of advocating for the health care of 

American Indian people, setting the goal of raising health status to the highest level. This is 

further defined by the report that Congress directed the IHS to not only provide health care, but 

to achieve parity of health care for the American Indian to that of the general United States 

population (Rhoades, 2000). One of the many strategies has been to place American Indian 

communities in charge of the management and delivery of their own community’s health care 

(Rhoades, 2000). This has resulted in the present day structure of Indian Health Services being a 

system of primary and acute care, delivering health care with a team approach.  

The front line health care providers are at the paraprofessional level, being American 

Indian persons of the community. American Indian patients that are the most vulnerable, at risk 
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Maternal and Child Health, and chronically ill which often includes the most elderly, are eligible 

for additional services. One service is home visitation by a paraprofessional trained to identify 

basic health care concerns, and then takes the concerns to a nursing professional responsible for 

coordination of health care. The arrangement is then made for the patient to be brought to the 

Indian Health Clinic for evaluation by a primary health care provider if needed. All of this is 

conducted with the goal in mind of providing the highest quality of health care services. In order 

for this delivery of health care to run smoothly, a high level of understanding and communication 

must be present at all levels of care. This requires provisions for the training of individual health 

care providers at each level of health care.  

Challenges in the delivery of health care services to American Indian people includes the 

recognition of the importance of cultural competency training as a part of educational programs 

of study for each health care provider. An additional contributing factor is the scarcity of health 

care providers overall in the state of California, making the challenge of providing culturally 

appropriate training further compounded for the Indian Health Clinics by vacancy occurrence of 

health care providers at all levels of care.   

Providing quality and culturally appropriate care may not be an easy task to accomplish, 

as mentioned there may be limits on funding and issues due to understaffing. These limits have 

contributed to the breakdown of the effectiveness of health care delivery at many levels. 

Complicating this further is the need for insight and understanding of culture, the recognition of 

the potential cultural competency may have in contributing to the delivery effectiveness of health 

care. For this reason, IHS seeks to employ health care providers of the American Indian 

community. They have been successful in doing so for the paraprofessional level of care, but 

there are not many American Indian health care professionals at the nursing and primary care 
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provider level of care. As a result, it has been necessary to employ persons of various 

backgrounds and cultures to fill these professional duties. This has led to difficulty and at times a 

breakdown of communication due to the various cultural differences encountered with health 

care providers that are not of the American Indian culture. Distrust in the mostly non-American 

Indian health care providers may occur due to cultural differences and the mistrust of the medical 

system, thus contributing to poorer health outcomes of this disadvantaged population 

(Hutchinson, & Shin, 2014).  

Cultural competence is believed to be an important quality for a health care professional 

to possess. It could also be said that cultural competency of a health care provider is a core 

requirement of being an effective provider of health care. Through the attainment of cultural 

competency, a health care provider holds one of the necessary attributes identified in having the 

potential for reducing racial and ethnic health disparities, and of increasing patient satisfaction 

and outcomes (Purnell, 2005). Cultural differences may cause difficulties in achieving the goal 

of optimal health care, and take place at all levels of the team’s communication approach to 

providing health care to the American Indian population.  

Significance to Nursing 

 
The concern over health disparities of minority populations of the United States, 

including the America Indian population, has led many nurse researchers to seek ways of 

achieving parity of health care. Research findings have indicated that cultural differences 

between patients and health care providers contribute to health disparities. These findings have 

led researchers to seek, through research, the development and implementation of culturally 

competent health interventions at both provider and institutional levels (Horevitz, Lawson, & 

Chow, 2013). 
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The need has long been recognized for health care providers that deliver health care to 

American Indians, to be exposed to an insight of culture of the patients entrusted to their care.  

Nurses entrusted to care for those from a diverse population often have not been given the 

necessary information to provide the best health care possible. As the profession of nursing has 

evolved, it was not until the 1950’s and 1960’s that information began to develop to include the 

importance of considering culture in nursing theory and practice (Leininger, 2002). Madeleine 

Leininger, in the inception of the concept, which includes culture in theory and practice, has 

revealed that nurses’ focus was on the interests and practices of medical mind-body treatments 

and symptoms, in contrary during a time when care and the manner of care was not the focus of 

nursing (Leininger, 1991).  

The concept of culture care’s further expansion and development of theory has also 

evolved in the area of cultural competency. This is credited impart to theorists like Leininger, 

who believed that new knowledge and practices were greatly needed, specifically the knowledge 

and recognition of the importance to be gained by nurses caring for an increasingly diverse 

population within the United States. Leininger (2002) worked to begin finding a meaning of the 

relationship factors such as; religion, politics, economics, worldview, environment, cultural 

values, history, language, gender, and others have on culture care meanings and practices that 

influence health care. Further, Leininger (2002) states these factors are needed for culturally 

competent health care. Leininger has taken credit for her Culture Care Diversity and Universality 

theory which has produced the establishment and advancement of nursing research and practice 

of transcultural nursing (Leininger, 2002). Leininger’s transcultural nursing concept and theory 

has been the basis for the inception on many of the major models of cultural competency, such as 

that of Andrews and Boyle (2008), Jeffreys (2010), Pacquiao (2012), and Schim and Doorenbos 
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(2010), all of which have been noted as leading models within the area of transcultural nursing as 

cited by Zuwang (2015). It was with this foundation, credited to Leininger, the importance and 

need for today’s nurses to develop a cultural sensitivity for specific, appropriate, and 

individualized nursing care and practices was realized. 

Nurses with interest in growing knowledge of concepts of culturally competent nursing 

care and practices are enabled to take action in becoming culturally competent. Culturally 

competent nursing care is a need in the American Indian community, where there exists diversity 

as well as disparity. Cultural competency awareness defined is the explicit use of culturally 

based health care and knowledge that is used in sensitive, meaningful and creative ways to fit the 

general lifeways of individuals or groups for beneficial and meaningful health and well-being or 

to face illness, disabilities or death (Leininger, 2002). Giger (2017) states that cultural 

competence is a dynamic, fluid, continuous process whereby an individual, system or health care 

agency finds meaningful and useful care-delivery strategies based on knowledge of the cultural 

heritage, beliefs, attitudes, and behaviors of those to whom they render care. It is known in 

philosophic thought, that a nurse, must be open to findings of both the natural (physiology, 

biology) and social sciences (psychology, sociology), for what one perceives and what one 

interprets are both necessary to guide care and practice (McEwen & Wills, 2014). It is only 

through the use of conceptual and theoretical models of culturally appropriate care that the 

Advanced Practice Nurse can begin to develop cultural competence. 

Florence Nightingale identified that nurses were in charge of the well-being and personal 

health of another, and she believed that a nurse has the capability of assisting another to acquire 

optimal health. Nursing care is to be provided to the patient in the best and most appropriate 

manner possible. Nurses have taken a pledge, the Nightingale Pledge, in which their commitment 
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to strive to provide the best care possible is affirmed. It is a challenge for the nurse to fulfill this 

promise when they have not been given all the needed guidance through instruction, teaching, 

and nursing theory. To enable the nurse to achieve success in providing care for all the needs of 

the diverse patient, instruction, teaching and nursing theory must be inclusive of nursing care to 

be provided in a culturally appropriate manner.  

Problem Statement 

American Indian cultural ways of knowing and traditional healing practices have not 

been consistently acknowledged as important belief systems that contribute to health and healing 

in American Indian communities and patients. For centuries the American Indian has been made 
to acculturate to the mainstream culture as a survival strategy.  It is important to not only 

acknowledge traditional healing practices and belief systems that contribute to health and 

healing, it is of central importance that the health care provider also show a genuine interest in 

continually seeking to gain knowledge allowing for guidance to use this information in 

assistance of American Indian patients in their disease states. It is necessary for the health care 

provider to learn who the American Indian is, through the identification of a thorough health care 

provider education on American Indian culture. By learning values of the American Indian 

culture, health care providers have the ability to display genuine empathy in situations that are 

present for their American Indian patients. The acquisition of cultural competency of the 

American Indian culture potentially could increase a health care provider’s ability and openness 

to engage American Indian patients and potentially increase quality of health care and positive 

outcomes, and reduce health disparities. It is important as a survival strategy at this time for the 

American Indian to ask for the health care providers to acculturate to the American Indian 

culture. 
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Research Purpose 

The purpose of this study is to explore the relationship between health care provider’s 

awareness of American Indian culture and patient satisfaction of their health care provider’s 

knowledge of American Indian culture. An examination of the level of provider culture 

awareness and what the relationship between provider awareness and patient satisfaction will be 

explored. This study’s purpose is to explore and promote new knowledge for effecting change.  

Cultural competence of health care providers is key to improving health disparities in American 

Indian communities.  

Research Question 

A non-experimental, cross-sectional, correlational study will be conducted to explore the 

relationship between health care provider awareness of American Indian culture and patient 

satisfaction of their health care provider’s knowledge of American Indian culture. The research 

question for this study being: What is the relationship between health care provider awareness of 

American Indian culture and patient satisfaction of the health care provider knowledge of 

American Indian culture? 

Conceptual Model 
 

The 3-D model of culturally congruent care will be used to guide this research study. 

Stephanie Myer Schim and Ardith Z. Doorenbos (2010) are the creators of this three-dimensional 

model of Cultural Congruence. The model is also considered as a framework for intervention. 

This model describes key constructs as a three-dimensional jigsaw puzzle, with one layer 

showing provider elements, another layer with client elements, and the culturally congruent care 

that occurs when the provider and patient layers fit together effectively. For this to take place in 

the interactions between the American Indian patients and health care providers, it is necessary 
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for health care providers to have knowledge, to be culturally competent of American Indian 

culture, and to use that knowledge to bring about positive outcomes.  

Summary 

In the use of this concept model, cultural competence is defined as a developmental 

process of a person rather than an attribute of an agency, population program, or object (Schim & 

Doorenbos, 2010). Schim and Doorenbos (2010) have stated this model can guide culturally 

congruent care and intervention for social workers, mental health professionals, nurses, and other 

health care workers with the intent of caring for diverse patients, families, and communities. The 

model describes both provider and client-level elements that must be considered in order to begin 

to capture the complexities of culturally congruent health care, with the process of cultural 

congruence being effective interaction at the level between the provider and patient (Schim & 

Doorenbos, 2010). The model is based on the idea that cultural competence is ever evolving; 

providers must continue to improve their quality of communication, leading to improved quality 

of care. However, care offered is not always equal to care received. Patients and families bring 

their own values, perceptions, and expectations to health care encounters which also influence 

the creation or destruction of cultural congruence.  
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CHAPTER TWO 

Review of Literature 

Major Variables Defined 

 
 The term American Indian is someone who has blood degree from and is recognized as 

an enrolled tribal member. This is not the only circumstance that a person is considered to be an 

American Indian. Other factors are a person’s knowledge of his or her tribe’s culture, history, 

language, religion, familial kinships, and how strongly a person identifies himself or herself as 

American Indian. There is no single federal or tribal criterion or standard that establishes a 

person’s identity as American Indian (U. S. Department of the Interior, Bureau of Indian Affairs-

BIA, 2017). 

 Cultural competency defined is the explicit use of culturally based care and health 

knowledge that is used in sensitive, meaningful and creative ways to fit the general lifeways of 

individuals or groups for beneficial and meaningful health and well-being or to face illness, 

disabilities or death (Leininger, 2002). 

 Patient satisfaction is a measure of the extent to which a patient is content with the health 

care which they received from their health care provider (Wikipedia, 2017). 

Review of Literature 

To acquire scholarly research articles on the topic of culture competence of health care 

providers, a search was conducted in the Cumulative Index of Nursing and Allied Health 

Literature, CINAHL using the terms; Cultural Competence, and American Indian or Native 

American, and nursing with a date range of 2002-2019. This search resulted in thirty-six possible 

articles, of which three sources were available in full text for use. It was through the use of these 

three articles that provided additional references located directly through the main library search 
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browser for California State University San Marcos, by searching a specific title of interest, 

many additional sources were acquired in this manner. The literature search strategy also 

included an ancestry approach by the use of references cited in these additional studies so earlier 

research on the same topic of cultural competency in health care of American Indians was 

located. In a previous internet search on the topic of transcultural nursing produced a book for 

purchase, the Transcultural Nursing: Assessment and Intervention, 7th, Ed.  

An additional search was conducted in PubMed, using the terms Native American 

Cultural Competency Survey Results with publication date limited to the past 10 years. 

Search results yielded eighteen articles which were reviewed for full-text availability.  

In Doorenbos, Morris, Haozous, Harris, and Flum, (2016) research article entitled, 

“Assessing cultural competence among oncology surgeons,” the question was asked: “Are there 

attributes of surgical providers that are associated with culturally congruent care?” This concern 

arose from the epidemiological documentation of approximately 2,000 cancer cases diagnosed in 

American Indians and Alaska natives between 2005 and 2014 (Doorenbos, et. al., 2016). This 

question was asked to address the problem in policy recognized by the authors. It is believed that 

poor-quality care and delayed care can be attributed to limited resources and services or to what 

may be other structural issues (Doorenbos, et. al., 2016). After conducting a systematic review of 

treatment decision making or decline of treatment among racial and ethnic minority patients with 

cancer, other indicators affecting treatment decision making were identified as inadequate social 

support, dissatisfaction with patient-provider communication, and perceived lack of culturally 

congruent care and cultural competence among providers (Mead, et al., 2013) as cited in 

Doorenbos (2016). The purpose of this study was to explore the need for knowledge as to how 

providers develop cultural awareness and sensitivity or whether interventions designed to 
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improve cultural awareness and sensitivity result in culturally competent behaviors. This study 

examined provider attributes associated with culturally congruent care in the Puget Sound region 

(Doorenbos, et. al., 2016).  

Study participants were 253 surgical provider physicians, who completed a 50-item 

survey which included the Cultural Competence Assessment (CCA) instrument and the 

Marlowe-Crowne Social Desirability Scale (MCS), both instruments are reported as validated 

(Doorenbos, et. al., 2016).  The CCA is a 5-point Likert scale designed to measure two domains: 

cultural awareness and sensitivity and culturally competent behaviors (Doorenbos, et. al., 2016). 

The researchers accommodated for the potential interpretive problem of many self-report 

assessments by also including a social desirability scale due to the belief indicated in other 

research studies that this problem can be reduced (Doorenbos, et. al., 2016).  

 Statistical analyses were performed by using, STATA 12.1, and priori statistical 

significance was set at alpha 0.05 (Doorenbos, et. al., 2016). Seventy-one percent of physicians 

reported encounters over the last 12 months with patients from six or more diverse racial or 

ethnic groups, 92.7% of physicians reported feeling competent working with patients from 

different cultures than their own (Doorenbos, et. al., 2016).  Findings indicated that overall 

physicians had a high level of cultural awareness and sensitivity, supported by most having the 

belief that everyone should be treated with respect no matter what their cultural heritage 

(Doorenbos, et. al., 2016).  

A need identified for the potential increase in culturally competent behaviors is the “lack 

of having resource books and other materials available to help learn about people from different 

cultures”; also identified was the lack of the provider to document cultural assessment in direct 

patient care (Doorenbos, et. al., 2016). Important knowledge of cultural awareness was positively 
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associated with receipt of cultural diversity training, that resulted in cultural competence 

behavior (Doorenbos, et. al., 2016). The authors conclude that future research should focus on 

interventions to improve cultural competency by the incorporation of diversity training and 

opportunities for behavior change (Doorenbos, et. al., 2016).  

Horevitz, Lawson. & Chow (2013) conducted a review analysis entitled “Examining 

cultural competence in health care: Implications for social workers,” to examine cultural 

competence in health interventions with racial and ethnic minority populations. Horevitz, 

Lawson. & Chow (2013) state health disparities among ethnic minority groups have been partly 

attributed to cultural differences between patients and providers, and there is an ongoing 

concerted effort to develop and implement culturally competent health interventions at both 

provider and institutional levels. Horevitz, Lawson. & Chow (2013) stated that cultural 

competence is presently operationalized so broadly that almost any technique can be claimed to 

be culturally competent. Findings have supported the need for continued research in the area of 

cultural competence. The authors have indicated needs to focus on a consensus definition and 

operationalized use of cultural competence; this has contributed to a lower validation of cultural 

competence as an effective health intervention (Horevitz, Lawson. & Chow, 2013).  

A research study was reviewed entitled “Mental health service and provider preferences 

among American Indians with type 2 diabetes,” by authors Aronson, Johnson-Jennings, Kading, 

Smith & Walls, (2016). Study participants were of the Lac Courte Oreilles and Bois Forte Bands 

of Chippewa and the University of Minnesota Medical School, Duluth campus. The study 

purpose was to identify and describe the impact of mental and behavioral health factors on 

diabetes treatment and outcomes among Ojibwe adults and type 2 diabetes (Aronson, et al., 

2016). Authors believed understanding and responding to the mental health treatment 
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preferences of American Indians with diabetes has the potential to improve care and outcomes 

for both diabetes and mental health (Aronson, et al., 2016). Within the research design, 

American Indian culture was displayed by the project beginning with community feasts and 

forums to discuss the study goals, obtaining community input, and establishing engagement of 

community members to partake on a community research council. A randomized sample of 150 

patients 18 years or older was obtained from each reservation’s health clinic records. In this 

study, findings revealed an overwhelming majority (79%) of participants preferred a Native 

provider. Aronson, et al., (2016) state the Institute of Medicine has suggested increasing the 

percentage of racial and ethnic providers, including American Indian providers to decrease 

health disparities. Authors acknowledge there is an unlikeliness that all American Indians could 

be served by American Indian health care providers, they stress the importance of cultural 

training for non-Indian providers and also suggest the integration of traditional healing practices 

into the clinic setting of having the potential to improve care (Aronson, et al., 2016). 

Author Deborah R. Wittig (2004), published an article entitled, “Knowledge skills, and 

attitudes of nursing students regarding culturally congruent care of Native Americans,”. She 

believed culturally competent nursing care is necessary to ensure the best possible access to 

health care and for better health care and outcomes. She stated that American Indians have 

unique characteristics requiring health care that effectively addresses cultural, ethnic and 

linguistic needs (Wittig, 2004). The study purpose was to explore the perceptions, beliefs, and 

practices of associate degree nursing students at a small, southeastern nursing consortium 

regarding culturally competent nursing care for Native Americans belonging to the Cherokee 

tribe (Wittig, 2004). An open-ended survey was administered to 28 associate degree nursing 

students, with a minimum age of participants was 18 years of age (Wittig, 2004). The survey was 
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used to determine the knowledge, skills, and attitudes students thought were important in 

providing culturally competent health care for Native American patients (Wittig, 2004). The 

findings were that associate degree nursing students recognized the importance of the need for 

cultural-specific techniques for Native American patients necessary in providing culturally 

congruent care (Wittig, 2004).  

In the research article entitled, “Psychometric evaluation of the cultural competence 

assessment instrument among healthcare providers,” authors Doorenbos, Schim, Benkert, and 

Borse, (2005) conducted research to test-retest reliability of the Cultural Competency 

Assessment (CCA) tool. Doorenbos, et. al., (2005) administered the tool to a sample of 51 

hospice respondents at two-time points. The internal consistency reliability and construct validity 

of the CCA for health care providers in non-hospice settings was evaluated using a convenience 

sample of 405 healthcare providers (Doorenbos, et. al., 2005). The CCA has demonstrated good 

reliability and adequate construct validity, supported by factor analysis. Test-retest reliability for 

the over-all scale showed high correlation (r = .85, p = .002). The Cronbach’s alpha of the CCA 

for health care providers (n= 405) was .89 (Doorenbos, et. al., 2005). 

To guide this study, the Three-dimensional Model of Cultural Congruence was used, 

credited to the work of Schim and Doorenbos (2010). In an article Schim and Doorenbos (2010) 

apply this model to end-of-life care, the authors stress the importance of cultural congruence, 

achieved by cultural competency, as a must needed knowledge base for all health care provided 

throughout the human life span. The authors have articulated a conceptual model, derived from 

“synthesis of extant theoretical work in transcultural health care, to guide research, education, 

and practice” (Schim, Doorenbos, Benkert, & Miller, 2007) as cited by Schim and Doorenbos 

(2010). Schim and Doorenbos, (2010) define cultural congruence as being the process of 
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effective interaction between the provider and (client) patient levels. This Model describes both 

provider and client-level elements that must be considered in order to begin to capture the 

complexities of culturally congruent health care (Schim & Doorenbos, 2010). In this conceptual 

model design aspects of relationship between layers of the health care provider, the (client) 

patient, and the outcomes are conceptualized as connecting jigsaw puzzle pieces, with each layer 

overlapping and fitting together in such a way that they achieve culturally congruent care (Figure 

1) (Schim & Doorenbos, 2010).  

Figure 1. 

  

 The identification of the most important link between each layer, provider, (client) 

patient, and patient and family outcomes are the only avenue to achieving culturally congruent 

care (Schim & Doorenbos, 2010).   
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Summary 

Throughout the literature reviewed, the importance of defining the terms of culture, and 

that of cultural competence, as cited in Zuwang (2015), and also recognized by Giger and 

Davidhizar (1999) that the definitions for these two terms are many and varied. Attributing to the 

definition are concepts that culture is; thought to be acquired but also may be of innate 

influences, shaped by values, beliefs, norms, and practices that are shaped by members of the 

same cultural group, passed down from one generation to the next, a guide for thinking, doing, 

and being, and becoming patterned expressions of who we are Giger (2017).  

Insight of the term cultural competence, dynamic in that cultural competency has been an 

ongoing challenge in the American Indian community due to health care providers’ inability to 

have tools to gain insight into the culture. Cultural competence is fluid, ever changing, as the 

American Indian is growing in numbers and abilities to express their wants and needs as a 

community. Awareness must be an ongoing process to parallel this continuous change and 

growth. The display of tenacity of the American Indian calls for, whether, individual or health 

care provider, or health care agency to be accountable for the acquisition of knowledge through 

nursing research that would allow for the development of meaningful and useful care-delivery 

strategies that are based on knowing of the American Indian’s cultural heritage, belief, attitudes, 

and behaviors achieving optimal health care. The Advanced Practice Nurse would have a starting 

point in the recognition of the need to have an understanding of culture and the relevance 

contained to provide culturally competent care. Nursing being of the caring professions has an 

obligation to seek to address the growing needs of a culturally diversifying United States 

population.  Zuwang (2015), Leininger (1993), and Davidhizar, Bechtel, and Giger (1998), 

among others, have offered a more methodological approach that focuses on the ways in which 



25 
 

healthcare professionals have the ability of becoming culturally competent and for providing 

culturally competent care” (HRSA, 2001, Section II, A).  

Cultural competency has been credited as one of the ways in which healthcare disparities 

in the United States may begin to be addressed. It is also necessary to note that healthcare 

disparities exist as a result of many other influences, namely the disparities stemming from 

health policies at both the state and national levels of government (Giger et al., 2007) as cited in 

Zuwang (2015). 
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CHAPTER THREE: METHODS 
 

Introduction  
 

Problem and Purpose 

This research study will explore cultural competence of the health care providers for 

American Indian patients of the Indian Health Clinics in southern California. There has been a 

long history of health disparity that affects the American Indian population throughout the 

United States (Rhoades, 2000). Many of the health care providers of the Indian Health Clinics 

are of varying cultures, other than American Indian. There is a lack of knowledge and 

understanding of the American Indian culture by many health care providers responsible for 

caring for American Indian patients; a lack of knowledge and understanding that fails to achieve 

cultural competency. 

At times health care providers may be unable to produce the time or effort for 

recognizing the significant importance of showing genuine interest in continually seeking to gain 

knowledge on American Indian culture. This knowledge will provide guidance in assisting 

American Indian patients in their disease states. The acquisition of cultural competency of the 

American Indian culture potentially could increase a health care provider’s ability and openness 

to engage American Indian patients and potentially increase quality of health care and positive 

outcomes. 

Identification of thorough health care provider education on American Indian culture is 

necessary for the health care provider to learn who the American Indian is, by learning values of 

the American Indian culture. Cultural competence of health care providers is key to improving 

health to parity for American Indian communities. It is important as a survival strategy at this 
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time for the American Indian to ask for the health care providers to acculturate to the American 

Indian culture.  

The purpose of this study is to explore the relationship between health care provider 

competence of American Indian culture and patient satisfaction of their health care provider 

knowledge of American Indian Culture. 

Significance to Nursing Practice 
 

Giger (2017) said that a nurse who is not aware of the need to provide culturally 

competent health care, will also not be effective in addressing the needs of the people of United 

States, whose population is said to be rapidly growing in diversity. This diversity of the United 

States population requires the nurse to take a view that must consider all the relevant, effective, 

and culturally responsive healthcare services and practices to ensure healthcare delivery in a 

culturally competent manner (Campinha-Bacote, 2002; Health Resources and Services 

Administration [HRSA], 2001; Purnell, 2008), which has the potential of reducing racial and 

ethnic disparities in healthcare, and the potential to improve healthcare quality, client 

satisfaction, and healthcare outcomes (Brach & Fraserirector, 2000; Capell, Veenstra, & Dean, 

2007; National Center for Cultural Competence, 2003) as cited in Zuwang (2015). 

Research question  
 

What is the relationship between health care provider awareness of American Indian 

culture and patient satisfaction of the health care provider knowledge of American Indian 

culture? 

Research Design  
 

A non-experimental, cross-sectional, observational study will be conducted to explore the 

association between health care provider awareness of American Indian culture and patient 
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satisfaction of their health care provider knowledge of American Indian culture. This research 

study is non-experimental in design; it will be an observational study with cross-sectional data to 

explore the association between cultural competency awareness of the health care provider and 

patient satisfaction for the American Indian patient of the Indian Health Clinics. 

Threats to Internal Validity 

Threats to internal validity of the research study include there may be questions to the 

ability of the study to make inferences that higher levels of cultural competency of health care 

providers for American Indian patients increases patient satisfaction of the care received at the 

Indian Health Clinics. The reason for this is that the study is non-experimental and does not 

result in cause and effect. The survey tool to be used for this study was designed to measure the 

level of self reported cultural competency of the health care provider. This questionnaire, the 

CCA, will be modified to be appropriate for health care providers of American Indian 

populations. Additional demographic data including provider ethnicity and other relevant 

variables such as history of professional experience with American Indians will be collected to 

control for factors which may affect validity. For the American Indian patient, demographic data 

questions such as “Are you satisfied with your health care providers knowledge and awareness of 

American Indian culture in providing care to you?” may result in a social desirable response. 

Other threats to internal validity include the study will be conducted with a convenience sample 

and no randomization.  

Limitations in External Validity 

This research study will be conducted with convenience sampling methods, versus a 

randomized sample of American Indian patients that seek health care at Indian Health Clinics in 

southern California. The health care providers to be surveyed in this study must work at one of 
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these Indian Health Clinics. Generalizability of the research study outcomes could be useful to 

other American Indian patients of Indian Health Clinics throughout the United States. 

Sample and Sampling Plan 
  

A convenience sample of health care providers and American Indian patients will be 

conducted at Indian Health Clinics in southern California Inclusion criteria for health care 

providers will be all health care providers must work at an Indian Health Clinic. These health 

care providers may be of varying backgrounds and professions including Registered Nurses, 

Advanced Practice Nurses, Physician Assistants, Physicians, Dentists, Pharmacists, Opticians, 

Psychologists, Psychiatrists, and Registered Dieticians. Patients must be of American Indian 

descent with a minimum age of 18 years. American Indian patients must presently reside within 

tribal areas of southern California.  

Selection bias may occur in the attainment of a convenience sample. Bias may occur in 

the self report questionnaire instrument used for this study to assess cultural competency of the 

health care provider. There may be patient bias when answering satisfaction question. 

G Power was the statistical power analysis program used to determine sample size. The 

sample size was computed using an alpha of 0.05, power of 0.80 and a medium effect of 0.3, for 

a correlational study. The results of G Power analysis yielded a sample size of 67 participants. 

After allowing for an additional 20% due to potential loss of participants, a sample size of 80 

subjects will be recruited for this study.  

Inclusion/Exclusion Criteria 

All study participants must be patients of the Indian Health Clinics of southern California 

and must be of American Indian descent and a minimum of 18 years of age. Health care 

providers must work at the Indian Health Clinics serving these patients.  
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Data Collection 

A research study proposal will be submitted to California State University San Marcos 

Institutional Review Board (IRB) for request of approval to a conduct research study. Approval 

to conduct research study will also be requested of administrators of the Indian Health, Clinics. 

Approval to conduct a research study will also be requested of the Indian Health Council IRB 

committee.  

Potential study participants will be recruited through the Indian Health Clinics of 

southern California. To enhance recruitment of American Indian patients as research study 

participants, advertisement flyers will be included in clinic newsletters and be posted in Indian 

Health Clinics. The participating clinics will be asked to post the study flyer announcement 

through social media, Facebook, clinic web page and electronic newsletter. Potential health care 

providers of the Indian Health Clinics will be recruited with the same approach as the patients. 

The health care providers may be of varying backgrounds and professions to include Registered 

Nurses, Advanced Practice Nurses, Physician Assistants, Physicians, Dentists, Pharmacists, 

Opticians, Psychologists, Psychiatrists and Registered Dieticians. 

Once potential participants contact the researcher, study information will be provided to 

them in written form. If they agree to participate, the researcher will review the informed 

consent. If study participants decide to continue, they will sign the informed consent prior to 

collection of data. A demographic questionnaire will be administered to American Indian 

patients and health care providers participating in the research study. The demographic questions 

for patients will include the following: age range; of 18-30 years, 31-44 years, 45-59 years and 

60 years and over; tribal affiliation; and if their residence is on an Indian Reservation. In 
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addition, the following question will be asked: Are you satisfied with your health care providers 

knowledge and awareness of American Indian Culture in providing care to you?   

Demographic questions for Health Care Providers will include selection of type of 

provider by professional category, and the number of year(s) employed by Indian Health Clinic. 

Once the demographic questionnaire is completed the Cultural Competency Assessment (CCA) 

Tool will be administered to all health care providers participating in the research study. The 

CCA is a 5 point-Liket scale questionnaire. The overall tool measures cultural competency of 

healthcare providers. The research tool has two subscales including the Culturally Competent 

Behaviors (CCB) and the Cultural Awareness and Sensitivity (CAS). The CCB measures 

culturally competent behaviors. The CAS measures cultural awareness and sensitivity. Internal 

consistency reliability for the CCA was reported at .92. Cronbach’s alpha for the CCB and CAS 

subscales was reported at .93 and .75, respectively. The CCA and subscales have content and 

face validity that has been established for all items (Doorenbos, Schim, Benkert & Borse, 2005).  

Data Analysis 
 
Analytic Techniques 

Differences in unadjusted means will be tested using Student’s T-tests. Differences in 

unadjusted proportions will be tested using the chi-square statistic and when adjusted for 

confounders, will use the Mantel Haenszel chi-square test. Correlations will be estimated using 

Pearson correlation test if the variables are continuous. If the variables are nominal, a 

Spearman’s rho correlation test will be used. Prediction of outcomes, or dependent variables, 

such as patient satisfaction, will be modeled using linear regression techniques, with logistic 

regression for a dichotomous dependent variable and multiple regression for a continuous 

dependent variable. Regression modelling will allow controlling for confounders such as 
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demographic variables and other relevant confounders known to affect he dependent variable as 

yet to determined. Significance levels for all testing will be set alpha = 0.05 and two tailed tests 

will be used where appropriate.  

Test Statistic  

Test statistics will be run with the use of Statistical Package for the Social Sciences  

(SPSS) version 22. If data is scale Pearson’s r will be used, and if data is nonparametric the 

Spearman’s Rho test will be used for demographics of patients and health care providers. The 

patient satisfaction question will be correlated with the CCA score. Higher scores indicate higher 

levels of knowledge, more positive attitudes, and greater frequency of competence behaviors. 

The level of significance for Pearson r will be (alpha .05) for each with a confidence interval of 

(95%). 

Ethical Considerations 

The study will explore the relationship between health care provider cultural competency 

of American Indian culture and patient satisfaction of their health care provider knowledge of 

American Indian Culture. Study participants will be recruited using flyers and social media. 

Informed consent will be obtained form each study participant. A convenience sample of health 

care providers and patient participants will be given a demographic questionnaire to complete, 

and health care providers will be given a questionnaire that measures their awareness of 

American Indian culture. Data will be analyzed using descriptive statics and correlations. 

Summary 

Giger (2017) believes that it is the responsibility of the institution and at times of the 

corporation to ensure that nurses receive the proper knowledge and practices that can be offered 

through the findings of nursing research and development of culturally appropriate care and 
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practices, that can be identified to be needed by nurses caring for an increasingly growing 

diverse population within the United States. Validation of the appropriateness of the use of 

nursing theory in the area of cultural competency is needed, only through research and the 

acquisition of data can the appropriateness of this strategy to fulfill this lack of knowledge occur; 

evidence that stems directly from the nurse-client interaction, that would reflect a positive 

healthcare outcome in needed. Doorenbos, Schim, Benkert and Borse (2005) have stated that the 

literature affirming the positive connection of cultural competency and that of its use to 

positively address healthcare disparities is lacking. One might assume that cultural competency 

does positively affect health disparities that exist in the United States, but it is important to recall 

that the sources of disparity are complex and there are historic and modern inequalities that exist 

contributing to disparity among diverse populations.   

It is recommended that research instruments such as the Cultural Competence 

Assessment tool be used with different populations of health care providers, and nurses across 

the United States that are employed at Indian Health Care Clinics. It is important to continue 

nursing research that may have the potential to improve care for American Indian people. There 

have been documented indications American Indians are subject to care through Indian Health 

Care Clinics that may at times not be culturally appropriate. American Indians experience health 

care disparities at a much higher rate than that of other ethnic and culturally diverse 

communities.   

Through this statement a strong clear support of the importance of providing needed 

guidance through instruction, teaching and nursing theory in the foundation of education for 

nurses is called for and only through the combination of nursing skills and abilities of cultural 

assessment combined with critical thinking, can this knowledge have the potential to enrich the 
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nurse’s basis for an understanding of transcultural nursing. An addition component of 

importance is the acquisition of an understanding that would enable nurses to provide culturally 

competent and contextually meaningful care for diverse clients instead of the use of simply 

memorizing limited often stereotypic beliefs assigned to a certain cultural groups (Andrews & 

Boyle, 2012) as cited in Zuwang (2015). There is a need to gain knowledge of national goals and 

strategies as well as knowledge of the many laws and policies that affect care activities and 

disease prevention for American Indian people.  
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CHAPTER FOUR: GRANT ELEMENTS 

Potential Grants 

A funding opportunity from the office of Urban Indian Health Programs of Indian Health 

Services (IHS) which is a subcategory of the United States Department of Health and Human 

Services (HHS) was published on their website. Indian Health Services objectives for this 

funding opportunity are referred to as the 4-in-1 health program objectives. These health 

program objectives focus on (1) health promotion and disease prevention (HP/DP) services, (2) 

immunization services, (3) alcohol and substance abuse related services, and (4) mental health 

services. The estimated total program funding for this grant is $8,300,000 with awards ranging 

from $50,000 to $650,000. The funding goals are to achieve a healthcare delivery environment in 

the Urban Indian Health setting of comprehensive and easily accessible healthcare provided by 

culturally acceptable personal.  

Although the aim of this funding opportunity was consistent with the aim of this grant 

proposal for a research study focusing on working toward a healthcare delivery environment 

which offers easily accessible healthcare provided by culturally acceptable personal. This grant 

was not chosen and would not be an appropriate grant for which to apply this proposal due to the 

designation of the awarded funding to provide research in the Urban Indian Health Programs and 

clinical setting. 

An additional grant funding possibility is from the United States Department of Health 

and Human Services (HHS) federal agency, Center for Disease Control and Prevention (CDC) / 

Agency for Toxic Substances and Disease Registry (ATSDR). The title of this grant funding 

opportunity is “Good Health and Wellness in Indian Country,” with the goal of implementing 

and culturally adapting holistic approaches to reduce the use of tobacco, the improvement of 
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nutrition and physical activity, and to increase health literacy. The eligibility for the application 

of this 3-year funding opportunity has the goal of supporting tribes that aim to support resiliency 

through supporting a connection to community, family and culture. This support is known to 

reduce risk factors of chronic disease. The grant was not chosen due to the aim of achieving 

these goals is to build on existing programs.  

Selected Grant 

The third grant funding opportunity announcement is by the HHS National Institutes of 

Health (NIH) and focuses on encouraging research to improve Native American health. The 

research may include conducting pilot and feasibility studies and may also include the 

assessment and validation of measures being developed or adapted for the use in Native 

American communities. The funding agency is looking for research that is consistent with 

cultural beliefs with the aim of improving healthy lifestyles by improving behaviors and social 

conditions or environmental conditions associated with and contributing to the development of 

chronic diseases. The ultimate goal is the reduction and prevention of chronic disease.  

Historical causes of disease for American Indian people includes the introduction of 

processed and preserved foods, high in salt, sugar and fat through the Commodity Food Program, 

and has resulted in an increase of chronic diseases such as heart disease, diabetes, obesity and 

cancer. Chronic disease contributors also include such behaviors as the use or abuse of tobacco, 

alcohol, and other drugs. Barriers to treatment and disease prevention may stem from cultural 

norms of the American Indian people such as introversion, modesty, pragmatism, and fatalism. 

Attitudes and beliefs that are barrier to successful health care strategies in the prevention and 

treatment of chronic diseases often are linked to historical trauma and increase risk for the 
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acquisition and transmission of diseases such as HIV, hepatitis and other sexually transmitted 

disease states.   

The adaptation of positive strategies by developing measures linking traditional cultural 

practices for maintaining healthy American Indian communities has the potential for engaging 

those in need of improving their health state. Traditional practice for good health of the 

American Indian population includes an active lifestyle and a diet of fresh foods.  

 The effectiveness of health care delivery is dependent on the understanding and inclusion 

of traditional health beliefs and practices of the American Indian people. Traditional health belief 

and practices are key to the attainment of improving health states, goals of treatment, health 

outcomes, as well as adherence and adaptation of the plan of care into their lifestyle. The 

ultimate goal is for health care systems to develop and set standards of care to improve the 

Native American peoples’ quality of life. The goals of research may include analysis of existing 

data sources, including review of epidemiological tribal health clinic electronic health records, or 

tribal vital statistic records.  

The research objective of this grant proposal is to improve clinical practices and health 

care delivery to the American Indian population through increased knowledge and understanding 

of culturally competent strategies. Future research may focus on interventions to improve 

cultural competency by the incorporation of diversity training and opportunities for behavior 

change.  The improvement of the delivery of clinical services through the use of culturally 

relevant and traditional practices is included in the specific research objectives and outcomes 

measures for this funding opportunity.  
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Budget 

 
DETAILED BUDGET FOR INITIAL BUDGET 

PERIOD DIRECT COSTS ONLY 
 

 
FROM 
 
September 15, 2019 
 

 
THROUGH 
 
March 15, 2020 

 
NAME ROLE ON 

PROJECT 
Cal. 
Months 

Acad. 
Months 

Summer 
Months 

INST. 
BASE 
SALARY 

SALARY 
REQUESTED 

FRINGE 
BENEFITS 

TOTAL 

Mary Sandoval, 
B.S., RN, PHN 

Primary 
Investigator 6  

   
4000 
per 
month 

24,000 7200 31,200 

Dr. Denise 
Boren, PhD, 
RN 

 6 
   $175 per 

hour x 30 
hours 

 5,250  

Dr. Debra 
Morton, PhD, 
Public Health 

 6 
   $175 per 

hour x 40 
hours 

 6,000. 

Research 
Assistant  
 

  
6 

   
1050 
per 

month 

 
6300 

 
1890 

 
8190 

 
 

        

 
 

        

 
 

        

SUBTOTALS    
45,240 

CONSULTANT COSTS 
  

0 
EQUIPMENT (Itemize) 
Laptops x2 = $1500 
Printer/Copier = $130 
Software for computers = $175 
External hard drive for laptops = $180 
Subscription for internet service for the study period = $420 2405 
SUPPLIES (Itemize by category) 
Paper, ink, writings tools and flash drives = $200 200 
TRAVEL  
Mileage = 2000 x 0.58 = $1160 
Registration, travel and lodging for the AANP conference = $1750 
Registration, travel and lodging for the Native American Healthcare conference = $1020 3930 
OTHER EXPENSES (Itemize by category) 
Incentives for patients = $800   Incentives for Health Care Providers = $600 1400 
TOTAL DIRECT COSTS FOR BUDGET PERIOD  $53,175 
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Budget Justification 

Primary Investigator 

The primary investigator for this study will be Mary Sandoval, B.S., RN, PHN. Mary 

attended Loma Linda University School of Nursing for her undergraduate studies. She has 

experience in clinical nursing in oncology, and as a Public Health Nurse with Riverside-San 

Bernardino County Indian Health for the past twenty years. Mary is a participant in a scholarship 

program entitled Graduating American Indians into Nursing (GAIN) and is currently enrolled at 

the California State University, San Marcos School of Nursing, Master of Science in Nursing 

(MSN) program, specifically in the Family Nurse Practitioner (FNP) specialty program. Mary 

plans to continue serving the American Indian community as an FNP health care provider at the 

Indian Health Clinic. 

Research Assistant 

A research assistant will be hired to accompany and assist the primary investigator at 

each location designated for surveys to be conducted. The research assistant will be recruited 

from the American Indian community. It is important for the research assistant to be a person of 

American Indian descent to achieve a level of comfort for those encouraged to participate in the 

patient survey process. The research assistant will help the primary investigator consent patients, 

distribute surveys and enter data into a research database.  

Consultants 

Consultants for this research project will include two experienced researchers. 

Consultants include Dr. Denise Boren, PhD, RN who was a Nurse Scientist in the Navy for five 

years prior to her employment California State University, CSUSM. Dr. Boren served on the 

Institutional Review Board (IRB) of University of San Diego, Naval Medical Center Portsmouth, 
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VA, and Naval Medical Center San Diego. She has completed the CITI training. Dr. Boren has 

her own program of research and has mentored both faculty and students on research studies and 

grant projects. She has also taught undergraduate and graduate research courses for most of her 

academic career. Dr. Boren will provide mentorship when the study begins and throughout the 

process. 

An additional consultant, Dr. Deborah Morton, PhD, Public Health is a epidemiologist 

and methodologist. Her role includes assistance with the statistical analysis and interpretation of 

results. Dr. Morton will work with the research assistant on data entry into SPSS software and 

with the primary investigator on data analysis.  

Equipment and Supplies 

A laptop computer will be needed for use by the primary investigator for research, 

statistical analysis, and storage of participant data. In addition, there is a need for a software 

program for research analysis. Additional costs for a printer/copier, external hard drive for 

backup of the laptop, and a subscription for internet service will be needed for the study period. 

Supplies such as paper, writing tools, flash drives and ink will also be required. 

Travel 

The principal investigator and research assistant will travel from home to each of the 

Indian Health Clinics (Soboba, Morongo, Anza, Torres-Martinez, Pechanga, and Rincon) which 

are considered recruitment locations for research study participants. The travel distances vary 

from 25 to 190 miles. The standard mileage reimbursement rate per mile traveled (IRS, 2019) is 

$0.58 and the total travel approximation of mileage reimbursement is 2,000 miles. Travel and 

airfare cost has been added to the budget for attendance at the 2020 American Association of 

Nurse Practitioners (AANP) conference held in New Orleans, Louisiana. This includes 
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conference registration, travel and lodging. Conference registration, travel, and lodging for 

attending the 2020 Native American Healthcare Conference is budgeted as well. 

Incentives 

An incentive will be offered to each community member in appreciation for their 

participation in the research study. The incentive will be a $20 Panera Bread gift card. The health 

care professionals participating in the research study will be offered a 32GB flash drive for their 

time in completing the research survey.  

Timeline 

 Phase I: 

Announcement of research study will be made to the American Indian community 

stakeholders with interest in the health care of the American Indians. Stakeholders will be invited 

to attend a presentation on the research to be conducted. These stakeholders will include the 

board of directors of the Riverside-San Bernardino County Indian Health, Inc. and the Indian 

Health Council, Inc.  The board of directors is comprised of representatives from each of the 

tribes that participate in the consortium for the formation of the two clinic organizations. 

Advertisement flyers will be included in clinic newsletters and be posted in Riverside, San 

Bernardino and San Diego County Indian Health Clinics. Attendance and participation in the 

research study will be announced to the American Indian community. The participating clinics 

will be asked to post the study flyer announcement through social media, Facebook, clinic web 

page and electronic newsletter. The supplies and equipment will be purchased and the research 

assistant will be trained to recruit and consent participants, and collect data.  

Phase II: 

The health care provider survey data will be collected by attendance of the monthly 
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meeting of health care providers employed by the Riverside-San Bernardino County Indian 

Health Inc. and that of Indian Health Council, Inc. The primary investigator and the research 

assistant will administer research surveys to health care professionals in attendance that chooses 

to participate in the study.  

Patient satisfaction survey data will be acquired by the attendance of the primary 

investigator and/or research assistant during clinical operation hours at the Riverside-San 

Bernardino County Indian Health, Inc. and Indian Health Council, Inc. clinics. They will set up a 

table in the lobby for recruitment, consent of subjects and the administration of the patient 

survey. The statistician will train the research assistant on database development and entry of 

data.  

Phase III: 

  Although data will be entered into SPSS as data is collected, the analysis of the data will 

be conducted in phase III. The statistician will prepare the data and assist the primary 

investigator with data analysis. Once the results are available, the research team will interpret the 

data and complete the research report. Dissemination of findings at selected conferences and 

writing transcripts for publication will also be done in phase III. 

Plan for Dissemination of Findings 

 A review and presentation of findings to the stakeholders will be done at an open 

presentation held at the Riverside-San Bernardino County Indian Health, Inc. and Indian Health 

Council, Inc. facilities. This presentation will be completed prior to any dissemination of data.  

 Dissemination of research findings will take place at selected conferences. The 

conferences will include the American Association of Nurse Practitioners (AANP), the National 

Native American Health and the Riverside-San Bernardino County Indian Health, Inc. Family 
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Wellness conferences. The primary investigator will submit a call for abstracts, prepare the 

PowerPoint and/or poster and present the study results. 

The AANP Conference is the nation’s largest nurse practitioner conference in the nation. 

It will be an opportunity for dissemination of research findings as well as networking with nurse 

practitioners from all health care backgrounds. This conference is attended by nurse practitioners 

from all over the nation, and seeks to offer education on issues of health care legislation, 

regulation and practice.   

An additional opportunity for dissemination of findings and for networking with other 

health care professionals will be the attendance of a national conference on Native American 

health at Pechanga Resort in Southern California. Tribal health clinic professionals and tribal 

leaders will be in attendance to receive information on the health care delivery including research 

findings affecting strategies, and policy for Indian Health care clinics.   

In addition to the important national and regional conferences, a local conference 

attended by health care stakeholders of the Riverside-San Bernardino County Indian Health, Inc., 

the Family Wellness Conference is planned. The local conference is held the Soboba Casino and 

Resort.  

Professional Publications 

A manuscript on findings will be submitted for publication to the American Journal of 

Public Health. This journal publication supports research information affecting the health of 

Native Americans. The Center of Rural Health will also be considered for publication of research 

findings. The Center of Rural Health is known for work in a variety of areas, and of bringing 

together expertise to help share knowledge and tools with a broad range of rural and tribal 

stakeholders. Additionally, the Journal of American Indian Education will be considered for 
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publication of research findings from this study. The Journal of American Indian Education 

strives to improve Indigenous education through empirical research, knowledge generation, and 

transmission to researchers, communities, classrooms, and diverse educational settings. 
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APPENDIX A 

Cultural Competence Survey 

 
Increasing cultural diversity of people in our communities and workplaces is a fact of 
life.  Diversity among students, co-workers, and organizations is also expanding.  
Improvements in travel and communication have brought people with different cultures, 
languages, and customs into contact as never before.  A greater variety of people within 
our communities, schools, and workplaces continues to have an impact on the way that 
we think, feel, and act. 
 
This survey is designed to explore your knowledge, feelings, and actions when you 
interact with others in the context of health care and health service environments and in 
academic settings.  Your answers are strictly confidential.  The researchers will put your 
answers together with those of others to get an overall profile for group cultural 
competence and educational needs.  We will also use your responses together with 
those of other people such as yourself to design cultural competency training programs 
to meet specific needs.  Neither your identity nor your individual answers will be shared 
with anyone. 
 
Questions on this survey are intended to gather information about how you personally 
think, feel, and act.  Some questions may not fit your situation exactly depending on the 
type of work you do at this time.  Please try to answer every question.  If you are unsure 
or have no opinion on an item, use the “No Opinion” or “Not Sure” options.  There are 
no “right” or “wrong” answers. 
 
Completing this survey is completely voluntary.  It will take about 20 minutes of your 
time.  You may choose not to participate.  You may stop at any time.  Your completion 
of the survey indicates your informed consent to participate in this study. 
  
NOTE:  This instrument may only be used with the express permission 
of the authors.  For information contact: 
 

Dr. Ardith Z. Doorenbos 
doorenbo@uw.edu 
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VERSION: 5 March 2016azd 
 
1. In the past 12 months, which of the following racial/ethnic groups have you 

encountered among your clients and their families or within the health care 
environment or workplace?   Mark ‘X’ for all that apply. 

❑ Hispanic/Latino (including Mexican, Mexican American, Chicano, Puerto 
Rican, Cuban, other Spanish) 

❑ White/Caucasian/European American 
❑ Black/African American 
❑ American Indian/Alaska Native 
❑ Asian (Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, or 

other Asian) 
❑ Native Hawaiian/Pacific Islander 
❑ Arab American/Middle eastern 
❑ Other (specify) _________________________________________ 

 
2. In your current environment what percentage of the total population is made up of 

people from these racial/ethnic groups? Write in percents to add to 100% 
 
____ Hispanic/Latino (including Mexican, Mexican American, Chicano, Puerto 

Rican, Cuban, other Spanish) 
____ White/Caucasian/European American 
____ Black/African American/Negro 
____ American Indian/Alaska Native 
____ Asian (Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, or 

other Asian) 
____ Native Hawaiian/Pacific Islander 
____ Arab American/Middle Eastern 
____ All other groups combined 
100 % = TOTAL 

 
3. In the past 12 months which of the following special population groups have you  

encountered among your clients and their families or within the health care 
environment or workplace?  Mark ‘X’ for all that apply. 

❑ Mentally or emotionally Ill 
❑ Physically Challenged/Disabled 
❑ Homeless/Housing Insecure 
❑ Substance Abusers/Alcoholics 
❑ Gay, Lesbian, Bisexual, or Transgender 
❑ Different religious/spiritual backgrounds 
❑ Other (specify) _____________________________________________________ 
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4. In your current environment what percentage of the total population is made up of 
people from these special population groups?  Write in percents; may not total 100% 
____ Mentally or emotionally Ill 
____ Physically Challenged/Disabled 
____ Homeless/Housing Insecure 
____ Substance Abusers/Alcoholics 
____ Gay, Lesbian, Bisexual, or Transgender 
____ Different religious/spiritual backgrounds 
 

5. Overall, how competent do you feel working with people who are from cultures 
different than your own? 

 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
For each of the following statements, put an ‘X’ in the box that best describes 
how you feel about the statement. 
 
6. Race is the most important factor in determining a person’s culture.  
 

Strongly 
Agree Agree 

Somewhat 
Agree Neutral 

Somewhat 
Disagree Disagree 

Strongly 
Disagree 

No 
Opinion 

❑ ❑ ❑ ❑ ❑ ❑ ❑ ❑ 
 
7. People with a common cultural background think and act alike.  
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
8. Many aspects of culture influence health and health care. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
9. Aspects of cultural diversity need to be assessed for each individual, group, and 

organization. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
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10. If I know about a person’s culture, I don’t need to assess their personal preferences 
for health services. 

 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
11. Spiritual and religious beliefs are important aspects of many cultural groups. 

 
Very competent 

Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
12. Individual people may identify with more than one cultural group. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
13. Language barriers are the only difficulties for recent immigrants to the United Sates. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
14. I believe that everyone should be treated with respect no matter what their cultural 

heritage. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
15. I understand that people from different cultures may define the concept of “health 

care” in different ways. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
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16. I think that knowing about different cultural groups helps direct my work with 
individuals, families, groups, and organizations. 

 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
For each of the following statements put ‘X’ in the box that best describes how often you do 
the following: 
 
17. I include cultural assessment when I do individual or organizational evaluations. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
18. I seek information on cultural needs when I identify new people in my work or 

school. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
19. I have resource books and other materials available to help me learn about people 

from different cultures. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
20. I use a variety of sources to learn about the cultural heritage of other people. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
21. I ask people to tell me about their own explanations of health and illness. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
  



54 
 

22. I ask people to tell me about their expectations for health services. 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
23. I avoid using generalizations to stereotype groups of people. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
24. I recognize potential barriers to service that might be encountered by different 

people. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
25. I remove obstacles for people of different cultures when I identify barriers to 

services. 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
26. I remove obstacles for people of different cultures when people identify barriers to 

me. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
27. I welcome feedback from clients about how I relate to people from different cultures. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
28. I find ways to adapt my services to individual and group cultural preferences. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
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29. I document cultural assessments if I provide direct client services. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
 
30. I document the adaptations I make with clients if I provide direct client services. 
 

Very competent 
Somewhat 
competent 

Neither competent 
nor incompetent 

Somewhat 
Incompetent Very Incompetent 

❑ ❑ ❑ ❑ ❑ 
Your answers to these last few questions will help us understand responses from 
different kinds of people who complete the survey.  ALL answers are strictly 
confidential. 
 
Read each item below and decide whether the statement is true or False as it 
pertains to you personally.  Mark your answers with an ‘X’ in the True or False 
box. 
 
31. It is sometimes hard for me to go on with my work if I am not encouraged. 

 
True False 

❑ ❑ 
 

32.  I sometimes feel resentful when I don’t get my way. 
 

True False 

❑ ❑ 
 
33. On a few occasions, I have given up doing something because I thought too little of 

my ability. 
 

True False 

❑ ❑ 
34. There have been times when I felt like rebelling against people in authority even 

though I knew they were right. 
 

True False 

❑ ❑ 
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35. False matter who I’m talking to, I’m always a good listener. 
 

True False 

❑ ❑ 
 
36. There have been occasions when I took advantage of someone. 
 

True False 

❑ ❑ 
 
37. I’m always willing to admit it when I make a mistake. 
 

True False 

❑ ❑ 
 
38. I sometimes try to get even rather than forgive and forget. 
 

True False 

❑ ❑ 
 
39. I am always courteous, even to people who are disagreeable. 
 

True False 

❑ ❑ 
 

40. I have never been irked when people expressed ideas very different from my own. 
 

True False 

❑ ❑ 
 

41. There have been times when I was quite jealous of the good fortune others. 
 

True False 

❑ ❑ 
 
42. I am sometimes irritated by people who ask favors of me. 
 

True False 

❑ ❑ 
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43. I have never deliberately said something to hurt someone’s feelings. 
 

True False 

❑ ❑ 
 
 
44. In what year were you born? 

45.  Using the categories below, what do you consider yourself?   (Choose one or 
more) 

 
❑ Hispanic/Latino (including Mexican, Mexican American, Chicano, Puerto 

Rican, Cuban, other Spanish) 
❑ White/Caucasian/European American 
❑ Black/African American 
❑ American Indian/Alaska Native 
❑ Asian (Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, or 

other Asian) 
❑ Native Hawaiian/Pacific Islander 
❑ Arab American/Middle eastern 
❑ Other (specify) _________________________________________ 

46.   What is your highest level of education completed? 
❑ Less than high school 
❑ Diploma 
❑ High school or GED 
❑ Associate degree 
❑ Bachelors degree 
❑ Graduate or professional degree 

 
 
47. Have you ever participated in cultural diversity 
training?  
 
48. If you have had prior diversity training, which option below best describes it? 

(Check all that apply) 
❑ Separate college course for credit 
❑ Content covered in a college course 
❑ Professional Conference or Seminar 
❑ Employer Sponsored Program 

Yes NO 

❑ ❑ 
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❑ On-line (computer assisted ) Education 
❑ Continuing Education Offering 
❑ Other diversity training types (Specify) _____________________________ 

 
49. Which of the following best describes your current role? 

❑ LPN 
❑ RN 
❑ Clerical Worker 
❑ Nutritionist 
❑ Therapist (occupational or physical) 
❑ Physician 
❑ Other _________________________________ 

 
Thank you for taking this survey.  We appreciate your time and effort! 

If you have any questions or concerns about this research, please contact: 
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APPENDIX B 
Cultural Competence Survey 

CODING / SCORING INSTRUCTIONS 
VERSION November 2010 

 
Non-Scaled QUESTIONS 
 
Non-Scaled 
QUESTIONS 
1 & 
3 

Diversity 
Experience  

Count # groups checked 
Range = 0 - 8 

Greater number 
= greater 
exposure to 
diversity   

2 
& 
4 

Community of 
Service 

Describe distribution pattern Demographic 

5 Self Reported 
CCA 

5-4-3-2-1 ordinal scale Greater number 
= greater self 
reported overall 
competence 

44 Age Current year – year of birth = 
age 

Demographic 

45 Self ID 
Race/Ethnic 

Dummy Code – Nominal Data Demographic 

46 Education level Code 0 – 6 : lowest to highest Demographic 

47 Prior Diversity 
Training 

Code 1 = yes   0 = no Demographic 

48 Type of prior 
training 

Dummy Code – Nominal Data Demographic 

49 Current Role* Dummy Code – Nominal Data Demographic 

51 EACPHS 
Program* 

Dummy Code – Nominal Data Demographic 

* Customize to specific application of instrument 
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Cultural Competence Assessment Scales 
8 
9 

11 
12 
14 
15 
16 

Cultural Awareness 
& Sensitivity 
Subscale (CAS) 

Strongly Agree = 7 
Agree = 6 
Somewhat Agree = 5 
Neutral = 4 
Somewhat Disagree = 3 
Disagree= 2 
Strongly Disagree = 1 
No Opinion = do not include item 

Add all item codes 
and divide by # 
items answered 
individual Cultural 
Awareness & 
Sensitivity 
Subscale Score 
 
Larger number 
means greater 
awareness & 
Sensitivity 
 
Range = 1 to 7 
 

6 
7 

10 
13 

Cultural Awareness  
& Sensitivity 
Subscale – reverse 
coded items 

Strongly Agree = 1 
Agree = 2 
Somewhat Agree = 3 
Neutral = 4 
Somewhat Disagree = 5 
Disagree = 6 
Strongly Disagree = 7 
No Opinion = do not include item 

17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 

Cultural 
Competence 
Behavior Subscale 
(CCB) 

Always = 7 
Very Often = 6 
Somewhat Often = 5 
Often = 4 
Sometimes = 3 
Few Times = 2  
Never = 1 
Not Sure = do not include item 

Add all item codes 
and divide by # 
items answered 
individual Cultural 
Competence 
Subscale Score 
 
Larger number 
means more 
Cultural 
competence 
Behaviors 
demonstrated  
 
Range = 1 to 7 
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Marlow-Crowne Social Desirability Scale 
31 
32 
33 
34 
36 
38 
41 

Social Desirability 
Scale  
(Marlowe-Crown) 

Code   TRUE = 0 
FALSE = 1 

(items that are undesirable but 
probably true of most people) 

 
 
Sum points for 
individual social 
desirability score 
 
Range = 0-13 
 
Higher score = 
more need for 
approval 

35 
37 
39 
40 
42 
43 

Social Desirability 
Scale  
(Marlowe-Crown) 

Code  TRUE = 1 
FALSE = 0 

 
(items that are culturally 
acceptable) but probably untrue 
of most people) 
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APPENDIX C 
American Indian Patient Demographic Survey 

 
Demographic questions patients: 
 
Age:_______________  Tribal affiliation:___________________. 
 
Residence on an Indian Reservation.  (Circle Chosen)  Yes or No 
 
 
Rate your Satisfaction: 
 
 
Rate your level of satisfaction with your health care provider’s knowledge and awareness of 

American Indian Culture in providing care to you. 

Always Very Often Somewhat Often Sometimes Few Times Never Not sure 

(___)  (___)   (___)   (___)  (___)   (___)   (___)  (___)  

Cultural Competency of Healthcare Provides and  

Patient Satisfaction in the American Indian Community 

California State University, San Marcos 

Principle Investigator Research 
 
Mary C. Madrigal Sandoval 
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APPENDIX D 
Informed Consent 

 
Introduction 
 
This consent form is for American Indian patients of or Health care provider working at an 
Indian Health Clinic in Riverside, San Bernardino, and Northern San Diego Counties of 
California. Participants will be asked to complete a patient satisfaction survey or a cultural 
competency assessment survey. This research study is titled “Cultural Competency of Healthcare 
Providers and Patient Satisfaction in the American Indian Community: Grant Proposal for a 
correlational study.” The information recorded is confidential, your name is not being included 
on the forms, only a number will identify you, and no one else except the researcher, will have 
access to it. 
 
Invitation to Participation 
 
I am, Mary C. Madrigal Sandoval, MSN- FNP student at CSUSM. I am the primary researcher 
on a study to be conducted in the Indian Communities of Riverside, San Bernardino, and 
Northern San Diego Counties of California. The purpose of this study is to explore the 
relationship between health care provider’s awareness of American Indian culture and patient 
satisfaction of their health care provider’s knowledge of American Indian culture.  
 
Challenges in the delivery of health care services to American Indian people includes recognition 
of the importance of cultural competency training as a part of the educational programs of study 
for each health care provider. The acquisition of cultural competency potentially could increase a 
health care provider’s ability and openness to engage American Indian Patients, increase quality 
of health care and positive outcomes, and reduce health disparities. It is important as a survival 
strategy at this time for the American Indian to ask for the health care providers to acculturate to 
the American Indian culture. 
 
Requirements of Participation  
 
This consent form may have words that you do not understand. If you do not understand 
something, stop and ask me, and I will take my time to explain.  
Participation requirements:   

1.) American Indian Patient of the Indian Health Clinic must be 18 years of age or older.  
2.) Health care provider working at an Indian Health Clinic in Riverside, San Bernardino and 

Northern San Diego Counties of California. You will be asked to participate in a survey.  
 
American Indian Patients 
 
You will be asked to take part in research of satisfaction of your health care in relationship to the 
provider’s knowledge and awareness of American Indian Culture in providing health care. If 
assistance is desired, each question may be read out loud by the administrator and the participant 
may answer what to write down. If you do not wish to answer any of the questions, you may skip 
it and move on to the next one.  
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Health Care Providers 
 
You will be asked to select; type of provider by professional category, and the number of year(s) 
employed by Indian Health Clinic. The Cultural Competency Assessment (CCA) Tool, a 5 Point-
Likert scale questionnaire will be administered. It is requested that all the questions be answered.  
In the event you do not wish to answer any of the questions, you may skip it and move on to the 
next one.  
 
Potential Risks 
 

• You may be faced with overwhelming emotions as you are asked personal information 
that may not be easy to talk about. You do not have to answer any question or take part 
in this research study if you do not wish to do so. You do not have to give me any reason 
for not answering any question, or not wanting to take part in the research study.  

• There is also a small chance of possibly losing secrecy and privacy. 
 

Safeguards 
 
I will not be sharing any information about you to anyone outside of the research team. No 
identifiers will be used on the surveys or the demographic data. Information that I receive from 
you will have a number on it instead of your name. Data will be kept confidential in a password 
protected computer only accessible by the researcher. The information that I will get from you 
during this research will be kept private. Only the primary researcher, Mary C. Madrigal 
Sandoval, will know what your number is and I will lock that information up in a box with a lock 
and a key. It will not be shared or given to anyone.  
 
Benefits 
The data will be analyzed and be used to make recommendations on cultural competency. It is 
believed insight in obtaining cultural competency has the potential to increase a health care 
provider’s ability and openness to engage American Indian patients, increase quality of health 
care and positive outcomes, and reduce health disparities. 
 
Voluntary participation 
Your participation in this project is entirely voluntary. It is your choice whether to take part in 
this research study or not. If you choose not to join the research, you will still continue to get the 
care and services provided by this facility and nothing will change. You can also take yourself 
out of this research any time you wish and there will not be any penalties due to withdrawal.  
 
Contact Information and Signatures 
If you have any questions you can ask me now or later.  
My name is Mary C. Madrigal Sandoval. You can also contact me anytime on my phone at  
(951) 508-2019 or email me at sando092@cougars.csusm.edu  
 
This study has been approved by the California State University San Marcos Institutional 
Review Board (IRB), the IRB of Indian Health Council, Inc. and the administrators of the 
Riverside, San Bernardino County Indian Health, Clinic, Inc. Questions about your right as a 
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research participant should be directed to the Institutional Review Board at ird@csusm.edu or 
(760) 750-4029. You will be given a copy of this form for your records. 
 
I have read the following information, or it has been read to me. I have had the chance to ask 
questions about it and any questions that I have asked have been answered to my satisfaction. I 
consent to voluntarily participate in this study. 
 
Print Name of Participant: …………………………………………………………… 
 
Signature of Participant: …………………………………………. 
 
Date: ………………………………………………………… 

mailto:ird@csusm.edu
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