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ABSTRACT

The purpose of this study was to determine if English Language Learners (ELLS),
who had successfully completed a healthcare education program, identified support services
as having an impact on their academic success, and to identify what support services were
critical to their successful completion of the healthcare education program. The researcher
was interested in learning how higher education institutions, that offer healthcare education
programs, could better support ELLSs to be successful in their chosen program.

A qualitative case study methodology was used for this study. Five ELLs who
successfully completed a healthcare education program at a small, private, health sciences
college in the Midwest were interviewed. The case study methodology provided the
opportunity for participants to share their perceptions and wisdom from first-hand accounts
of their knowledge and engagement in the subject matter.

All five participants indicated support services did have an impact on their success as
an ELL in a healthcare education program. Six support services were identified as critical to
their successful completion of a healthcare education program as an ELL. The first five
services: (a) additional time for learning, (b) tutoring, (c) build confidence, (d) assign mentor,
and (e) additional time for practice were each unanimously identified by all five participants
as critical to their success as an ELL in a healthcare education program. The sixth service,
integrate ELLs and English as First Language (EFL) students in the same classroom, was
viewed as a positive experience and would support the learning experience of the ELLs by
three of the five total participants in this study. Two of the participants did not feel this would

be supportive of learning by the ELL.



CHAPTER 1. INTRODUCTION

Background of the Study

The United States is becoming more ethnically and culturally diverse. 2008 U.S.
Census Bureau statistics, as reported by Hansen and Beaver (2012) cite “nearly 37 percent of
the U.S. population identified themselves as minority and greater than 55 million households
have a first language other than English” (p. 166). Dass-Brailsford (2007) cite U.S.
Department of Health and Human Services statistics (2005) “since 1975, the U.S. has
resettled 2.4 million refugees. Since the enactment of the Refugee Act of 1980, the average
number of refugees admitted annually is 98,000 (p. 226). Passel and Cohn (2008) indicate:

The U.S. population is projected to grow by 117 million people between the years

2005-2050 due to the result of immigration. Of this increase, 67 million will be the

product of direct immigration and 50 million will be their descendents (p. 1).

Dass-Brailsford (2007) defines “refugee” according to the United Nations (U.N.)
protocol “people outside their country of nationality who are unable or unwilling to return to
their country because of persecution or a well-founded fear of persecution due to race,
religion, nationality, or membership in a particular social or political group” (p. 226).
Fairbairn and Jones-Vo (2010) define “immigrant” as “an individual who has permanently
moved to a new country of their own accord” (p. 10).

The magnitude of the changing demographics of the U.S. population is critically
important to the healthcare industry from both a cost containment and a human respect
perspective. “Cultural incompetence by healthcare providers can contribute to the additional

difficulties endured by politically traumatized clients” (Dass-Brailsford, 2007, p. 230). In



2006, the Joint Commission on Accreditation of Healthcare Organizations (JCAHO)
recognized the importance of cultural competent care and added it to their guidelines as a
standard expectation of care (as cited by Gilchrist & Rector, 2007). People from diverse
backgrounds are more likely to seek healthcare from a provider of a similar race or ethnicity
(Smedley, Stith, & Nelson, 2003). Byrd and Clayton (as cited by Gilchrist & Rector, 2007)
stated “when diverse providers are available, patients are more likely to use health care
services more appropriately and costs are better maintained” (p. 277). Research by Cooper
and Powe (2004) indicated patients are more compliant with treatment regimens and express
increased fulfillment with their care when their healthcare provider is of a similar race and
ethnicity. An interpretation of the literature would certainly support it is wise to provide
healthcare for culturally and ethnically diverse people by culturally and ethnically diverse
healthcare providers. If considered from the perspectives of reverence, integrity, and
compassion for all of mankind, perhaps it would also be viewed as not only a wise thing to
do, but the right thing to do.

In analyzing the literature on the need for a diverse healthcare workforce, there is
extensive writing about the critical importance for increased diversity among the nursing
profession; however, minimal research has focused on the need for increased diversity of
allied health (non-nursing, non-physician) care providers. Brown (2008) articulates
“improving the nation’s diversified workforce is a challenge for all health professions™ (p.
184). As a result of these research findings, the majority of the literature identified in this
study comes from nursing sources. The information from the literature is applicable and
impacts the entire healthcare industry, across all touch points of the patient-care continuum,

and the entire healthcare team. The Sullivan Commission (2004) reported a vision for the



entire U.S. healthcare system focusing on excellence, access, and quality for all people. The
commission identified the need to augment diversity in the healthcare professions by
constructing creative career pathways and transforming the culture of health professions
schools.
Immigrants and refugees coming to the United States face challenging cultural
adjustments. These individuals have overcome significant barriers to arrive in the U.S. and
once here, continue to face extreme challenges in cultural adjustment. Dass-Brailsford (2007)
cite the following cultural adjustment concerns:
¢ Relocation to another country and a loss of original home means that all that was
considered familiar instantly changes. From the outset, adjustment is traumatic.
Connections are disrupted with significance contexts that include land, language,
customs, families, and social networks (Marsella, 1994; Rechtman, 1992).

e Loss of employment and dwindling financial resources increase refugees’
socio-economic stressors (Boehnlein & Kinzie, 1995).

e Language and cultural challenges are inevitable during the process of adjusting to
a new country (Pope & Garcia-Peltoniemi, 1991, p. 228).

Giger and Davidhizar (2004) developed a transcultural assessment model to evaluate
cultural differences among people. This model is based on six interrelated factors that
influence a person’s cultural norms including:

e Communication (ingrained early in life);

e Space (personal space expectations);

e Time (passage of time, points of time, and duration of time);

e Social organization (patterns of learned cultural behavior);



e Environmental control (perception of capacity to direct the environment);

¢ Biological variations (physical, psychological, and health characteristics (p. 6-16).
A person’s level of awareness of these factors, their acceptance of these differences, and their
interest to learn about these unique differences all influence their cultural acceptance of
others. It is imperative for the healthcare industry to expand the level of cultural competence
among their providers. By preparing more culturally and ethnically diverse individuals in
healthcare careers, the cultural awareness of the healthcare team increases and as a result, the
care provided originates from a more culturally competent paradigm. This heightened
cultural awareness better serves the increasingly diverse populace of the U.S.

For the purpose of this study, the researcher utilized certain terminology
interchangeably. The following terms were used in reference to a person(s) for whom English
is not their first language: (a) Immigrant, (b) Refugee, (c) English Language Learner (ELL),
(d) English as Second Language (ESL), and (e) English as Additional Language (EAL).

ELLs face noteworthy barriers to higher education. Yoder (1996) classified the
barriers of ELLs in higher education as: (a) personal, (b) academic, (c) language, and (d)
cultural (p. 8). Malu and Figlear (1998) identified similar areas of concern for ELLs: (a)
language development, (b) different expectations of nursing education, (c) fear of failure, and
(d) the participatory learning model (p. 44). ELLs are learning English and the language of
healthcare as well as the language specific to their chosen profession. There is an adaptation
occurring to the American culture, as well as the culture of their chosen profession. From an
academic perspective, often ELLs have to adjust to a completely foreign instructional style
with different learning expectations from which they are accustomed. While all of this is

occurring, the ELLs are enduring personal adjustments ranging from a change in their social



relationships and support system, to internal feelings of fear of loneliness and alienation
(Gardner, 2005b).

An extreme obstacle to higher education for immigrants and refugees is the language
barrier. Language acquisition poses a significant barrier for ELLs. Reading, writing, and
speaking in English, as well as listening to the English language is challenging for ELLSs.
Research conducted by Sanner (2004) identified students were reluctant to speak in class and
experienced intimidation and discrimination because of their accents. As a result, ELLs can
be labeled as non-participatory.

Caputi, Engelmann, and Stasinopoulos (2006) cited Krashen’s work on second
language acquisition:

Fluency in the second language is the result of acquiring the language, not just

learning it. Acquisition refers to the subconscious process of “‘picking up’ the

language through exposure and [learning refers] to the conscious process of studying.

Both processes are necessary for successful mastery of a second language (p. 108).

The cummins model of language acquisition (as cited by Abriam-Yago, Yoder, and
Kataoka-Yahiro, 1999, p. 144-145) identifies two continuums upon which language
acquisition occurs. The first continuum is context embedded (facial expressions, gestures,
feedback) and context reduced (more complex communication dependent on the student’s
knowledge of the language such as in a textbook or lecture). The second continuum is
cognitively undemanding (subconscious occurrences of everyday life) and cognitively
demanding (requires conscious focus of language and concepts). The cummins model also

identifies two categories of language proficiency: (a) Basic Interpersonal Communication



(BICS) and (b) Cognitive Academic Language Proficiency (CALP). Figure 1 is a simple

graphic interpretation of the cummins model.

Cognitively Undemanding
BICS (subconscious occurrences)

Context Embedded Context Reduced
(facial exXpressions, o ——.__(textboOK, lecture)
gestures, feedback)

Cognitively Demanding CALP
(conscious focus)

Figure 1.1. cummins model (Abriam-Yago et al., 1999)
The goal of language acquisition with the cummins model is to move from cognitively
demanding, context reduced content to a more cognitively undemanding, context embedded
state of understanding. ELLs who have a working understanding of social language (context
embedded and cognitively undemanding) may feel they would be successful in an academic
program when in reality they do not have the language skills necessary to be successful
(Malu & Figlear, 1998).
Problem

As the population of the United States becomes increasingly culturally and ethnically
diverse, the impact on the healthcare system is significant. A magnitude of providers across
the healthcare continuum is not prepared to provide cultural competent care. Immigrants and
refugees who come to the United States are resistant to seek healthcare services from
non-ethnically and culturally diverse healthcare providers (Smedley et al., 2003; Gilchrist &

Rector, 2007; and Cooper & Powe, 2004). The significant change in the demographics of the



U.S. population is critically important to the healthcare industry from both cost containment
and a human respect perspective.

Immigrants and refugees often have experienced significant trauma, and witnessed
first-hand enormous pain and suffering of those around them. These ELLs often aspire to
work in healthcare in hopes of giving back and helping others. For those who dare to dream
of becoming a healthcare provider, they must overcome significant barriers (Gardner, 2005b;
Giger & Davidhizar, 2004; Malu & Figlear, 1998; Sanner, 2004; and Yoder, 1996).

To meet the growing demand for culturally and ethnically diverse healthcare
providers, the challenge for the healthcare industry is to attract more culturally and ethnically
diverse individuals who aspire to careers in healthcare. As a result of this demand, healthcare
higher education institutions face the challenge of offering effective support services to help
ensure the success of culturally and ethnically diverse students (ELLs, EALS, and ESLSs).
These ELLSs are highly valued students who, if given the proper support services, can go on
to become excellent healthcare providers who actively demonstrate compassion while
conveying a profound sense of reverence for all those entrusted in their care. The outcome of
a more culturally and ethnically diverse healthcare provider workforce will be the provision
of more culturally competent care.

Purpose

The purpose of this study was to determine if ELLs, who had successfully completed
a healthcare education program, identified support services as having an impact on their
academic success, and to identify what support services were critical to their successful

completion of the healthcare education program.



Research Questions

Two research questions guided this study:

1. Do ELLs identify support services as having an impact on their academic success

in a healthcare education program?

2. What support services do ELLs identify as critical to their successful completion

of a healthcare education program?
Significance of the Study

The United States is becoming more ethnically and culturally diverse. ELLs often
encounter language and cultural barriers when seeking medical care. These barriers can
create a sense of fear to the point of preventing many of these individuals from obtaining
medical care until it becomes an emergency. This level of healthcare crisis manifests in a
significantly compromised health status for the individual, affecting their quality of life, and
generates a heightened burden on the healthcare system through increased emergency room
Visits.

As reported by Smedley et al. (2003) people from diverse backgrounds are more
likely to seek healthcare from a provider of a similar race or ethnicity. The provision of
culturally competent care is the standard expectation as mandated by JCAHO in 2006 (as
cited by Gilchrist & Rector, 2007). By having healthcare providers who look different than
the traditional Caucasian healthcare provider, a greater sense of connectedness for ELLs will
be fostered and the opportunity to build trust with their healthcare provider will be enhanced.
This will promote the utilization of healthcare services at a more health conscious

appropriate time and cost effective level, prior to the situation becoming an emergency.



Institutions that provide healthcare education need to explore innovative models that
embrace ELLs. Creative and meaningful support services need to be provided for ELLs to
meet their unique challenges. These support services need to be congruent with the needs
identified by ELLs, and not based on assumptions of what others think ELLS may need.
Successful completion of their chosen program and transition into professional practice
benefits the healthcare workforce and the increasing diverse population of the United States.

This study provides a voice for immigrants and refugees interested in pursuing a
career in healthcare to clearly articulate what services would most help them as ELLs in a
healthcare education program. As a population often silenced as a result of the magnitude of
barriers they face, the opportunity to be heard allows meaningful insight into identifying
resources to best meet their needs.

The findings of this study provide institutions of higher education, which offer
healthcare programs, guidance into how to better serve these unique and highly valued
learners. The outcomes are significant for all stakeholders involved in the education of
healthcare providers, healthcare policy makers, and healthcare consumers.

Educators and administrators in higher education have a need to be better informed
on how to best meet the needs of ELLs in higher education. The findings of this study
contribute to the body of knowledge on supporting ELLs in higher education, with a focus on
ELLs in healthcare education.

The findings of this study contribute to the body of knowledge on resiliency theory,
specifically focused on adult immigrants and refugees’ pursuit of higher education, with a

focus on healthcare education.
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Theoretical Framework

The theoretical framework chosen to guide this study was resiliency theory. This
theory is based on the premise that individuals have the ability to overcome adversity.
Turner, Norman and Zunz, (1993) defined resiliency as “the ability to bounce back, recover,
or successfully adapt in the face of obstacles and adversity" (p. 170). Werner (as cited by
Dass-Brailsford, 2007) identified “resiliency is the term applied to those individuals exposed
to severe risk factors who nevertheless thrive and excel” (p. 29). Dumont and Provost (1999)
indicated resilient people possess an attitude of adaptability. In the 1989 landmark
longitudinal study by Werner, resilient individuals were described as having the ability to use
protective coping mechanisms to assist in overcoming adversity. Dass-Brailsford (2005)
added “cultural context” parameters to the definition by indicating resiliency is “a subjective
concept that is not simple to define. What may be considered resilient in one context may not
be so in another. Resiliency is a process that occurs within a cultural context” (p. 575-576).
Richardson, Neiger, Jensen, and Kumpfer (1990) define resiliency as “the process of coping
with disruptive, stressful, or challenging life events in a way that provides the individual with
additional protective and coping skills than prior to the disruption that results from the event”
(p. 34). Higgins (1994) delineates “resilient” from “survivor” in that “resilient emphasizes
people do more than merely get through difficult emotional experiences...it’s an active
process of self-righting and growth” (p. 1). Benard (1991), as cited by Henderson and
Milstein (1996), identifies all individuals have an aptitude for resiliency. The extent to which

resiliency is developed differs based on individual circumstances.
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Wolin and Wolin (1993), as cited by Henderson & Milstein (1996), identify:

Seven internal characteristics “resiliencies” that develop as a result of dysfunctional

environments. These resiliencies are initiative, independence, insight, relationship,

humor, creativity, and morality. Even one of these characteristics...can be enough to
propel that person to overcome challenges of dysfunction and stressful environments

and that additional resiliencies often develop from an initial single strength (p. 10).
“The qualities that define individual resilience have been demonstrated in individuals from
different ethnic groups, different socioeconomic strata, different cultural settings, and at
different life stages,” (Werner, 1989, as cited by Richardson et al., 1990, p. 33).

The application of resiliency theory for this research study speaks to explain the
foundational strength and aptitude that immigrants and refugees must possess in-order to
cope, adapt, and survive the enormous challenges they face. Higgins (1994) identifies
resilient people are “self-propelled, they operate with a firm belief that knowledge is power
and that their futures will advance if they are active change-agents in their own lives” (p. 20).

The success of ELLs pivots on their ability to be resilient and persevere. Resiliency
theory provides a theoretical explanation of where this strength originates. The participants in
this study were immigrants and refugees who fled their homelands in hopes of building a
new and better life in America.

Resilience, like growth itself, is a developmental phenomenon propelled by vision

and stamina. It evolves over time. Facilitating resilience is more a matter of

orientation than explicit intervention. It assumes that many of the maltreated are

motivated to overcome hardship... (Higgins, 1994, p. 319).
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A key factor in the immigrants and refugees’ level of success is determinate upon
their ability to secure gainful employment in this country. Providing a pathway for these
individuals to successfully complete a healthcare education program and pursue a career in
healthcare, meets the need for gainful employment, as well as the desire of many immigrants
and refugees to give back and care for others. As resilient individuals build levels of success,
they achieve “consistently higher self-esteem over time” (Higgins, 1994, p. 21).

In considering the concept of resiliency in schools, Henderson and Milstein (1996)
identify:

Resiliency research offers hope based on scientific evidence that many, if not most, of

those who experience stress, trauma, and “risks” in their lives can bounce back. It

challenges educators to focus more on strengths instead of deficits, to look through
the lens of strength in analyzing individual behaviors, and confirms the power of

those strengths as a lifeline to resiliency (p. 3).

Richardson et al. (1990) developed the resiliency model. This model suggests
challenges in life can result in different outcomes and even initial “dysfunction” can achieve
a positive resolution. The outcome of what happens in a person’s life is determinant by their
reaction to the circumstance, which is dependent upon their available resources, both internal
and external, to adjust and move forward. The more resilient a person is the more positive or
successful their responses will be. Henderson and Milstein (1996) identify:

The environment is critical to an individual’s resiliency in two ways. First, the

internal protective factors that assist an individual in being resilient in the face of a

stressor or challenge are often the result of environmental conditions that foster the

development of these characteristics. Second, immediate environmental conditions
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present, in addition to the stressor or challenge, contribute to shifting the balance of
an individual’s response from one of maladaptation or dysfunction to homeostasis or
resiliency (p. 7).

Figure 1.2 is a simple graphic interpretation of the resiliency model.

Stressors Reintegration
Adversity with Resiliency
Risks

Individual and Reintegration
Environmental > to Comfort Zone
Protective (Homeostasis)
Factors

Disruption |:> Reintegration > Reintegration

With Loss
(Maladaptation)

Dysfunctional
Reintegraton

Figure 1.2. resiliency model (Henderson and Milstein, 1996)

Henderson and Milstein (1996) indicate “resilience is a characteristic that varies from
person to person and can grow or decline over time; protective factors are characteristics
within the person or within the environment that mitigate the negative impact of stressful
situations and conditions” (p. 8). Table 1.1 is a listing of internal and external protective
factors affecting resiliency taken from Richardson et al., 1990; Benard, 1991; Werner, and

Smith, 1992; and Hawkins, Catalano, and Miller, 1992 (Henderson & Milstein, 1996, p. 9).
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Table 1.1. Internal and Environmental Protective Factors (Henderson and Milstein, 1996)

Internal Protective Factors:
Individual Characteristics That Facilitate Resiliency

Gives of self in service to others and/or a cause

Uses life skills, including good decision making, assertiveness, impulse control, and
problem solving

Sociability; ability to be a friend; ability to form positive relationships
Sense of humor

Internal locus of control

Autonomy; independence

Positive view of personal future

Flexibility

Capacity for and connection to learning

Self-motivation

Is “good at something”; personal competence

Feelings of self-worth and self confidence

Environmental Protective Factors:
Characteristics of Families, Schools, Communities, and Peer Groups That Foster Resiliency

Promotes close bonds

Values and encourages education

Uses high-warmth, low-criticism style of interaction

Sets and enforces clear boundaries (rules, norms, and laws)

Encourages supportive relationships with many caring others

Promotes sharing of responsibilities, service to others, “required helpfulness”
Provides access to resources for meeting basic needs of housing, employment, healthcare,
and recreation

Expresses high and realistic expectations for success

Encourages goal setting and mastery

Encourages prosocial development of values (such as altruism) and life skills (such as
cooperation)

Provides leadership, decision making, and other opportunities for meaningful
participation

Appreciates the unique talents of each individual

Internal and Environmental Protective Factors (Henderson and Milstein, 1996)
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Through identification and increasing the awareness of these internal and
environmental protective factors, those working with immigrants and refugees are better
prepared to facilitate supportive measures to enhance their level of success.

Researcher’s Positionality

The researcher first started working with immigrants and refugees through
employment at a small, private, health sciences college in the Midwest. As part of their
vision and mission, this institution reached out to immigrants and refugees in the community
and provided an opportunity to pursue a healthcare education program to those interested in
pursuing a career in healthcare.

The researcher’s capstone project involved working with the data being collected
from the co-horts of ELLs pursuing a healthcare education program and conducting a
literature review of support services for ELLs. The researcher then compared the results of
the literature review with what support services were being offered and made
recommendations toward the consideration of offering additional support services based on
data from the literature discovery. This process sparked additional interest in conducting a
qualitative study to learn from the ELLs who successfully completed a healthcare education
program. The researcher’s intent was to compare what the college was already offering, what
was identified in the literature, and what did ELLs who successfully completed a healthcare
education program recommend regarding support services for ELLSs.

Delimitations/Limitations of the Study
This study involved interviews of five participants who successfully completed a

healthcare education program at a small, private, health sciences college in the Midwest. The
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small sample size and purposeful sampling limits the generalizability of the research
findings.
Definition of Terms

The following terms were defined for use in this study:
English as Additional Language (EAL): A person for who English is not their first language.
The term is used interchangeably with ELL and ESL.
English as First Language (EFL): A person for who English is their first language.
English Language Learner (ELL): A person for who English is not their first language. The
term is used interchangeably with EAL and ESL.
English as Second Language (ESL): A person for who English is not their first language. The
term is used interchangeably with EAL and ELL.
Immigrant: A person who comes to permanently live in another country.
Mother Language: A person’s first language; language used in their home country. The term
is used interchangeably with Native Language.
Native Language: A person’s first language; language used in their home country. The term
is used interchangeably with Mother Language.
Refugee: A person who flees their home country to permanently live in another country.
Resiliency: The ability to adapt and overcome challenges.

Summary

The purpose of this study was to determine if ELLSs, who had successfully completed
a healthcare education program, identified support services as having an impact on their
academic success, and to identify what support services were critical to their successful

completion of the healthcare education program. Two research questions guided this study
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with a focus on whether ELLs identify support services as having an impact on their
academic success in a healthcare education program, and what support services did ELLs
identify as critical to their successful completion of a healthcare education program.

Chapter 2 examines a review of the literature pertaining to barriers and support
services for ELLs in a healthcare education program.

Chapter 3 identifies the methodological approach for the study. This chapter reviews
the epistemology, methodology, and methods used; as well as the criteria followed for data
analysis and trustworthiness in qualitative research.

Chapter 4 presents the findings of the study identifying the support services critical to
the success of ELLs in a healthcare education program and themes that emerged.

Chapter 5 includes a discussion of the results relevant to the literature,

recommendations for future research, and conclusion.
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CHAPTER 2. LITERATURE REVIEW

Introduction

This chapter reviews the literature relevant to ELLs in a healthcare education
program. The findings are presented as barriers facing ELLs and support services for ELLs in
a healthcare education program.

Barriers Facing ELLs

The United States is becoming more ethnically and culturally diverse. 2008 U.S.
Census Bureau statistics, as reported by Hansen and Beaver (2012) cite “nearly 37 percent of
the U.S. population identified themselves as minority and greater than 55 million households
have a first language other than English” (p. 166). Dass-Brailsford (2007) cite U.S.
Department of Health and Human Services statistics (2005) “since 1975, the U.S. has
resettled 2.4 million refugees. Since the enactment of the Refugee Act of 1980, the average
number of refugees admitted annually is 98,000” (p.226). Passel and Cohn (2008) indicate:

The U.S. population is projected to grow by 117 million people between the years

2005-2050 due to the result of immigration. Of this increase, 67 million will be the

product of direct immigration and 50 million will be their descendents (p. 1).

The magnitude of the changing demographics of the U.S. population is critically
important to the healthcare industry from both a cost containment and a human respect
perspective. “Cultural incompetence by healthcare providers can contribute to the additional
difficulties endured by politically traumatized clients” (Dass-Brailsford, 2007, p. 230). In
2006, the JCAHO recognized the importance for culturally competent care and added it to

their guidelines as a standard expectation of care (as cited by Gilchrist & Rector, 2007).
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People from diverse backgrounds are more likely to seek healthcare from a provider of a
similar race or ethnicity (Smedley et al., 2003). Byrd and Clayton (as cited by Gilchrist &
Rector, 2007) stated “when diverse providers are available, patients are more likely to use
health care services more appropriately and costs are better maintained” (p. 277). Research
by Cooper and Powe (2004) indicated patients are more compliant with treatment regimens
and express increased fulfillment with their care when their healthcare provider is of a similar
race and ethnicity. An interpretation of the literature would certainly support it is wise to
provide healthcare for culturally and ethnically diverse people by culturally and ethnically
diverse healthcare providers. If considered from the perspectives of reverence, integrity, and
compassion for all of mankind, perhaps it would also be viewed as not only a wise thing to
do, but the right thing to do.

In analyzing the literature on the need for a diverse healthcare workforce, there is
extensive writing about the critical importance for increased diversity among the nursing
profession; however, minimal research has focused on the need for increased diversity of
allied health care providers. Brown (2008) articulates “improving the nation’s diversified
workforce is a challenge for all health professions” (p. 184). As a result of these research
findings, the majority of the literature identified in this study comes from nursing sources.
The information from the literature is applicable and impacts the entire healthcare industry,
across all touch points of the patient-care continuum, and the entire healthcare team. In 2004,
the Sullivan Commission reported a vision for the entire U.S. healthcare system focusing on
excellence, access, and quality for all people. The commission identified the need to augment
diversity in the health professions by constructing creative career pathways and transforming

the culture of health professions schools.
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Campinha-Bacote (2002) identifies cultural competence as a process involving five

aspects:

Cultural desire: the motivation to want to engage in the process of becoming
culturally competent and learn from cultural exchanges.

e Cultural awareness: the self-examination and in-depth exploration of one’s own

cultural background.

e Cultural knowledge: the process of learning about other cultures.

e Cultural skill: the ability to collect relevant cultural data.

e Cultural encounter: the interaction with individuals from diverse cultures (p. 181).
Research by Sealey, Burnett, and Johnson (2006) supports the need for cultural competency
training for faculty. In this study, 313 nursing faculty in the state of Louisiana were surveyed
using Campinha-Bacote’s model of cultural competence, the results indicate cultural
competency training is lacking.

Giger and Davidhizar (2004) developed a transcultural assessment model to evaluate
cultural differences among people. This model is based on six interrelated factors that
influence a person’s cultural norms including:

e Communication (ingrained early in life);

e Space (personal space expectations);

e Time (passage of time, points of time, and duration of time);

e Social organization (patterns of learned cultural behavior);

e Environmental control (perception of capacity to direct the environment);
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o Biological variations (physical, psychological, and health characteristics)
(p. 6-16).
A person’s level of awareness of these factors, their acceptance of these differences, and their
interest to learn about these unique differences all influence their cultural acceptance of
others.

Yoder (1996) classified the barriers of ELLs in higher education as: (a) personal, (b)
academic, (c) language, and (d) cultural (p. 8). Malu and Figlear (1998) identified similar
areas of concern for ELLs: (a) language development, (b) different expectations of nursing
education, (c) fear of failure, and (d) the participatory learning model (p. 44). ELLs are
learning English and the language of healthcare as well as the language specific to their
chosen profession. There is an adaptation occurring to the American culture, as well as the
culture of their chosen profession. From an academic perspective, often ELLs have to adjust
to a completely foreign instructional style with different learning expectations from which
they are accustomed. While all of this is occurring, ELLs are enduring personal adjustments
ranging from a change in their social relationships and support system, to internal feelings of
fear of loneliness and alienation (Gardner, 2005b).

Caputi et al. (2006) cited Krashen’s work on second language acquisition:

Fluency in the second language is the result of acquiring the language, not just

learning it. Acquisition refers to the subconscious process of ‘picking up’ the

language through exposure and [learning refers] to the conscious process of studying.

Both processes are necessary for successful mastery of a second language (p. 108).

The cummins model of language acquisition (as cited by Abriam-Yago et al., 1999, p.

144-145) identifies two continuums upon which language acquisition occurs. The first
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continuum is context embedded (facial expressions, gestures, feedback) and context reduced
(more complex communication dependent on the student’s knowledge of the language such
as in a textbook or lecture). The second continuum is cognitively undemanding
(subconscious occurrences of everyday life) and cognitively demanding (requires conscious
focus of language and concepts). The cummins model also identifies two categories of
language proficiency: (a) Basic Interpersonal Communication (BICS) and (b) Cognitive
Academic Language Proficiency (CALP). The goal of language acquisition with the
cummins model is to move from cognitively demanding, context reduced content to a more
cognitively undemanding, context embedded state of under