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ORIGINAL REPORTS: COMMUNITY-BASED RESEARCH

CULTURE WITHIN THE CONTEXT OF CARE: AN INTEGRATIVE REVIEW

The purpose of this integrative review was to
examine the literature on culturally relevant
healthcare interventions, and their effect on
health outcomes, in an attempt to determine
whether culture matters in the context of
healthcare delivery. Research literature on cul-
turally relevant interventions from the past 20
years was reviewed using computerized
searches of Medline and CINAHL databases.
Results of the review indicate that culturally
relevant interventions significantly improve
health outcomes for patients with diabetes
mellitus (DM), drug addiction, sexually trans-
mitted infections (STIs), and other health prob-
lems. It appears that the design of culturally
relevant interventions does not require specific
knowledge of particular ethnic or cultural
groups, but of cross-cultural process principles.
Because the studies are highly variable with re-
spect to design and method, it is difficult to
isolate which particular aspects of the inter-
ventions are specifically associated with favor-
able outcomes. In addition, few of the studies
examined long-term effects of the interven-
tions on outcomes. (Ethn Dis. 2003;13:344–
353)
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INTRODUCTION

Despite advances in science and
technology, the incidence and preva-
lence rates of both infectious and chron-
ic diseases continue to increase, often
occurring at ages younger than previ-
ously observed. The complexity of dis-
ease management necessitates the active
involvement of the patient, and, often,
the family. Participation that results in
successful adherence to the therapeutic
regimen is dependent upon a number of
important factors, such as patient satis-
faction with the provider and healthcare
setting, and patients’ perception of the
benefit of adherence on their health sta-
tus.1 Central to the concept of active pa-
tient participation and adherence is
communication within the patient-pro-
vider relationship.

Studies show that patients, particu-
larly those from racial and ethnic mi-
nority groups, have become increasingly
dissatisfied with the quality of medical
encounters they experience in the
healthcare system.2 The literature sug-
gests that this may be due, in part, to a
mismatch between patients and provid-
ers based on a range of cultural factors,
including religion, ethnic background,
and personal history. Steffenson and
Colker3 suggest that the experience of
illness, disease, and perceptions of
health, are culturally embedded, report-
ing that clinicians often develop man-
agement plans beyond patients’ frames
of reference.

In addition to dissatisfaction with
the quality of medical encounters, over-
whelming evidence indicates that ethnic
and racial minority groups experience
higher levels of actual disease and dis-

ability, as compared to the larger, ma-
jority US population.4 Anticipated
changes in demographics cause greater
concern regarding this disparity. Minor-
ity Americans are expected to compose
more than 40% of the US population
by 2035, and 47% by 2050.5 However,
even with enhanced efforts designed to
prevent disease and promote health,
with sensitivity to socioedemographic
factors, failure to develop culturally
based interventions tailored to individ-
uals and communities has resulted in
continued health disparities. Increasing-
ly, culturally relevant or competent
health care has been proposed as a
means of addressing the diversity of ill-
ness experiences.4 The purpose of this
integrative review was to examine the
literature on culturally relevant, or com-
petent, healthcare interventions, and
their effects on health outcomes, in an
attempt to determine whether culture
matters in the context of culturally com-
petent healthcare delivery.

Defining culture is difficult, because
the word implies a broad spectrum of
anthropological and sociological con-
cepts. Leininger, a nursing anthropolo-
gist, defines culture as ‘‘learned and
shared beliefs, values, and lifeways of a
designated or particular group, that are
generally transmitted intergenerational-
ly, and influence one’s thinking and ac-
tion modes.’’6 Culture saliently shapes
and influences how individuals compre-
hend, live, and make patterned deci-
sions, relative to their world. Culture,
suggests Leininger, may be conceived of
as a roadmap informing human lifeways
and actions, often predictive of both be-
havior and functioning patterns.6 Me-
chanic, a medical sociologist, describes
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the concept of culture as the ‘‘totality of
interrelated . . . ideas and activities that
characterize the way of life of a partic-
ular social group.’’7 Both global and in-
clusive, culture conceptually provides a
sensitized lens through which to view
distinctively complex and varied social
groups. The study of culture may pro-
vide insight on consistencies in patterns
of behavior within specified groups.
However, Mechanic7 cautions that the
concept of culture is a scientific abstrac-
tion of reality. Great variation may exist
in behavior among people within a par-
ticular cultural group; therefore, ob-
served cultural patterns may be consid-
ered only rough approximations of how
people act in specific contexts.7

Indeed, a cultural group may define
a small, relatively homogenous group, or
a much larger group that transcends
geographic or social boundaries. Defin-
ing a cultural group may or may not
delineate one’s ethnic or minority affil-
iation. Ethnicity more specifically de-
fines one’s race, religion, national or
geographic origin, or symbolic identifi-
cation. The term minority denotes a sta-
tistical relationship (though this desig-
nation often additionally denotes a
group that is singled out in their society
for differential and unequal treatment),
and often holds meaning related to is-
sues of power, control, and access to re-
sources.8

Reflecting both anthropological and
sociological perspectives of culture, the
Office of Minority Health (OMH), US
Department of Health and Human Ser-
vices, defines culture as ‘‘integrated pat-
terns of human behavior that include
language, thoughts, communications,
actions, customs, beliefs, values, and in-
stitutions of racial, ethnic, religious, or
social groups.’’9 The OMH indicates
that cultural competence involves
blending congruent behaviors, attitudes,
and policies, within systems or agencies,
or among professionals, in order to ef-
fectively work within cross-cultural con-
texts involving beliefs, behaviors, and
needs of healthcare consumers and their
communities.9

The term cultural competence is
used in the literature interchangeably
with cultural sensitivity, cultural aware-
ness, cultural congruence, cultural rele-
vance, and other related terms, thereby
suggesting that these terms are concep-
tually homogenous. Upon scrutiny,
however, these terms are conceptually
distinct. Cultural sensitivity, or aware-
ness, refers to examination of one’s own
assumptions regarding other cultural
groups, and becoming aware of how
these notions might affect perceptions
of, and prejudices toward, culturally dif-
ferent groups.10 Cultural congruence re-
fers to a match between the delivery of
care and cultural values, beliefs, and pat-
terned behavior of the care recipients.6

Cultural relevance involves the percep-
tion of the care recipient in terms of the
cultural appropriateness of the delivery
of health services.11 Cultural compe-
tence, as suggested by the OMH,9 in-
volves the actual integration of congru-
ent behaviors, attitudes, and policies,
within the delivery of health care in
cross-cultural situations. In short, ac-
cording to the research literature, several
terms are used interchangeably when re-
ferring to the concept of cultural com-
petence, indicating the lack of an overall
consensus on the use of terms, or op-
erational definitions, in relation to cul-
tural competence.

The literature analyzed in this review
included studies examining culturally
competent healthcare interventions tar-
geted at ethnic minorities in order to
ascertain whether culturally competent
care empirically influences health out-
comes, thereby contributing to the elim-
ination of the disproportionate burden
of disease and illness experienced by eth-
nic minority groups. Although the stud-
ies reviewed focus on interventions with
individuals from ethnic minorities, this
does not imply that the concepts dis-
cussed in this paper apply only to such
populations. Culturally competent care
is likely to be relevant for other vulner-
able populations, those different from
the mainstream and of varying SES,

such as women, the elderly, gays and les-
bians, people with disabilities, and reli-
gious groups.12

METHOD

The review of the research literature
on culturally competent interventions
involving ethnic minorities was based
on the guidelines of a Cochrane Review.
These guidelines include specifying se-
lection criteria and search strategy for
studies presented in the integrative re-
view, and describing and evaluating
such studies in terms of methodological
quality and particular findings.13

Selection Criteria
Literature selected for the present in-

tegrative review had to meet specific el-
igibility criteria, which included a re-
quirement that the study’s focus involve
measuring culturally competent health-
care interventions, targeted at ethnic
minority populations, through the use
of an experimental, or quasi-experimen-
tal, design. Because a general consensus
is lacking on the terminology and defi-
nition of cultural competence, interven-
tions were considered culturally com-
petent if they involved using culturally
specific approaches and strategies to ad-
dress the development, implementation,
and testing of culturally relevant mate-
rials and methods for a culturally
matched target group.

Descriptive studies addressing the
theoretical and clinical perspectives on
the role of culture in human response
to chronic illness were excluded in terms
of specific analyses for the literature re-
view. Likewise, studies based on health
promotion, illness adjustment, and be-
havioral response models, which factor
in culture as a mediating variable in as-
sessing health outcomes, were also ex-
cluded.

Search Strategy
Using OVID Software, a computer-

generated search was performed, specif-
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ically accessing the MEDLINE and
CINAHL databases from 1980–2001.
The terms health, health care, medicine,
healthcare interventions, minority
health, culture, cultural, culturally con-
gruent, transcultural nursing, cultural
anthropology, cross-cultural compari-
son, cultural characteristics, cultural di-
versity, intervention, and intervention
studies, were entered as key terms. Four-
teen intervention studies were identified
as fitting the search criteria for review.
These studies have been published in
journals representing the disciplines of
medicine, nursing, and public health,
including the American Journal of Public
Health; Diabetes; Diabetes Care; Diabetes
Educator; Health Promotion Internation-
al; International Journal of Nursing Stud-
ies; Journal of Community Health; Pedi-
atrics; Journal of Consulting & Clinical
Psychology; New England Journal of Med-
icine; and Substance Use and Misuse.

RESULTS

A review of the literature related to
culture and health care revealed an
abundance of descriptive research unre-
lated to the focus of this review, which
was, therefore, excluded. However, it is
important to note that these descriptive
studies revealed the complexity of issues
that contribute to the development of
culturally relevant interventions. The re-
current themes of the descriptive studies
included: 1) elements of communica-
tion of information, teaching tools or
styles of teaching, and primary language
used to convey information; 2) differ-
ences in explanatory models between in-
dividuals and the healthcare system or
healthcare providers; 3) the physical en-
vironment of the healthcare setting, and
the individual’s home environment; and
4) cost or perceived cost, of health care.
Therefore, findings from descriptive
studies have served to inform researchers
in the development and testing of cul-
turally relevant and competent interven-
tions.

The search of the literature on cul-
turally competent healthcare interven-
tions resulted in a small, yet compelling,
number of studies demonstrating signif-
icantly improved outcomes for patients
with DM, drug addiction, STIs, and
other health problems, after receiving
culturally competent or relevant inter-
ventions (see Table 1). The following
integrative review analyzes the 14 inter-
vention studies, revealing that critical
methodological aspects of the studies
(sampling, intervention duration, cul-
tural competency, and measurement)
must be considered when drawing con-
clusions about the effectiveness of the
interventions.

Sampling
Most of the studies reviewed em-

ployed convenience sampling proce-
dures. The use of non-probability meth-
ods apparently yielded relatively homog-
enous samples, particularly in terms of
socioeconomic status (SES) and level of
educational attainment. In several stud-
ies, a majority of subjects reported a low
SES. For some, annual income was re-
ported to be less than $15,000, and for
most, less than $10,000 (with family in-
come less than $30,000). The majority
of subjects in 9 of 14 studies had com-
pleted ,12 years of education. The
lower SES of subjects may represent the
largely urban and rural recruitment
samples of the studies reviewed. While
the issue of generalizability to other pa-
tient populations must be considered
cautiously, it is important to note that
SES may be less important to health
outcomes than the adequacy of inter-
ventions in meeting the specific needs
of target populations, particularly as the
intervention applies to culture.

Intervention Duration
One theme that emerged from the

literature is the discrepancy in interven-
tion durations between experimental
and control groups. With few excep-
tions, interventions considered cultur-
ally competent or relevant involved

spending more time with experimental
subjects than with control groups. For
instance, in a study by Longshore,
Grills, and Annon,14 the experimental
group received a 165-minute interven-
tion of peer counseling, needs assess-
ment, referrals for drug use, a traditional
African-American meal, and a video.
The control group intervention consist-
ed of a standard needs assessment with
appropriate referrals, and lasted only
130 minutes. In a study conducted by
Shain et al,15 the experimental group in-
tervention consisted of one 3–4 hour
multi-component session of STI edu-
cation and prevention, while the control
group participated in a more standard
information session that lasted 15 min-
utes.

In a randomized clinical trial involv-
ing 3 distinct treatment conditions pro-
viding varying amounts of time and at-
tention, Keyserling et al16 demonstrated
that a culturally appropriate clinic- and
community-based intervention for Af-
rican-American women with type 2 di-
abetes was associated with modest in-
creases in physical activity. During a 12-
month period, the clinic- and commu-
nity-based intervention group received 4
clinic visits involving individual coun-
seling, received monthly phone calls
from a peer counselor, and attended 3
group sessions. The clinic intervention
group, during that same time period, re-
ceived 4 clinic visits involving individual
counseling sessions. The minimal inter-
vention group received only 2 general
pamphlets on diabetes published by the
American Diabetes Association.

Similarly, although not explicitly
stated, in the study by Vorhees et al,17

the duration of intervention for the ex-
perimental group surpassed the ‘‘mini-
mal intervention’’ group by adding
counseling sessions, church sermons,
and audiotapes on smoking cessation, in
addition to a baseline health fair. The
provision of culturally appropriate care
may require more time; however, the
fairly large discrepancy in duration of
intervention between experimental and
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The search of the literature

on culturally competent

healthcare interventions

resulted in a small, yet

compelling, number of studies

demonstrating significantly

improved outcomes for

patients with DM, drug

addiction, STIs, and other

health problems, after

receiving culturally competent

or relevant interventions.

control groups raises questions regarding
the significance of the effects of time
and attention on health outcomes.

O’Donnell, San Doval, Duran, and
O’Donnell18 reported significantly bet-
ter outcomes in coupon redemption for
condoms after using a culturally specific
video and group session vs using a cul-
turally specific video, alone. Despite the
fact that both groups received a cultural
intervention, the group that had more
time to interface with facilitators
showed significantly greater improve-
ments in outcome measures. Therefore,
it may have been a combined effect of
cultural appropriateness and time or at-
tention.

On the other hand, in the study by
Kalichman, Kally, Hunter, Murphy, and
Tyler,19 3 groups watched a video of
equal length (20 min) related to sexual
and drug use behaviors, which varied
with respect to cultural specificity. Con-
trol video #1 was a standard public
health message presented by the former
Surgeon General along with 2 White
professional broadcasters. Control video
#2 contained information identical to
that of control video #1, but utilized Af-
rican-American women presenters, a
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cultural match for the subject popula-
tion. The experimental video stressed
culturally relevant values identified by
focus groups through 3 themes, includ-
ing cultural pride, community concern,
and family responsibility. The third vid-
eo was experimental, and used the same
African-American presenters from con-
trol video #2. Results from this study
showed a significant increase in out-
comes for the experimental groups,
compared to controls. All other services
provided to the groups were equal in
duration and attention. Perhaps cultural
appropriateness, alone, resulted in posi-
tive outcomes.

Overall, the literature revealed dis-
crepancies in the duration of interven-
tions between experimental and control
groups. These discrepancies serve to
confound the reported findings related
to the efficacy of culturally competent
or relevant interventions. It remains un-
clear if culturally competent or relevant
interventions solely contributed to pos-
itive outcomes in several of the previ-
ously mentioned studies. It appears that
the provision of time and attention may
also contribute to improvements in
health-related outcomes. Further exper-
imental research, in which equal time
and attention is equally allocated to
both interventional and a control group
is warranted in order to ascertain the
impact of culturally competent care on
outcome measures.

Culturally Competent and
Other Related Terms

Discussing intervention duration
raises the larger issue of how to make
an intervention culturally competent. As
mentioned earlier, the descriptive liter-
ature identifies a number of broad cat-
egories as crucial components for ensur-
ing cultural competence. The studies re-
viewed incorporated many of these con-
cepts into interventions, indicating the
competence of the study designs in re-
lation to the cultural needs of the tar-
geted groups. As previously discussed,
however, the term cultural competence

is often used interchangeably with sev-
eral other related terms, although they
are conceptually distinct. The use of ter-
minology, and the incorporation of as-
sociated concepts into intervention de-
signs, therefore, leaves great room for
interpretation.

In the studies reviewed here, various
methods were implemented to deter-
mine the components needed to design
these often compelling, culturally tar-
geted interventions. Sussman et al20 de-
fines cultural sensitivity as an ‘‘awareness
of, and accommodation to, the lifestyle
of an identifiable group of people,’’ yet,
the authors offer little evidence of their
commitment to this concept in devel-
oping their intervention. They mention
only one research article as a reference
for their intervention design, designed
to demonstrate that hip-hop associated
messages may be the only way to reach
African-American adolescents. Cultural
‘‘accuracy’’ of the intervention was
weakly measured by asking subjects, in
a post-intervention questionnaire, if
they found the video to be culturally ap-
propriate.

Other researchers based intervention
design more solidly on previous re-
search, and on theories such as those of
Black and Teti,21 who used, in part, a
Social Learning Theory Model, relying
on the identification of culturally sen-
sitive peer models to demonstrate opti-
mal behaviors. The authors used an ad-
visory board of African-American ado-
lescent mothers (peers of the subjects in
the study) to develop the video used in
this intervention. Shain et al15 also rig-
orously substantiated the cultural rele-
vance of their interventions. In this
study, 25 focus group interviews, and
102 individual interviews were conduct-
ed, and extensive observations made,
within the target community, in order
to identify components for cultural ap-
propriateness. This cultural data was
collected over 18 months, integrated
into the AIDS Risk Reduction Model,
and supported by advice from a multi-
racial and multi-ethnic team. Longshore

et al14 designed their intervention ac-
cording to previous anthropological and
sociological research about the target
population. These researchers explicitly
state the parameters of their culturally
congruent intervention as one that af-
firms the heritage, rights, and responsi-
bilities, of African Americans.

In Brown and Harris’ research,22 a
cultural intervention was developed by
an interdisciplinary, multicultural team.
The videos utilized in group discussions
with the experimental group had been
previously shown to address important
differences in the Mexican-American
community being studied. Vorhees et
al17 based the cultural sensitivity of their
intervention on a comprehensive assess-
ment of the population and community
that involved environmental observa-
tions, focus groups, and information
gathered from key members of the com-
munity (including church pastors)
through informed interviews.

In the study by Melkus et al,23 cul-
tural appropriateness was informed by a
descriptive study of diabetes care and
education targeted toward urban Black
women. This study was followed by fo-
cus groups, in which the women dis-
cussed their diabetes care and education
needs. The points of importance
gleaned from these encounters, along
with the use of a community advisory
board of African-American leaders from
churches, social agencies, and health
centers, substantiated the adequacy of
their intervention.

It is important to note here the issue
of terminology, as mentioned earlier. A
review of the literature confirms that
there is still no consensus on the use of
terms, or on operational definitions,
among intervention studies of culture
and health outcomes. However, varied
terminology may be of little importance
when the cultural appropriateness of the
intervention is substantiated by design
methods indicative of cultural compe-
tence.

Not only is the design of the inter-
vention essential, but also the interven-
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tion’s audience and method of delivery.
Most studies reviewed14,15,17,19–21,24–25 uti-
lized peers as clinicians, facilitators, ed-
ucators, and/or role models, either in
person or through videotapes. These in-
dividuals shared the subjects’ ethnic/cul-
tural backgrounds, residential commu-
nity, and/or personal experience with
the health topic under study. Many
studies involved lay volunteers from the
target community to help in various as-
pects of intervention delivery.14,17,22,24–26

Stillman et al27 reported that use of lay
volunteers not only enhanced cultural
appropriateness for their target popula-
tion, but also contributed to the accep-
tance of the program by establishing
trust between researchers and partici-
pants. In addition, many studies specif-
ically incorporated the native language
of subjects in intervention delivery and
associated written materials,15,18–20,23,28

and nearly all studies involved either in-
tensive individual support, group sup-
port, or both.13–15,17,18,22–24,28 In most of
the interventions reviewed here, the
above components appeared to be con-
sidered crucial to health outcomes.

Outcome Measures
One of the greatest conceptual lim-

itations of the studies reviewed here are
the outcome measures. Results of long-
term effects on health outcomes are lim-
ited across the studies. Studies with
long-term post-intervention follow up
include those of Shain et al,15 Vorhees
et al,17 and Rossiter.28 In the studies of
Shain et al15 and Vorhees et al,17 a pos-
itive effect on outcome measures was
still maintained at 1 year post-interven-
tion. However, the culturally targeted
education program studied by Rossiter28

failed to sustain the effects of breast-
feeding behavior at 6 months post-in-
tervention. In fact, the rate of breast-
feeding at 6 months post-intervention
among subjects in the experimental
group was reduced by half. Lack of
long-term follow-up measures may be a
result of initial studies focusing on the
feasibility of programs, methods, and

implementation, as related to cultural
context. Nevertheless, long-term out-
comes are critical for improving health,
and decreasing health disparities. Fur-
ther research measuring long-term in-
tervention effects is needed.

Another issue related to study out-
comes is the methods by which various
measures were determined. Some stud-
ies chose to look at more objective
changes in physiological outcomes (ie,
HbA1c, blood sugar values, and positive
infection cultures), while others con-
cluded positive effects based on more
subjective, qualitative outcomes, such as
participants’ satisfaction with the inter-
vention, or their degree of participation.
The broader question that emerges out
of this great variation in outcome mea-
sures is: what constitutes a health out-
come? This point is highlighted in the
study by Longshore et al.14 The authors
used measurements such as degree of
subject involvement in the intervention,
degrees of motivation to seek help for
drug use, and subject’s rapport with in-
tervention counselors, to demonstrate
the positive effect of the intervention.
The critical reader is left wondering
whether these results really indicate or
imply anything regarding actual changes
in drug-use, help-seeking, or treatment-
seeking behaviors. The authors, them-
selves, identify this limitation between
the study’s results and relevance to over-
all health.

O’Donnell et al18 used condom ac-
quisition through redeemed coupons as
their sole outcome measure of a cultur-
ally appropriate, video-based education
intervention regarding STIs. Although
the authors attempted to show an in-
creased level of motivation regarding
safe sex practices by using coupons re-
deemable only from a pharmacy located
several blocks away from the clinic, this
behavior still does not necessarily indi-
cate a behavior change resulting in STI/
HIV risk reduction. Kalichman et al19

also used condom purchases, and re-
quests for free condoms, as a behavioral
measure to show the effects of a cultur-

ally tailored HIV-AIDS risk reduction
intervention.

CONCLUSION

A critical analysis of studies designed
to measure the effects of culturally com-
petent interventions on health out-
comes, reveals significant improvements
for subjects receiving culturally compe-
tent, or relevant, care, compared to
those who did not. This review of the
literature indicates that culture does, in-
deed, matter within the context of
healthcare. Future research is needed to
determine the long-term efficacy of cul-
turally relevant interventions. Further
research examining the process and
methods for culturally relevant health-
care interventions is also needed. Studies
such as that by Quinn and McNabb,29

regarding standardized training of lay
health educators, provide an example of
how substantiating methods for imple-
mentation of cultural intervention com-
ponents can be useful, and are impor-
tant for accurate replication. Health sys-
tems have little evidence regarding ef-
fective cultural competency techniques,
or on when and how to implement
them properly.10 With such techniques
or strategies adequately developed and
tested, dissemination and translation of
cultural competency would be more
likely, eventually leading to the integra-
tion of these practices within healthcare
systems. Overall, researchers in clinical
settings indicated that interventions
were relatively easy to implement, with-
out much excess expenditure of time or
money. In fact, in the study by Kalich-
man et al,19 low-cost videotapes reflect-
ing appropriate cultural norms, values
and language, though produced with
limited resources, were more effective in
altering risk behaviors than were less
culturally sensitive, professionally pro-
duced videotapes. Perceived barriers
may be the greatest obstacle to integrat-
ing these interventions into healthcare
agencies. The study by O’Donnell et
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A critical analysis of studies

designed to measure the

effects of culturally competent

interventions on health

outcomes, reveals significant

improvements for subjects

receiving culturally

competent, or relevant, care,

compared to those who did

not.

al18 discusses the healthcare communi-
ty’s misconception of insurmountable
barriers to implementing culturally ap-
propriate interventions.

The literature suggests that effec-
tive interventions do not require spe-
cific knowledge of the ethnicity or cul-
ture of every patient. Broader, concep-
tual themes, identified here, are appli-
cable to diverse ethnic and cultural
groups, and may be efficiently incor-
porated into health care by creating
partnerships with individuals from tar-
get communities. It is also suggested
that culturally competent health care
may not be an issue merely of quality.
Some advocate for cultural competen-
cy as a matter of social justice, sug-
gesting that it is an entitlement rather
than a luxury, regardless of its impact
on quantifiable outcomes.10 Recogniz-
ing the need for equitable health care,
and for a national consensus on cul-
tural and linguistic standards for such
care in the United States, the Office of
Minority Health recently released a set
of standards for culturally and linguis-
tically appropriate services.4 Culturally
competent care may be considered a
mechanism by which to ensure the ob-
servance of consumer rights, patients’
rights, in this case, and may serve to
improve health outcomes, and to de-

crease the health disparities that cur-
rently exist in this country.
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