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Abstract

Incorporating cultural sensitivity into healthcare settings is important to deliver high-quality and equitable care, particu-
larly for marginalized communities who are non-White, non-English speaking, or immigrants. The Clinicians’ Cultural
Sensitivity Survey (CCSS) was developed as a patient-reported survey assessing clinicians’ recognition of cultural factors
affecting care quality for older Latino patients; however, this instrument has not been adapted for use in pediatric primary
care. Our objective was to examine the validity and reliability of a modified CCSS that was adapted for use with parents
of pediatric patients. A convenience sampling approach was used to identify eligible parents during well-child visits at an
urban pediatric primary care clinic. Parents were administered the CCSS via electronic tablet in a private location. We first
conducted exploratory factor analyses (EFAs) to explore the dimensionality of survey responses in the adapted CCSS, and
then conducted a series of confirmatory factor analyses (CFAs) using maximum likelihood estimation based on the results of
the EFAs. Exploratory and confirmatory factor analyses (N =212 parent surveys) supported a three-factor structure assessing
racial discrimination (@=0.96), culturally-affirming practices («=0.86), and causal attribution of health problems («=0.85).
In CFAs, the three-factor model also outperformed other potential factor structures in terms of fit statistics including scaled
root mean square error approximation (0.098), Tucker-Lewis Index (0.936), Comparative Fit Index (0.950), and demonstrated
adequate fit according to the standardized root mean square residual (0.061). Our findings support the internal consistency,
reliability, and construct validity of the adapted CCSS for use in a pediatric population.

Keywords Factor Analysis - Pediatric Primary Care - Physician Cultural Sensitivity

Background

Dismantling disparities in pediatric primary care, especially
around care access, quality, and delivery is a priority of the
National Academy of Medicine and American Academy
of Pediatrics [1, 2]. Families of color (those identifying as
Black, Latino/a/e, Indigenous, Asian, Pacific Islander, or
multi-racial), those living in poverty, and those identifying
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as immigrants and/or non-English speaking are less likely
to receive high-quality healthcare and are less likely to have
a medical home [3-5]. Eliminating these disparities, which
are rooted in intersecting racism, poverty, xenophobia, and
language injustice, is critical to promote child health equity
and thriving [6].

One important way to promote health equity in pediat-
ric primary care is the provision of culturally sensitive care
(CSCQ). Past research from the adult literature has shown
that CSC is an essential part of building trust and rapport in
patient-provider communication during medical encounters
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and has been linked to improvements in patient-reported
quality of care, such as improved satisfaction with provid-
ers who had received cultural competency training and
improved patient-provider communication [7, 8]. However,
additional work has indicated that clinicians often lack train-
ing in providing CSC to patients [9, 10], which may lead
to poor health care quality [11-13]. Patients who perceive
discrimination or stigma from a healthcare provider may be
less likely to adhere to treatment recommendations [14—18].

Less work has focused on the provision of CSC in pedi-
atric settings. The pediatric setting is unique as providers
are engaging with patients, parents, and other caregivers.
Pediatric visits, particularly annual physical exams or well-
child visits, also have different goals than adult settings, as
well-child visits are tailored to the age and developmental
stage of the patient. Ragavan et al. conducted one of the first
studies examining culturally sensitive care within pediatric
primary care, finding positive associations between parent-
reported receipt of CSC and well-child care quality [19].
Further, a recent systematic review of culturally sensitive
interventions in pediatric primary care found preliminary
evidence of intervention feasibility, acceptability, and effi-
cacy [6]. Other analyses considering the validity of cross-
cultural instruments have focused on specific patient health
needs such as food allergies, obsessive—compulsive disorder,
and pain but not the concept of cultural sensitivity broadly
and were not focused on parents [20-22].

To understand how CSC is being translated into pediat-
ric settings, tailored measures are needed. A few measures
are available for adults, including the Clinician’s Cultural
Sensitivity Survey (CCSS-29). The CCSS-29 is a 29-item
patient-reported outcome measure developed by Népoles
and colleagues that assesses cultural sensitivity across 14
domains, including: complementary and alternative medi-
cine (2 items), mind-body connections (2 items), causal
attribution of health problems (2 items), preventive care (2
items), family involvement (2 items), modesty (2 items), use
of prescription medications (1 item), spirituality (1 item),
doctors’ discrimination due to education (2 items), doctors’
discrimination due to race/ethnicity (2 items), staff discrimi-
nation due to race/ethnicity (2 items), sensitivity to language
needs (3 items), discrimination due to language needs (3
items), and sensitivity to immigrant status (3 items) [23].
The CCSS-29 administers the first 11 domains (20 items)
to all patients. Two domains (sensitivity and discrimination
due to language needs) are targeted towards non-English
speaking patients, and sensitivity to immigrant status is only
asked of patients born abroad. The CCSS-29 has been used
and validated in Latino/a/e- identifying adults [24]. How-
ever, neither the CCSS-29, or, to our knowledge, other CSC
measures have been developed specifically for pediatric pri-
mary care settings. It is imperative to adapt and psychometri-
cally validate CSC measures for use in pediatric settings

so practices have an evidenced-based method to assess the
provision of CSC delivered to patients and their families.

In this study, we examined the structural validity of a
modified version of the CCSS-29. Since the original survey
was designed for self-administration by adult patients who
identify as Latino/a/e, it is important to examine the con-
struct validity of the modified instrument which was admin-
istered to parents of young children from different racial and
ethnic backgrounds. We addressed these gaps by conducting
exploratory and confirmatory factor analyses of a modified
version of the CCSS-29, the CCSS-Pediatric Primary Care
(CCSS-PPC), based on cross-sectional data collected from
a sample of parents and caregivers of patients 3—48 months
at a large urban safety-net hospital [19].

Methods

Modification of the CCSS-29 for Use in Pediatric
Primary Care

To modify the CCSS-29 for a pediatric primary care set-
ting, three pediatricians assessed the relevance of each
item and subscale using Brotanek et al.’s (2008) concep-
tual framework for cultural competency [25]. The Bro-
tanek et al. framework highlights how language sensitiv-
ity, clinicians’ practices, parental beliefs, folk illnesses,
and normative cultural values (i.e., beliefs and behaviors
that a particular cultural group values in interpersonal
interactions) intersect to create culturally sensitive envi-
ronments within pediatric primary care settings. The fol-
lowing subscales were excluded from the modified instru-
ment due to lack of relevance in pediatric primary care:
Mind-body connections (e.g., “How often did doctors ask
how your health was affecting your life?”), preventive
care (e.g., “How often did doctors talk to you about ways
to stay healthy?”), modesty (e.g., “How often did doc-
tors take a few moments to put you at ease before exam-
ining you?”), and use of prescription medications (e.g.,
“How often did doctors ask if you might have concerns
about taking prescription medicines?”). The ‘sensitivity
to immigrant status’ and ‘discrimination due to language
needs’ subscales were excluded since they did not apply
to all patients; a majority of our patient population was
not recent immigrants and preferred to converse in Eng-
lish. The remaining 8 subscales included complemen-
tary and alternative medicine, causal attributions, family
involvement, spirituality, clinician discrimination due to
education, clinician discrimination due to racial and eth-
nic background, office staff discrimination due to racial
and ethnic background, and sensitivity to language needs.

The CCSS-29 survey instructions and items were
then modified for use as a parent-reported instrument in
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a pediatric primary care context. For instance, instead
of asking respondents to reflect on their “experiences
talking with their doctors at [clinic name] over the past
12 months,” the revised pediatric version instructed par-
ents to reflect on their “experience bringing your child
(who is between the ages of 3—48 months) to their well-
child visits (which is also called a routine visit or a physi-
cal exam).” These adaptations were straightforward; for
instance, an item from the ‘causal attribution of health
problem’ domain was changed from “How often did
doctors seem interested in what you thought might be
causing your health problem?” to “How often did your
child's doctors seem interested in what you thought might
be causing your child's health problem?” The original
CCSS-29 included three items regarding sensitivity to
language needs; after pilot testing, we dropped two ques-
tions regarding interpreter use since a majority of parents
preferred to converse in English. No other modifications
to the original CCSS-29 item wording or response options
were made. Possible responses to each item were ‘Never,’
‘Rarely,” ‘Sometimes,” ‘Usually,” ‘Always.” Higher scores
may indicate higher or lower cultural sensitivity depending
on the specific question. Thus, we recoded all responses
from 1 to 5, with 5 being the most culturally sensitive. A
copy of the original CCSS-29 and modified instruments
(in English, Haitian Créole, and Spanish), which we refer
to as the CCSS-PPC throughout this study, are included as
Appendices A1-A4 in Supplementary material.

Linguistic Translation and Cultural Adaptation

A bilingual researcher modified the original Spanish
CCSS-29 translations to match our adapted English CCSS-
PPC. Another bilingual researcher then back-translated the
Spanish survey to ensure linguistic and conceptual equiv-
alence. For Haitian-Creole surveys, we sent the English
version of the survey to a professional translation service
which was then back-translated by a bilingual research
assistant. Four bilingual participants piloted the Span-
ish and Haitian-Creole surveys prior to use. Participants
were asked about how easily they understood the ques-
tions, their interpretation of the questions, and how well
the questions were translated from English to ensure the
CCSS-PPC was interpreted as intended.

Study Participants

A convenience sampling approach was used to identify eli-
gible participants at an urban pediatric primary care clinic
affiliated with a large, urban safety-net hospital in Bos-
ton, MA. Caregivers or parents (18 4+ years) with at least
one child aged 3—48 months were recruited before or after
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well-child visits. Recruitment occurred from December
2017 to August 2018 [19]. After reviewing a consent form
and assenting to participate, caregivers/parents completed
the CCSS-PPC via electronic tablet in a private location.
Respondents were able to complete the survey in either Eng-
lish, Haitian Creole or Spanish. Respondents were also given
the choice to either complete the survey independently or
have the survey read to them by a trained research assistant.
Participants received a ten-dollar gift card for their time.

Analytic Approach

Our analysis proceeded in three main steps. Surveys were
first compiled, reviewed for missing data, and sample
descriptive statistics were calculated. Item-level missingness
was generally low (0-5%); we excluded 19 respondents (9%
of total) that were missing answers to one or more items. In
sensitivity analyses, we replaced missing answers using ran-
dom forests and multiple imputation using chained equations
to reduce the potential for non-response bias [26]. Second,
we conducted exploratory factor analyses (EFAs) using ordi-
nary least squares estimation and oblimin rotation to explore
the dimensionality of the adapted CCSS-PPC in our study
sample. We conducted a scree test to explore the optimal
number of factors. A scree test involves visual examination
of the eigenvalues, which indicate the proportion of variance
explained by each additional factor, for a natural breakpoint.
We also employed three common statistical approaches to
inform the number of factors we would extract in our EFA
models; these included parallel analysis, the acceleration
factor, and the optimal coordinates index [27].

Third, we conducted a series of confirmatory factor anal-
yses (CFA) using maximum likelihood estimation based
on the results of the EFAs. We considered factor loadings
of >0.40 and an adequate fit to the specified CFA model as
supportive evidence for the given factor structure. Adequate
fit was defined as a scaled root mean square error approxi-
mation (RMSEA) <0.10, a Tucker-Lewis Index (TLI) and
Comparative Fit Index (CFI) of >0.90, and standardized root
mean square residual (SRMSR) of <0.08 [28-33]. We also
used likelihood ratio tests to compare the fit of alternative
factor solutions to the 8-factor model implied by the origi-
nal CCSS instrument. The internal consistency reliability
of each factor was examined by Cronbach’s a, where coef-
ficients > 0.70 were considered adequate for group-level
measurement.

Boston University Medical Campus’s Institutional
Review Board determined this study to be exempt. All analy-
ses were conducted using R version 4.0.2 and the associated
‘psych’ and ‘lavaan’ packages [34, 35]. Our analytic dataset
and R scripts are available upon request.
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Results

Of the 299 individuals approached during recruitment, 212
agreed to participate (71% response rate) and their charac-
teristics are contained in Table 1. The majority of partici-
pants were between the ages of 25-34 (50%), identified as
female (81.1%), and either attended at least some college or
completed a college degree (59.4%). A diverse mix of racial
and ethnic backgrounds were represented; the largest group
identified as Black, African American, or African (46.2%).

Item-level means, standard deviations, and inter-item cor-
relations for the revised CCSS-PPC questionnaire are con-
tained in Table 2. Respondents were most likely to report
that doctors inquired if they used any alternative medi-
cines (CAM1, mean 3.21), expressed interest in what they
thought may be causing the health problem (CAUSALI,
mean 4.18) or that doctors really seemed to listen to what
they thought was causing the health problem (CAUSAL?2,
mean 4.37). Respondents were least likely to report that
staff discriminated against them due to their race/ethnicity
(STAFF_DIS_RACEI, mean 1.10), that staff made negative
assumptions about them due to their race/ethnicity (STAFF_
DIS_RACE2, mean 1.10), or discrimination due to language
needs (LANGI, mean 1.12). In general, items within each of
the Népoles et al. domains were highly correlated. However,
answers to the discrimination-related questions (compris-
ing three original domains of the CCSS-29) were all highly
correlated.

Results of the scree test (Fig. 1), parallel analysis, and
optimal coordinates index supported a three-factor model.
Results of the acceleration factor supported a two-factor
model. Based on these results we decided to test two-,
three-, and four-factor models in our EFAs and CFAs. In
our four-factor EFA, one of the racial discrimination items
(DIS_RACELN) had a higher factor loading with the educa-
tion-related discrimination items.

The two-factor CFA model demonstrated poor fit across
RMSEA, TLI, CFI, and SRMSR. The three-factor CFA model
demonstrated poor fit across RMSEA, TLI, and CFI. The four-
factor CFA model demonstrated adequate fit according to TLI,
CLI, and SRMSR, but RMSEA exceeded the 0.10 threshold.
The eight-factor CFA model demonstrated adequate fit accord-
ing to CFI and SRMSR, but poor fit according to RMSEA and
TLI (Table 3). In an effort to capture conceptually broad versus
conceptually narrow constructs which often have poor predic-
tive power [36], we tested a modified 3-factor CFA model with
all discrimination items loading onto a single factor and with
residual correlations between DIS_RACE1, DIS_ED1, and
DIS_ED?2 items allowed. We found that fit statistics for the
three-factor CFA model improved substantially after allowing
for residual correlation. The modified three-factor model also
generally outperformed the other factor structures in terms of
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Table 1 Characteristics of the Study Sample (N=212)
Parent characteristics N (%)
Age (years)

18-24 31 (14.6)

25-34 106 (50.0)

35 or older 75 (35.4)
Gender

Female 172 (81.1)

Male 37 (17.5)

Other 3(1.4)
Relationship to child

Mother 169 (79.7)

Father 38 (17.9)

Other 524
Racial and ethnic background®

Black/African American/ African 98 (46.2)

Asian 13 (6.1)

White 26 (12.2)

Hispanic/Latino 42 (19.8)

Haitian 26 (12.2)

Other 13 (6.1)
Education

High school graduate/GED or less 86 (40.6)

Some college or 2-year degree 71 (33.5)

4-year college degree or more 55 (25.9)
Household weekly income

<$230/week 63 (29.7)

$231-$550/week 67 (31.6)

> $551/week 82 (38.7)
Place of birth

Born outside the US 97 (45.8)

Born in the US 115 (54.2)
English proficiency

Speaks & understands English “very well” 148 (69.8)

Speaks & understands English less than “very well” 64 (30.2)
Child characteristics N (%)

Age (months)

3-9 93 (43.9)

10-18 69 (32.5)

1948 50 (23.6)
Gender

Male 114 (53.8)

Female 98 (46.2)
Type of insurance

Medicaid 162 (76.4)

Private insurance 47 (22.2)

No insurance 0(0)

Other 3(1.4)

*Race/ethnicity were self-reported and respondents were allowed to
select multiple categories, if applicable

@ Springer
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Fig. 1 Scree plot of the percent-
age of variance accounted for by
the principal components. The
scree plot shows the results of a
principal components analy-

sis for the CCSS-PPC survey
instrument. It illustrates the
eigenvalues, or the proportion
of variance explained by each
additional factor

N w
o o
L L

Percentage of explained variances
=

Table 3 Fit statistics for confirmatory factor analyses

# of factors Fit statistic

RMSEA TLI CFI SRMSR
Two 0.192 0.754 0.794 0.097
Three 0.170 0.808 0.844 0.079
Three (modified)’ 0.098 0.936 0.950 0.061
Four 0.152 0.846 0.880 0.073
Eight? 0.145 0.860 0.921 0.043

RMSEA scaled root mean square error approximation, 7LI Tucker-
Lewis Index, CFI Comparative Fit Index, SRMSR standardized root
mean squared residual

"Modified model with all discrimination items loading onto a single
factor and with residual correlations between several items allowed

2Original factor structure described by Néapoles et al. (2012)

fit statistics; this model with residual correlation minimized
RMSEA (0.098), maximized both TLI (0.936) and CFI
(0.950), and demonstrated adequate fit according to SRMSR
(0.061). Results of the likelihood ratio tests demonstrate that
the modified three-factor model minimized both Akaike Infor-
mation Criteria and Bayesian Information Criteria and thus
outperformed all other factor structures that we tested.
Factor loadings for the final three-factor EFA and CFA
models are contained in Table 4. Loadings for other models
are available as Appendices A5-A8 in Supplementary material.
The first factor comprises six items and combines three of the
original Népoles et al. domains: discrimination due to educa-
tion, discrimination due to race/ethnicity and staff discrimina-
tion due to race/ethnicity (Cronbach’s a=0.96, 95% CI 0.95
to 0.97). The second factor comprises six items and combines
four of the original domains: complementary and alternative

@ Springer

4 5 6 7 8 9 10
Number of Dimensions

medicine, family involvement, spirituality, and sensitivity to
language needs (Cronbach’s a=0.86, 95% CI 0.83 to 0.89).
The third factor comprises two items and is identical to the
original ‘causal attribution of health problem’ domain (Cron-
bach’s a=0.85, 95% CI 0.81 to 0.89). Our model suggests
three domains centered around 1) discrimination, 2) cultur-
ally-affirming practices, and 3) causal attribution of health
problems. In sensitivity analyses, we repeated our analyses
after imputation of missing data. This produced identical factor
loadings (see Appendices A9-A11 in Supplementary material).

Discussion

We evaluated the psychometric validity and reliability of
the CCSS-PPC for use as a parent-reported measure of
CSC in a pediatric primary care setting. Our analyses sug-
gested a more streamlined conceptual model consisting of a
three-factor model for clinician cultural sensitivity, a find-
ing which differs from the eight-domain model implied by
the original CCSS-29. Our model suggests three domains
centered around 1) discrimination, 2) culturally-affirming
practices, and 3) causal attribution of health problems.
Fig. 2 shows the full-text of each of the CCSS-PPC ques-
tions that fall within associated domains. ‘Discrimination’
consists of a series of questions regarding discrimination
experiences, such as negative assumptions and experiences
from both doctors and administrative staff made about a par-
ent/caregiver’s level of education, race/ethnicity, and levels
of comprehension. ‘Culturally-affirming practices’ incor-
porates questions relating to traditional medicinal practices,
inclusion of extended family members in child health care
visits and decision-making, and recognition of spiritual
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Table 4 Results of the exploratory and confirmatory factor analyses of the CCSS-PPC

Survey Item* Exploratory Confirmatory

Factor 1 Factor 2 Factor 3 Factor 1 Factor 2 Factor 3

CAMI1. How often did your child’s doctors ask if your child uses alternative medi- —0.06 0.57 024 - 0.61 -
cines?

CAM2. How often did your child’s doctors ask you about whether your child uses —0.08 0.67 0.15 - 0.68 -
any traditional or home remedies?

CAUSALZ3. How often did your child’s doctors seem interested in what you thought 0.03 -0.03 1.01 - - 0.83
might be causing your child’s health problem?

CAUSALA4. How often did your child’s doctors really listen to what you thought was — 0.03 0.12 0.68 - - 0.91
causing your child’s health problem?

FAMI. How often did your child’s doctors ask if you wanted to include a family —0.01 0.77 0.01 - 0.80 -
member or a friend during your child’s medical visit?

FAM2. How often did your child’s doctor ask if you wanted to talk to your family or 0.03 081 -0.03 - 0.83 -
friends before making a decision about your child’s treatment?

SPIR1. How often did your child’s doctors ask if you had any religious or spiritual 0.05 08 —-0.10 - 0.85 -
beliefs that might influence your children’s health or health care?

DIS_EDI. How often did your child’s doctors make negative assumptions about 0.82 0.03 0.01  0.70 - -
your level of education?

DIS_ED2. How often did your child’s doctors assume that you would not under- 0.80 -0.03 0.05 0.67 - -
stand their explanations?

DIS_RACEL. How often did your child’s doctors pay less attention to you because 0.90 0.05 0.03  0.79 - -
of your race or ethnicity?

DIS_RACE2. How often did you feel discriminated against by your child’s doctors 0.94 0.01 -0.01 0.99 - -
because of your race or ethnicity?

STAFF_DIS_RACEI. How often did the office staff at your child’s doctor’s office 094 —-0.01 -0.04 0.99 — —
make negative assumption about you because of your race or ethnicity?

STAFF_DIS_RACE2. How often did office staff make negative assumptions about 092 -0.04 0.01 097 - -
you because of your race or ethnicity?

LANGI1. How often did your child’s doctors or office staff ask what language you 0.02 0.44 0.14 - 0.49 -

want to speak in?

Bold items indicate factor loadings > 0.40

CAM Complementary and alternative medicine, CAUSAL Causal attribution of health problem, FAM Family involvement, SPIR Spirituality,
DIS_ED Discrimination due to education, DIS_RACE Discrimination due to race, STAFF_DIS_RACE Staff discrimination due to race/ethnicity,

LANG Sensitivity to language needs

“The following abbreviations refer to factor loadings from Napoles et al. (2017)

beliefs and language preferences. The last domain, ‘causal
attribution of health problems’ consists of two questions
asking whether parent/caregiver beliefs regarding the cause
of their child’s illness are considered by clinicians.

The strengths of our model include being a simplified
and streamlined conceptual framework that has been tested
and applied in a safety-net pediatric population. The CCSS-
PPC was framed by Brotanek et al.’s (2008) conceptual
framework for cultural competency. Notably, our model
includes ‘discrimination’ which is not within the Brotanek
et al. framework. This highlights a significant gap in the
original conceptual framework; namely considering rac-
ism as a structural factor relating to cultural sensitivity. The
inclusion of ‘discrimination’ as a construct combines mul-
tiple domains pertaining to discrimination in the original
CCSS-29 model. ‘Discrimination’ as a domain is impor-
tant to highlight as the questions posed often relate to an

individual’s internal beliefs regarding medical interactions
as opposed to validation of external discriminatory experi-
ences. For instance, the domains of ‘complementary and
alternative medicine, language, and family’ are combined
into our second domain, ‘culturally-affirming practices’.
Considering the plurality of traditional beliefs and prac-
tices that may be relevant for clinical care, the results of our
analyses support the validity of culturally-affirming practices
as a singular domain strengthening the overall validity of the
measure as a whole.

Examining and actively working to dismantle patients’
experiences of discrimination is a critical tenet to the provi-
sion of CSC. However, this survey is limited in its focus on
interpersonal discrimination; while important, future cul-
tural sensitivity measures should consider strategies to dis-
mantle how structural and institutional factors impact CSC.
Examples include recruitment, retention, promotion, and
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Pediatric Clinician Cultural Sensitivity
Conceptual Model

1) Discrimination

2) Culturally-affirming
practices

v

3) Causal attribution of
health problems

How often did your child's doctors make
negative assumptions about your level
of education?

How often did your child's doctors
assume that you would not understand
their explanations?

How often did your child's doctors pay
less attention to you because of your
race or ethnicity?

How often did you feel discriminated
against by your child's doctors because
of your race or ethnicity?

How often did you feel discriminated
against by the office staff at your child's
doctor's office because of your race or
ethnicity?

How often did the office staff at your
child's doctor's office make negative
assumptions about you because of your
race or ethnicity?

How often did your child's doctors ask if
your child uses alternative medicines?

How often did your child's doctors ask you
about whether your child uses any
traditional or home remedies?

How often did your child's doctors ask if
you wanted to include a family member or
a friend during your child's medical visit?

How often did your child's doctors ask if
you wanted to talk to your family or friends
before making a decision about your
child's treatment?

How often did your child's doctors ask if
you had any religious or spiritual beliefs
that might influence your children's health
or health care?

How often did your child's doctors or office
staff ask what language you wanted to
speak in?

How often did your child's doctors seem
interested in what you thought might be
causing your child's health problem?

How often did your child's doctors really
listen to what you thought was causing
your child's health problem?

Fig.2 Revised three-factor conceptual model based on confirmatory factor analyses

support of underrepresented minority healthcare providers,
universal access to and use of interpreter services in health-
care settings, providing social service support for patients
living in poverty, increasing access to pediatric primary care
services, among many others [37, 38].

Limitations

Our findings should be considered in light of several limi-
tations. While our response rate was high (71%), we were
unable to collect demographic information on individuals
who declined participation and could not assess the potential
for non-response bias. We used a convenience sample at a
single large urban safety-net hospital in New England and

@ Springer

future research should attempt to replicate our findings in
other patient populations. Our sample primarily consisted
of respondents who were native-born or long-term U.S.
residents; our findings may not generalize to new immi-
grants. While we aimed to minimize any risk of coercion
for our participants, we acknowledge that this risk was not
entirely eliminated given the context of a majority non-
English-speaking participant population. Additionally, our
model was tested and validated in caregivers and parents of
a pediatric cohort ages 3—48 months; it should be further
validated in additional samples such as parents of older chil-
dren. Notably, our survey is intended for use with parents;
future studies should consider ways to collect perceptions
of cultural sensitivity from adolescents directly. We also
substantially modified and streamlined the CCSS domains
using Brotanek et al.’s conceptual framework for cultural
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competency, eliminating those questions that were deter-
mined to not be too general and not focused on issues of
cultural sensitivity. Our findings may thus not apply to users
of the original unadulterated survey instrument.

Conclusions

The streamlined CCSS-PPC assesses culturally-sensitive
care along three dimensions: discrimination, culturally-
affirming practices, and causal attribution of health prob-
lems. In this racially and ethnically diverse sample of par-
ents at a large urban academic medical center, we found this
simplified three-factor conceptual model outperformed all
measured alternatives.

Supplementary Information The online version contains supplemen-
tary material available at https://doi.org/10.1007/s10903-023-01469-2.
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