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ABSTRACT 

Cultural diversity is viewed as one of the factors responsible for health inequality. Providing efficient health care to culturally diverse 

population is a challenge. This study was conducted to assess the extent to which curriculum of MPH programs incorporate cultural 

competencies and to develop a cultural competency framework for inclusion in MPH curriculum. Curriculum scan of MPH programs, 

literature review and Focus Group Discussions (FGDs) with key stakeholders were conducted for data collection and designing 

framework of cultural competencies.  Thirty-one institutions offer MPH programs in India. The curriculum is variable with very 

limited focus on cultural competencies. Literature review indicated a felt need for incorporating culture competencies in MPH 

curriculum and to equip graduates to provide health services to culturally diverse group and reduce health disparity. Public health 

graduates and professionals experience several challenges due to lack of understanding and skills to provide health services to 

culturally diverse population groups. Desired cultural competencies across three learning domains were identified. Institutes need to 

redesign curriculum, sensitize their faculty to deliver cultural competency framework to graduates and undertake assessment with 

focus on cultural competencies. It is the responsibility of schools of public health to incorporate cultural competency frameworks in 

their MPH programs and ensure that graduates have all desired knowledge; skills and attitude to address needs of diverse 

populations and function successfully in a multicultural work environment. 

 

Keywords: Cultural competency, Masters of Public Health (MPH) program, Public Health Education, Curriculum 

 

 

 

1. INTRODUCTION  

Cultural diversity is viewed as one of the factors responsible for health inequality. Providing efficient health care to such a culturally 

diverse population is a challenge (Value et al., 2005), (Nazli Khatib et al., 2014) and (M. N. Khatib et al., 2018). In health care settings, 

cultural awareness and sensitivity are necessary because concept of health is viewed differently across communities and groups 

(Value et al., 2005) and (Betencourt, Green, and Carrillo, 2002). Recently there has been increasing attention to cultural competencies 

in public health to address growing diversity of health needs among various population groups and to reduce health disparity 

(Angotti et al., 2011). In 2002 the Institute of Medicine (IOM) released a report, ‘Who Will Keep the Public Healthy?’ which identified 

cultural competencies as a specific content area needed to address new challenges and health disparities (The, 2002; Singhal et al., 

2009; Zodpey et al., 2018). Public health professionals must understand and incorporate needs and perspectives of culturally diverse 

communities while designing public health interventions. Such evidences can inform health programs, policies, and regulations in 

order to improve health outcomes (Value et al., 2005; The, 2002; Fenza and Hollinger-smith, 2010). Evidence suggests that cultural 

competencies’ training impacts the knowledge, attitude and skills of healthcare providers and impact patient satisfaction (Depalma, 

2000) and (Betancourt et al., 2003). 

 Globally, considerable progress on various health outcomes have been made; however people still experience health disparities 

across regions and culture in different countries Often health policy documents and research also overlooked an elementary and 

significant concern pertaining to cultural diversity, its impact on public health and health inequalities (Depalma, 2000), (Quazi Syed 

Zahiruddin et al., 2016) and (Fenza and Hollinger-smith, 2010). To overcome these challenges, institutions offering public health 

programs need to ensure that graduates are prepared to address health disparities and deliver culturally sensitive health care 

services (The, 2002), (Angotti et al., 2011), and (Martin, Shi, and Ward, 2009).  

In India, public health education was traditionally offered through medical schools. Recently several institutions started offering 

Master of Public Health (MPH) programs (A. M. Gaidhane et al., 2013) and (Mittal, Jagzape, and Sachdeva, 2018). MPH is an 

emerging program with the potential to create a competent and effective public health workforce, contributing significantly towards 

the delivery of essential public health services (Tiwari, Negandhi, and Zodpey, 2018) and (Kavya Sharma, Zodpey, Zahiruddin et al., 

2013). Therefore, MPH education must incorporate into their curricula cross-cultural training and assessments of abilities among 

MPH graduates to provide culturally competent services (Beamon et al., 2006). This will enable future public health professionals to 

understand and incorporate into practice the differences, values, norms and behaviour of diverse cultural groups (Shivakumar et al., 

2017). With this background the current study was undertaken to assess the extent to which curriculum of MPH programs 

incorporate cultural competencies and to develop a cultural competency framework for inclusion in MPH curriculum (A. M. Gaidhane 

et al., 2008).   
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2. METHODOLOGY 

The study undertook situational assessment and curriculum scan of MPH programs in India, literature review and Focus Group 

Discussions (FGDs) with key stakeholders for data collection and designing framework of cultural competencies for MPH program. 

The study protocol and tools were approved by the Institutional Ethics Committee. 

 

Situational assessment and curriculum scan  

We scanned the curriculum and course content of institutes offering MPH programs in India to examine the extent to which culture 

competencies are incorporated in MPH program in India. 

 

Literature review 

Extensive literature search was undertaken. Various search terms like cultural competency, cultural competencies, cultural diversity, 

health disparity, linguistic diversity, multicultural, public health education, health education, health professional education, Masters 

of Public Health (MPH), public health education curricula(um), public health core competencies were used for electronic search. 

MEDLINE and SCOPUS databases were searched for relevant articles using the key words. The search yielded around 245 references, 

and of these (Kamaka, 2010) references which were most relevant to public health education and practice were thoroughly reviewed 

and included in this study. These (Kamaka, 2010) articles were chosen because they provided background material that can inform 

the development of cultural competency curricula for MPH program. In addition to this, government policy statements as well as 

government and non-profit organizations’ publications were also searched on their respective websites. 

 

Focus Group Discussions (FGDs)  

Six FGDs of key stakeholders were conducted. Respondents were current and / or recently passed out MPH graduates (four FGDs) 

and public health professionals (two FGDs).  Overall 30 graduates and 14 public health professionals participated in discussions. FGD 

guide was prepared after expert consultation and each session lasted around 45 to 60 minutes. The purpose of FGDs was to explore 

opinions and perceptions of graduates and professionals on incorporating cultural competencies in MPH curriculum and its 

importance in addressing health disparity.  

Respondents were assured of the confidentiality of the information shared. All FGDs were recorded after seeking consent from 

participants being interviewed. After the FGDs, the recordings were transcribed and transcripts were read, coded, and analyzed 

independently by two independent researchers. Findings of the FGDs and literature review were triangulated and a broad framework 

for incorporating cultural competencies in curriculum of MPH program was developed.   

 

3. RESULTS  

Curriculum scan 

Currently in India 31 institutions offer MPH program with an annual intake capacity of 573 candidates. These institutes offer general 

MPH program or specialized tracks / concentration tracks (Gondivkar et al., 2011).  All of these institutes offer a two-year (four 

semesters) MPH program. The curriculum of MPH program varies considerably across these institutes and competencies as well as 

learning outcomes are not defined satisfactorily (M. N. Khatib, Shankar et al., 2015) and (Kuphal and Bosserhoff, 2009). With regards 

to cultural competency, none of the institutes in India offer culture and health care as an independent module / course (Basak, 

Rajurkar, and Mallick, 2014). Training on culture and health is integrated in other module(s); mostly integrated in behavioural and 

sociology modules/ courses. One institution offers MPH program on social epidemiology (Agrawal, 2009). Generally, the focus on 

cultural competencies in curriculum of MPH programs was missing (Kavya Sharma and Zodpey, 2011), (Kavya Sharma, Zodpey, 

Gaidhane, et al., 2013) and (Kennedy et al., 2009). 

 

Literature search 

Literature review highlighted that it is important for MPH curriculum across globe to include not only the long recognized five key 

components, (i.e., epidemiology, biostatistics, environmental health, health services administration, and social and behavioural 

science), but also to encompass eight critical new areas: informatics, genomics, communication, cultural competency, community-

based participatory research, policy and law, global health, and ethics (M. N. Khatib and Syed, 2019), (M. N. Khatib et al., 2014) and 

(N. M. Khatib et al., 2008). 

 The curriculum should provide a framework for basic and applied public health research on relationships among ethnicity, 

culture, socioeconomic status and health (Lohe et al., 2010), (Regmi et al., 2019) and (Simpson, 1972). A new interdisciplinary 
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framework is required for understanding these relationships while promoting effective collaborations among public health 

academicians, health providers and local communities (Vinaya Bhat et al., 2017) and (S. Gaidhane et al., 2015). Various studies and 

papers stated culture as a complex phenomenon. It includes race, ethnicity and various aspects like social differences viz. age, 

gender, sexual orientation, socioeconomic status, and regional or family customs (Kennedy et al., 2009) and (Kavya Sharma, Zodpey, 

Gaidhane, et al., 2013). It was also observed that there is no agreed upon and conclusive definition of culture, however, broadly 

“culture” may be described as an integrated pattern of learned beliefs and behaviours that are shared among groups (Kavya Sharma 

et al., 2011) and (Quazi S. Zahiruddin et al., 2011). These beliefs and behaviours include thoughts, communication styles, ways of 

interacting, views of roles and relationships, values, practices, and customs (Value et al., 2005), (Kennedy et al., 2009), (O’Connell et 

al., 2013) and (Kamaka, 2010). Prejudice and discrimination were identified as common reactions when people are perceived as 

culturally different, and these actions may result in a lowering of self-respect for and learned helplessness in the targets (Kennedy et 

al., 2009), (O’Connell et al., 2013), (Kamaka, 2010), (Horowitz  et al., 2000) and (Khauv and Alcantara, 2012). 

Literature also revealed that due to changing demographics, different health beliefs and practices related to their cultural 

background, and health disparities with regards to access to health care; much attention has been given to issues surrounding 

diversity in the public health arena emphasizing the potential effects on health outcomes when cultural factors are not recognized 

and incorporated into public health practice (Kennedy et al., 2009), (Horowitz et al., 2000), (Genat, Robinson, and Parker, 2009) and 

(Cushman et al., 2015). This includes all aspects of public health practice from the formative assessment, identification of needs of 

population, framing policies, planning and implementing public interventions, evaluation and cost analysis (A. Gaidhane et al., 2008), 

(Kavya Sharma, Zodpey, Quazi, et al., 2013) and (Kundapur et al., 2017).    

In US, Expert Panel on Cultural Competency Education for Students in Medicine and Public Health of Association set up by 

American Medical Colleges and Association of Schools of Public Health viewed  cultural competency in the broader context of 

diversity and inclusion as “the active, intentional, and ongoing engagement with diversity to increase one’s awareness, content 

knowledge, cognitive sophistication, and empathic understanding of the complex ways individuals interact within systems and 

institutions” (Campinha-Bacote 2007). Cultural competency is woven throughout the Association of School of Public Health - MPH 

Core Competencies and is addressed specifically in one of the cross-cutting competency domains (Diversity and Culture), one core 

competency area (Social and Behavioral Sciences), and one cross-cutting competency area (Systems Thinking) (Khanam et al., 2019) 

and (Thow et al., 2017). The Diversity and Culture cross-cutting competency domain specifies ten specific skills that MPH graduates 

should acquire to effect intended public health outcomes among diverse individuals and communities (M. Khatib et al., 2018), 

(Khanam et al., 2013) and (Puri et al., 2017).  

Australian Network of Academic Public Health Institutions listed foundation competencies for MPH graduates in Australia (K 

Sharma, Zodpey, Syed, et al., 2013), (N Khatib et al., 2014) and (Kavya Sharma, Zodpey, Quazi, et al., 2013). It states that all Australian 

MPH graduates need to be culturally attuned to not only Aboriginal and Torres Strait Islander health issues, their history and specific 

challenges but also indigenous agency in the development of successful population health strategies to improve Aboriginal and 

Torres Strait Islander health (Selokar et al., 2011; Quazi et al., 2010). The graduates should outline the impact of social, cultural, 

political and regulatory factors that influence responses to environmental health issues; demonstrate the capacity to foster an 

environment, which is culturally safe for people where there is no assault, challenge or denial of identity of who they are in accessing 

what they need for optimal health; demonstrate a reflexive public health practice for cross-cultural contexts and demonstrate a 

reflexive public health practice for Aboriginal and Torres Strait Islander health contexts (Cushman et al., 2015). 

 

Focus Group Discussions  

Public Health professionals and MPH graduates in FGDs agreed to the definition of cultural competency in public health as “a set of 

congruent behaviours, knowledge, attitudes and policies that come together in a group of healthcare professionals that enables 

effective work in cross-cultural situations”. It includes understanding of the social and cultural influences that affect the quality of 

medical services and treatment. Professionals agreed that public health system in India is experiencing challenges due to changing 

demographics and diverse society with linguistic and cultural differences. Public health professionals stated that framework for 

cultural competency in MPH programs needs to consider different perspectives of cultural competencies related to different areas of 

public health practice and all levels of health care delivery. 

Based on the curriculum scan, literature search, review of cultural competencies in public health education globally and inputs 

from focus group discussion, a framework of cultural competencies for MPH program in India was developed across three learning 

domains - cognitive, psychomotor and attitudinal domains (Table 1). Cultural competencies in knowledge domain are about gaining 

an understanding of different cultural and ethnic groups, and it influences on diseases and health of culturally diverse groups. Skills 
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include an ability to conduct health risk assessment across various cultural groups and integrating cultural perspective in health care. 

Cultural competencies in attitudinal domain are related to motivation and demonstration of willingness of an individual to be 

culturally competent. 

 

4. DISCUSSION 

Cultural competency is about understanding how cultural factors influences peoples’ health beliefs and behaviours; how these 

factors interact at all levels of health care delivery system; and developing public health programs or interventions that address 

these social and cultural issues to assure universal access to quality health care services to socially and culturally diverse populations 

(Betancourt et al., 2003). Culture provides a way of seeing the world and in part determines patterns of behaviour in everyday life 

(Kennedy et al., 2009). Cultural competence equips individuals to establish effective working relationships that overcome cultural 

differences by recognizing importance of social and cultural influences on people behaviour and devising interventions that take 

these issues into account (Depalma, 2000), (Kakkar et al., 2011) and (Betancourt et al., 2003). Public health professionals must 

understand needs and perspectives of culturally diverse communities in public health interventions and research, and to understand 

and be able to influence the policies, laws, and regulations that affect health (The, 2002), and (M. N. Khatib, Gaidhane et al., 2015). 

 

Table 1 Desired cultural competencies across various learning domains 

 

Domains  Desired Competencies  

Cognitive 

(Knowledge) 

▪ Describe the roles of history, power, privilege, and structural inequality in 

producing health disparities 

▪ Define cultural diversity in context of age, race, ethnicity education, 

language, socioeconomics, disability and sexual & gender identity  

▪ Define health disparities and identify health disparities that exist at the local, 

state, regional, national, and global levels 

▪ Explain how professional ethics and practices relate to equity and 

accountability in diverse community settings 

▪ Differentiate among availability, acceptability, and accessibility of health care 

across culturally diverse populations  

▪ Considers the role of cultural, social, and behavioral factors in the 

accessibility, availability, acceptability and delivery of public health services 

▪ Identify cultural factors that influence overall health of population 

▪ Identify and analyze factors, such as social, cultural, religious economic, 

environmental, health systems related factors, that contribute to health 

disparities and its influence on health outcome.  

▪ Recognize importance of cultural competency for addressing health care 

disparities 

▪ Explain why cultural competency alone cannot address health disparities  

▪ Describe strategies to communicate with people with different languages   

▪ Differentiate among linguistic competencies, cultural competencies, and 

health literacy in public health practice 

▪ Describe elements of effective communication with patients, families, 

communities, peers, and colleagues from different socio-cultural 

backgrounds 

▪ Assess the impact of acculturation, assimilation, and immigration on health 

care and wellness 

▪ Articulate roles and functions of local health departments and community 

partners to provide culturally competent health care 
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Psychomotor 

(Practice) 

▪ Identify one’s own assets and learning needs related to cultural 

competencies 

▪ Incorporate culture as a key component of health care 

▪ Integrate cultural perspectives of patient, family and community in 

developing public health interventions 

▪ Conduct culturally appropriate risk and asset assessment, management, and 

communication with populations 

▪ Use principles of culturally appropriate community engagement and 

empowerment with diverse communities 

▪ Plan, implement and evaluate culturally competent interventions  

▪ Employ self-reflection to evaluate the impact of one’s public health practice 

▪ Work in a transdisciplinary setting/team 

▪ Demonstrate shared decision making in culturally different settings 

▪ Analyze illness conditions and health outcomes of diverse community levels 

▪ Engage community partners in actions that culturally sensitive healthy 

behaviour 

▪ Communicate with colleagues, people, families, and communities about 

health and health care disparities  

▪ Establish equitable partnerships with local health departments, faith and 

community-based organizations, and leaders to develop culturally 

appropriate outreach and interventions 

▪ Develop public health programs and strategies that respond to diverse 

cultural values and traditions of communities being served 

▪ Apply principles of community-based participatory research (CBPR) to 

improve health in diverse populations 

▪ Undertake research in identifying the cultural competency to address the 

health problems of diverse community group 

▪ Assess the public health organization for its cultural competencies 

Attitude  

(Values & 

beliefs) 

▪ Demonstrate willingness to apply the principles of cultural competency 

▪ Appreciate how cultural competencies contributes to the practice of public 

health 

▪ Appreciate that becoming culturally competent involves lifelong learning 

▪ Demonstrate willingness to assess the impact of one’s own culture, 

assumptions, stereotypes, and biases on the ability to provide culturally 

competent care and service 

▪ Demonstrate willingness to explore cultural elements and aspects that 

influence decision making in health care 

▪ Demonstrate willingness to collaborate to overcome linguistic and literacy 

challenges in community encounter while providing health care 

 

Process for developing cultural competency curriculum could begin by assessing and understanding how health is shaped by 

socio-cultural and economic factors, an understanding of all the social complexities that determine health and measures required to 

address these issues. Curriculum for MPH program should provide tools to public health graduates to promote cultural competency 

development in order to achieve more equitable public health practice. Cultural competencies for MPH programs must be a process 

and it is to be guided by five key constructs (Campinha-Bacote, 2007):  

1. Self-examination and in-depth exploration of own cultural and professional background  

2. Seeking a sound educational foundation about diverse cultural and ethnic groups  
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3. Ability to collect and analyze relevant information regarding community’s health problem as and performing cultural 

assessment. Cultural assessment may be defined as a “systematic appraisal or examination of individuals, groups, and 

communities as to their cultural beliefs, values, and practices to determine explicit needs and intervention practices within 

the context of the people being served (Campinha-Bacote, 2007) 

4. Process that encourages health care provider to directly engage in cross-cultural interactions with clients from culturally 

diverse backgrounds. 

5. Motivation and willingness of health care providers to engage in process of becoming culturally aware, culturally 

knowledgeable, culturally skilful, and familiar with cultural encounters. 

It is important to note that there is no prescribed ‘one size fits all’ remedy. The ways in which institutions can best incorporate 

cultural competencies in MPH curriculum needs to be advised by key guiding principles as stated above as well as it will depend 

upon the nature, scope and objectives of the MPH program. Incorporation of cultural competencies in MPH program may be 

addressed by developing a separate course or it may be integrated in core competencies or in cross-cutting competency domains. 

The broad objective of cultural competency course / module shall be to develop an ability of MPH graduates after completion of the 

module / course to interact with both diverse individuals and communities to produce or impact an intended public health outcome 

(Campinha-Bacote, 2007), (M. N. Khatib et al., 2015) and (Hassan et al., 2018). 

Cultural diversity and health disparity are also extending to public health education and learners and negatively affect learning 

outcomes when ignored. Similarly, beliefs about educational systems, methods, and even learning outcomes can vary among 

cultural backgrounds. These differences require acknowledgement, compromise, and agreement on common ground to achieve 

optimal outcomes.  At the same time, recognition of differences and sensitive cooperation can benefit both educator and learner. To 

deliver cultural competency curriculum, both from perspective of students being taught and faculties delivering training in a 

culturally competent manner, institutions offering MPH program have to look on some key issues:   

1. Is cultural competencies embedded in the philosophy, mission statement, policies and key objectives of the intuitions?   

2. Is culturally and linguistically diverse faculties employed throughout the hierarchy?   

3. Do faculties receive comprehensive training for cultural competencies?  

4. Are resources on cultural and related information readily available to graduates and staff? 

5. Do the institute and faculties have a strong understanding of the cultural profile of local / regional / national community?  

6. Are faculties encouraged to be flexible in their approach and seek information so that interactions with graduates from 

culturally diverse background in the most sensitive manner?   

A systematic approach to advancing the cultural competencies of faculty members themselves must be integral to any curricular 

transformation to achieve sustained success in cultural competencies education (Campinha-Bacote, 2007). It is viewed that 

assessment or evaluation of educational program is a key component of curriculum as it drives learning. Graduates tend to learn 

those modules more, which are assessed and evaluated in a structured way (Tambekar et al., n.d.).  

 

5. CONCLUSION 

A curriculum design committee is specifically required to develop and implement appropriate measurement tools for assessing 

cultural competency learning. The committee should ensure that the teaching of cultural competencies is prominent within a long-

term strategic planning and not just the short-term objectives. The committee also needs to make sure that educational outcomes 

include professionalism that embodies cultural sensitivity in health care. Finally, it should be noted that the schools of public health 

have responsibility to incorporate cultural competency frameworks in their MPH programs and ensure that graduates have all 

desired knowledge; skills and attitude to address needs of diverse populations and function successfully in a multicultural work 

environment. 
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