
● Cultural humility has three dimensions: 1) lifelong 
commitment to learning, self-evaluation and critical self-
reflection; 2) recognizing and challenging power 
imbalances; and 3) institutional accountability. 

● Cultural humility helps pave the way for “culturally safe” 
clinical care based on respectful, open communication that 
acknowledges innate power differentials within the 
healthcare system. 

● The objective of this study was to determine if an 
interactive educational workshop can increase knowledge 
and perceptions regarding cultural humility
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• Retrospective study of an educational workshop presented 
from July 2020 to March 2021. 

• Developed to meet the ACGME requirements of communicating 
effectively with patients, families, and the public,  across a 
broad range of socioeconomic and cultural backgrounds.

• Kern’s six step approach for curriculum development was used 
Survey include 8  perception and 12  knowledge questions. The 
surveys were completed by participants prior to the workshop and 
at the end of the workshop to objectively determine any changes 
in perception & knowledge from the interactive  intervention
Student’s t tests were performed with calculation of 95% 
confidence interval and odds ratio with a P value of 0.05 as 
significant. The study was approved by the IRB 

Detail
Cultural 
Humility 
presentation

Interactive presentation on core equity and 
cultural humility principles;

Reflective 
Activity1 :

Participants explored sociocultural identities and 
power, 

Reflective 
activity 2

Whole group discussion “You can still have an 
impostor moment, but not an impostor life”: 

• This study demonstrates that a 90-minute interactive 
workshop significantly increased   perception and 
knowledge regarding cultural humility

• Our program focused on “turning inward” enabling 
participants to explore their own sociocultural 
identities, the intersectionality of privilege and power 
structures and reflect on how  their background and 
experiences of privilege or subjugation could help, or 
hinder, their connection to patients.
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Variable* mean pre-
test score

mean post-
test score p value

Perception Questions
Personal negative healthcare 
encounter 2.75 (0.12) 2.99 (0.15) ns

Observed negative healthcare 
encounter 3.94 (0.1) 4.12 (0.1) ns

Confident doing cross-cultural 
patient Interview 3.73(0.09) 4.07(0.09) 0.009

Power over patients 
preventing    care 3.93(0.08) 4.25 (0.09) 0.007

Confident learning from 
patient 4.44 (0.06) 4.6 (0.06) ns

I judge patients 3.57 (0.09) 3.7 (0.12) ns

Confident in increasing 
respect of patients and 
negotiation

4.56 (0.06) 4.66 (0.06) ns

Building trust with 
marginalized patients 4.19 (0.07) 4.45(0.08) 0.014

Knowledge Questions

Asian culture 0.83 (0.03) 0.98(0.02) 0.001

African American culture 0.86(0.04) 0.95 (0.03) 0.048

Hispanic culture 0.35(0.04) 0.66(0.04) <0.001

Health equality 0.63(0.04) 0.83(0.04) 0.001

Health equity and inequity 0.52 (0.05) 0.61 (0.05) ns

Allostasis 0.62 (0.04) 0.66 (0.05) ns

Cultural humility 0.07 (0.02) 0.26(0.05) <0.001

cultural humility primary 
characteristic 0.62 (0.04) 0.74 (0.05) ns

Intersectionality 0.46(0.05) 0.7(0.05) 0.001

institution accountability 0.49 (0.05) 0.47 (0.05) ns

Reducing Power Imbalance 0.47(0.05) 0.63(0.05) 0.018

Lifelong self-reflection 0.42 (0.04) 0.48 (0.05) ns

133 participants: 45.5% males, 54.5% females. Non-
Hispanic Whites = 40.6%; Asians = 45.1%, Hispanic = 8.7%, 
African American = 1.5%. 78% born in the US; 39.8% in 
Western US, 22% born outside US. . There were 56.5% 
medical students, 30.6% GME residents & 12.9% faculty.

Participants were able to self-reflect to recognize 
cultural identities that are oppressed, privileged, or 
have changed over time. Race, gender and birth 
of place privileges and oppression/subjugation 
were highlighted by participants.


