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Demographic changes and in-
creasing diversity in race, ethnic-
ity, culture, social context, and 
language of the population of the 
United States1,2 continue to con-
tribute to health care challenges. 
Despite these trends, a survey of 
US medical schools suggests that 
most medical schools provide 
inadequate instruction about cul-
tural issues.3 The recent release 
of the Association of American 
Medical Colleges (AAMC) Tool 
for Assessing Cultural Competence 
Training (TACCT) provides help-
ful guidance regarding objectives 

for curriculum focused on these 
issues.4 However, creating authen-
tic experiences that will provide 
all students with opportunities to 
encounter cultural differences and 
to receive feedback on their skills 
in dealing with those differences 
continues to be a challenge in busy 
clinical education settings. 

This paper describes a curricu-
lum project focused on a specific 
skill related to cultural competence. 
The goals of this project were to 
teach and evaluate the knowledge 
and skills necessary for third-year 
family medicine clerks to effec-
tively communicate with non-Eng-
lish-speaking patients when using 
interpreters in clinical settings.

 Methods
Curriculum development began 

with a review of the literature 
to identify the important issues 
related to the provision of inter-
pretation services.5,6 Content for 
a lecture-discussion focused on 
using interpreters was developed 
and implemented in the context of 
the family medicine clerkship, a 
6-week required experience for all 
third-year medical students. 

Concurrent with the development 
of a didactic session, we developed 
a strategy to assess students’ skill 
in using interpretation services 
effectively. All third-year medical 
students participate in a primary 
care objective structured clinical 
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exam (OSCE) used to assess stu-
dents’ mastery of various clinical 
skills. As part of this project, an 
OSCE case was written and a scor-
ing checklist developed to directly 
assess students’ ability to use an 
interpreter effectively to gather 
history information from a non-
English-speaking patient. The case 
involves a non-English-speaking 
woman who is accompanied in 
the physician’s office by a friend 
who is there to serve as an inter-
preter. Standardized patients were 
recruited from the community and 
trained to portray the patient and 
interpreter scripted in this case. 
The standardized patients speak 
fluent Russian. Although Spanish 
is the most common non-English 
language spoken in our region,1 
we chose Russian because we did 
not want bilingual (English/Span-
ish) medical students to have an 
advantage in this performance as-
sessment. Selecting a language that 
is relatively uncommon required 
all students to use and depend on 
the interpreter during the clinical 

interview. A scoring checklist, 
consistent with literature on the 
effective use of interpreters, was 
developed to capture observable 
behaviors.7 

A quasi-experimental—posttest-
only control group—design was 
used to assess the impact of the 
new curriculum. Two intact groups 
of family medicine clerks were 
involved in the study. The control 
group experienced the new OSCE 
case at the end of the academic 
year (June 2004). This group con-
sisted of students who completed 
the family medicine clerkship 
during the last three rotations of 
that academic year. Fifty-eight stu-
dents in this group completed the 
knowledge assessment during their 
family medicine clerkship, and 55 
encountered the interpreter case 
in the year-end OSCE. The new 
instruction was implemented with 
the start of the following academic 
year (July 2004). The intervention 
group included 136 family medi-
cine clerks who experienced the 
didactic sessions and discussions 

as part of the required family medi-
cine curriculum. Assessment of 
the impact of the intervention was 
based on students’ performance on 
written test items completed during 
the family medicine clerkship and 
on their performance on the inter-
preter case included in the year-end 
OSCE. Students’ performance on 
the case involving the interpreter 
was video-recorded and reviewed. 
Raters were trained regarding the 
checklist items and maintained 
inter-rater reliability >90%. Due 
to difficulties with scheduling 
and problems with technology, 
we were only able to analyze the 
OSCE performance for 116 of the 
total 136 students who had received 
instruction during the family med-
cine clerkship.

Results
T tests were used to compare 

group means for the knowledge 
items (written test) and skills as-
sessment in a simulated clinical 
encounter (OSCE). Significant 
differences were found for both 
knowledge assessment (control 
group mean=3.2, intervention 
group mean=4.1, P=.000) and skills 
assessment (control group mean= 
3.5, intervention group mean=6.7, 
P=.000). Item analysis for the skills 
assessment revealed that some 
skills were easier for students to 
integrate into the encounter than 
others. For example, more than 
75% of the students gave instruc-
tions to the interpreter and used eye 
contact appropriately, but less than 
30% took the initiative to arrange 
the seating in the room or correct 
the interpreter when she failed to 
adhere to her role in the interview. 
Table 1 displays the items assessed 
as well as the difficulty level, that is, 
the percent of students responding 
correctly.

Discussion
The instructional intervention 

appeared to be successful in im-
proving students’ knowledge and 
skills in effectively communicat-

Table 1

Assessed Items and Difficulty Level

Knowledge Items             % of Students 
        Responding Correctly
 Control Intervention
   n=58   n=136
Item referring to:
1. Eye-contact with both interpreter and patient 16 68
2. Use of family member as the interpreter 25 78
3. Instructions to the interpreter 46 79
4. Need for adequate time 100 99
5. Elaboration by the interpreter 61 85
6. Avoidance of long involved sentences 88 98
7. References to the patient in the third person 78 97

Skill Items             % of Students 
        Demonstrating Behavior
 Control Intervention
   n=55   n=116
Checklist item:
1. Rearranged the seating so interpreter was “in the background” 0 28
2. Instructed interpreter regarding her role 2 81
3. Made eye contact with patient during the majority of interview 22 78
4. Used first person and spoke directly to the patient 24 91
5. Used short sentences 95 99
6. Asked one question at a time  98 100
7. Avoided slang/technical jargon 91 92
8. Corrected the interpreter or gently reminded her of her role 0 11
9. Avoided side conversations with the interpreter 27 84
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ing with non-English-speaking 
patients in a simulated clinical 
setting. Further, using standardized 
patients and our OSCE program is 
a compelling approach to introduce 
curricular experiences that will pro-
vide all students with opportunities 
to encounter cultural differences 
and to receive real-time feedback. 
Some of the skills objectives iden-
tified in the TACCT will likely be 
easier to adapt to the standardized 
patient/OSCE format than oth-
ers but by standardizing as many 
experiences as we can, we will 
provide important experiences to 
supplement students’ varied clini-
cal experiences. Additional con-
texts can be identified and scripted 
and supplementary standardized 
patient cases developed and utilized 
to enhance students’ exposure to 
various aspects of cultural compe-

tence. While the degree of transfer 
of these skills to authentic contexts 
cannot be known, adding standard-
ized experiences incorporating 
a variety of cultural issues to the 
curriculum is an appropriate and 
practical approach to preparing 
medical students to meet the health 
needs of an increasingly diverse 
population.
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