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  Pref ace   

  Diversity and Inclusion in Quality Patient Care  takes into consideration our multi-
cultural society and the differences among patients. Above all, the book recognizes 
the infl uence of culture and the sensitive approach providers must take in delivering 
health care to the diverse groups they will encounter. As the population’s demo-
graphics continue to change demographically, doctors, nurses, and other care pro-
viders will have to make quick decisions and provide appropriate treatment that 
patients of diverse backgrounds can respond to and understand. 

 The Monograph on Cultural Competency (editors Heron, Martin, Kazzi;   http://
www.med-ed.virginia.edu/courses/culture/    ), created in 2005 in partnership with the 
Council of Residency Directors (CORD) in Emergency Medicine and the Society 
for Academic Emergency Medicine’s (SAEM) Diversity Interest Group (DIG), 
served as the framework for this book. Our authors have extensive backgrounds in 
emergency medicine, both in clinical and academic settings. Many of the contribut-
ing authors are members of the SAEM Academy for Diversity and Inclusion in 
Emergency Medicine (ADIEM), which was established in 2012. Three of the edi-
tors, Drs. Martin, Heron, and Moreno-Walton, are founding members of ADIEM 
and have served in key leadership positions on the ADIEM executive board. ADIEM 
members are committed to promoting diversity and inclusion in the emergency 
medicine (EM) professional workforce at all levels, furthering culturally competent 
delivery of emergency medical services, and eliminating healthcare disparities 
through research, education, and mentorship. 

 A growing body of research shows that a diverse workforce is more capable of 
relating to patients, detecting and addressing health disparities, and overcoming the 
challenges that face health care. We believe diversity and excellence are of equal 
importance, and that our healthcare workforce can’t be excellent  without  diversity. 
Diversity accelerates our delivery of quality care to all people. 

 Failure to incorporate culture into the medical decision-making process can lead to 
misdiagnoses when prevalence of conditions among various cultural groups is not 
considered. This is evident when traditional remedies, understanding of illness and 
wellness, family dynamics, and neighborhood characteristics are not taken into account 
during the assessment and diagnostic phases of the physician-patient relationship. 

http://www.med-ed.virginia.edu/courses/culture/
http://www.med-ed.virginia.edu/courses/culture/
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 In order to provide culturally appropriate care, healthcare providers must recognize 
the factors impeding cultural awareness, seek to understand the biases and traditions 
in medical education potentially fueling this phenomenon, and create a healthcare 
community open to individuals regardless of race, culture, sexual orientation, and 
religion and all things unique to each person. Clarity and understanding of these fac-
tors would lead to better communication of ideas and information between patients 
and their healthcare providers. 

 Included in the 33 chapters are teaching cases that provide real-life scenarios of 
various cultural groups who have presented to the emergency department. While 
these cases are representative, they are not exhaustive. They are presented in  a simi-
lar format, highlighting attitudes and assumptions for the physician and for the 
patient and featuring appropriate Emergency Medicine Milestones that can serve as 
a useful guide in various educational settings. 

 Contributors to this book have a common hope of eliminating healthcare disparities 
and inequities and ensuring the delivery of culturally competent care. We realize that 
a curriculum on diversity and inclusion in quality patient care cannot be a “one size 
fi ts all” for every medical school, nursing school, residency, and physician assistant 
(PA) or nurse practitioner (NP) program. Therefore, we recommend that healthcare 
educators utilize this book as a resource to extract educational material specifi c for 
their programmatic and teaching needs.

We thank the many authors for their contributions. We also thank Leslie U. Walker 
and the staff of the University of Virginia Offi ce for Diversity and Equity for their 
contributions in preparing this book.  

  Charlottesville, VA, USA     Marcus     L.     Martin, M.D.       
Atlanta, GA, USA    Sheryl     L. Heron, M.D., M.P.H.       
New Orleans, LA, USA    Lisa     Moreno-Walton, M.D., M.S., M.S.C.R.       
Charlottesville, VA, USA    Anna     Walker     Jones, B.A.      

Preface
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    Chapter 1   
 Defi ning Diversity in Quality Care       

       Marc     A.     Nivet      and     Malika     Fair      

            Introduction 

 In executive offi ces of health care  organizations   around the world, leaders discuss 
improving quality of care and outcomes for changing patient populations. 
Meanwhile, human relations or diversity offi cers explore ways to recruit health pro-
fessionals from different backgrounds to create a more culturally competent work-
force. It is time to join these two conversations together  an  d understand the role 
diversity can play in quality patient care. 

 The most cited reason for increasing diversity in the health professions is the need 
to address  health disparities   among minority populations. While diversity plays a 
critical role in achieving this aim, there is an even more compelling reason to strive 
for diversity in the health professions: to produce better outcomes for all patients. 

    The Relationship between Health Care Quality 
 and Health Equity   

 The two  Institute of Medicine (IOM)   reports— To Err is Human  (1999) and  Crossing 
the Quality Chasm  (2001)—pushed the quality conversation into the spotlight. While 
physicians and other health care professionals have historically prioritized quality, 
few took a systematic approach to measuring patient outcomes or comparing perfor-
mance indicators. The reports shocked the public and the health professions into 
focusing attention on the inconsistent quality in the United States health system. 
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 The IOM defi nes quality of care as “the degree to which health services for indi-
viduals and populations increase the likelihood of desired health outcomes and are 
consistent with current professional knowledge” [ 1 ]. The Institute also defi nes the 
six aims or principles of quality care, now referred to as the six pillars: safe, effec-
tive, patient-centered, timely, effi cient, and equitable [ 2 ]. This defi nition of quality 
is now widely accepted, and we have made strides towards improvement [ 3 ]. 
However, there has been more progress on some pillars than others, creating an 
 imbal  anced system and hampering our ability to achieve true quality. 

 One pillar that has lagged behind  i  s  health equity  , or “equal access to available 
care for equal need, equal utilization for equal need, and equal quality for all” [ 3 ,  4 ]. 
Achieving health equity requires conditions in which people have the same oppor-
tunity for desired health outcomes and no one is disadvantaged by social position or 
circumstance. Until we see those “desired health outcomes” in all people—until we 
eliminate  health disparities   and achieve  health equity  —we cannot achieve true qual-
ity in health care.  

    Challenges to Health Equity and Quality Care 

 Major challenges face health care systems worldwide: shifts in patient  demograph-
ics  , uneven distribution of wealth and resources, health provider shortages, and 
unequal access to care [ 5 – 7 ]. In the USA, the Affordable Care Act presents oppor-
tunities to address these challenges, but increased access to health insurance does 
not guarantee equity of care [ 4 ,  8 ]. 

 In 2012, minority births outnumbered those of whites for the fi rst time, suggest-
ing the demographics of the USA are quickly shifting. About half of the children 
under fi ve are minorities, and predictions show that the country as a whole will be 
majority minority by 2043 [ 9 ,  10 ]. 

 As the proportion of minorities in the USA grows, so does the urgency of address-
ing health disparities in these different groups. The  Affordable Care Act   and the 
expansion of Medicaid mean that more people who were previously excluded from 
our health system for fi nancial reasons will now have increased  access to care  . This 
offers a true opportunity to improve the health of people in the USA. But fi nancial 
coverage for care is only one part of the access and quality equation. 

 Without an intentional focus on  health disparities   and the gaps in  care   experi-
enced by different segments of the patient population, the USA will miss this oppor-
tunity of improving health care for all. Countries around the globe face similar 
challenges and opportunities to deliver better and more equitable care to patients of 
diverse backgrounds [ 5 ].  

    Obstacles to Quality Care 

 According to the IOM, obstacles to quality care  f  all into three categories: underuse, 
overuse, and misuse. This framework can also be applied to health care disparities, 
or “differences in access to or availability of facilities and services” [ 11 ]. 

M.A. Nivet and M. Fair
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    Underuse 

 Underuse results from diffi culties accessing health care, but also from  myt  hs and 
misconceptions about minorities and their health care needs. Several studies have 
shown that physicians are less likely to prescribe adequate painkillers to minority 
and low-income patients [ 12 ]. A journal article published in 2013, based on data 
collected from the National Hospital Ambulatory Medical Care Survey from 2006 
to 2009, showed that emergency department patients from low-income areas were 
less likely to receive opioid pain medications than those with similar pain levels 
 from   higher-income areas. Black and Hispanic patients were less likely to receive 
pain medication than white patients regardless of income level [ 13 ].  

    Overuse 

 In some cases, minority patients receive more of certain types of care. While  bette  r 
control of diabetes has led to lower rates of limb amputation, one study found the 
rate of limb amputation was fi ve times higher among inner city African Americans 
when compared to suburban whites. The overuse of amputation (and underuse of 
aggressive treatment to preserve limbs) in  t  hese patients leads to increased disability 
and reduced quality of life [ 14 ].  

    Misuse 

 Some patients are less likely to receive standard of care than others.  O  ne study 
showed that black patients presenting for emergency care with the same chest-pain 
symptoms were less likely to receive the standard of care (EKG, aspirin, oxygen, 
and referral for catherization) than white patients [ 15 ]. 

 Some of these inequities can be traced back to the underrepresentation of minori-
ties in clinical studies. Even though most academic medical centers are located in 
urban areas surrounded by minority communities, these communities continue to be 
underrepresented in most studies [ 16 ]. Evidence-based guidelines for safe, effi cient, 
and excellent care developed based on studies for a 70-kg white male may not apply 
to people who do not fi t that description. 

 After revelations about the Tuskegee experiments (in which African American 
men were denied treatment for syphilis so that researchers could observe the 
natural course of the disease), many minorities were understandably apprehensive 
about participation in clinical trials. While that fear is waning now, there are still 
plenty of barriers for some populations to participate in health care research, 
such as transportation and the need to take off time from work. In addition, some 
factors most likely to facilitate participation in clinical research are physician 
communication and  when   “patients see themselves as similar to their physi-
cians” [ 16 ,  17 ].   

1 Defi ning Diversity in Quality Care
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    Benefi ts of Diversity 

 Diversity refers to the richness of human  differe  nces in socioeconomic  sta  tus, race, 
ethnicity, language, nationality, sexual orientation, gender identity, religion, geogra-
phy, abilities, age, personality, learning styles, and life experience [ 18 ]. When peo-
ple of diverse backgrounds work together, their combined qualities, experiences, 
attributes, and skills can lead to innovative thinking and creative solutions to previ-
ously intractable challenges. 

 Merely putting people of different backgrounds together in the same place does 
not automatically benefi t an organization or a society. Inclusion—the active, inten-
tional, and ongoing engagement with diversity—is what brings out the benefi ts of 
diversity. We achieve inclusion by creating a climate and culture within an institu-
tion or a society that fosters belonging, respect, and value for all [ 18 ]. To unlock the 
benefi ts of diversity, we have to build an inclusive culture that leverages those dif-
ferences for the greater good. 

 Combined with inclusion, diversity benefi ts quality of care in several different 
ways. A diverse health workforce is more able to deliver quality, patient-centered 
care to more people through:

•    Improved  access to care  : Physicians from underrepresented groups are more 
likely to practice in areas that that are underserved, including rural areas and 
minority communities [ 19 ,  20 ].  

•   Improved learning environment: When people from different backgrounds learn 
or practice together, they become more comfortable asking each other questions 
and learning about different backgrounds. Then, they pull from those experi-
ences when treating patients of different backgrounds [ 21 ].  

•   Increased  cultural competence  : Providers who are used to working with people 
from different backgrounds may recognize cultural differences more easily than 
providers who have worked only in homogeneous environments [ 22 ].  

•   Greater chance for physician–patient concordance: Patients who have some 
demographic concordance with their provider trust their physician more, have 
higher patient satisfaction ratings, and are more likely to adhere to treatment, 
which could lead to better outcomes. This is true when patient and provider are 
from the same race, but similar benefi ts  derive   if the provider speaks the same 
language or shares the same rural or urban background as the patient [ 17 ].  

•   Greater recognition of inequities in care: A more diverse workforce may recog-
nize more readily when care is not being delivered equitably [ 23 ].    

 At the  Association of American Medical Colleges (AAMC),   we conduct surveys 
of medical students called the Matriculating Student Questionnaire and the 
Graduating Student Questionnaire. During the fi rst week of medical school, stu-
dents answer a series of questions about a wide range of topics, including their 
comfort in dealing with people who are different from them. Four years later, we ask 
the students the same questions to determine if their comfort level has changed. Our 
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results show that students attending schools with the greatest diversity have the 
greatest increase in their comfort levels, which translates to improved cultural com-
petency and ability to communicate with people from different backgrounds. In 
addition, graduating medical students indicate that students who attend medical 
schools with greater classroom diversity feel more prepared to provide culturally 
competent care and are more confi dent in dealing with patients whose backgrounds 
are different from their own [ 22 ]. 

 Mahzarin R.  Banaji  , Ph.D., professor of social ethics at Harvard University and 
author of  Blindspot: Hidden Biases of Good    People   , explains that our brains work 
differently when we feel a connection with someone, whether it is because we share 
an  ethn  icity, alma mater, geographic location, language, or other attribute. We actu-
ally use the same areas of the brain that we use to think about ourselves—paving the 
way to more empathy and compassion for each other. But when we live and study 
and work only with people like us, hidden biases persist and affect how we interact 
with people from different backgrounds. While we cannot totally eliminate hidden 
bias, she says, we can create a diversity of biases that helps us identify and relate 
with more people [ 24 ]. These are the “Dividends of Diversity,” and they will go a 
long way to addressing  health disparities   and addressing the equity side of the qual-
ity equation [ 8 ]. 

 Scott E.  Page  , author of   The Difference   , takes this a step further. He contends that 
diversity, more than ability alone, leads to improved performance and innovation. 
He has conducted rigorous scientifi c research that shows that people from different 
backgrounds, heuristics, experiences, and attributes can solve complex problems 
more quickly and completely than a homogeneous group. He argues compellingly 
that diversity is a driver of excellence [ 25 ]. 

 The lack of diversity among health care professionals allows disparities to con-
tinue not because white physicians do not care or are insensitive to the needs of 
patients who are different from them, but because increasing diversity expands our 
potential to fi nd creative solutions to our  he  alth care challenges, mitigate against 
disparities, and improve care overall.   

    Conclusion 

 Our understanding of diversity is evolving. We have moved from a perceived com-
petition between the ideals of diversity and quality to a construct in which diversity 
is co-equal with excellence. While once there was the perception that we had to 
abdicate some aspects of excellence to achieve diversity, we now realize that diver-
sity and excellence are equally important. We often hear administrators state a goal 
to be “diverse and excellent.” The next step is the realization that our health care 
workforce cannot be excellent  without  diversity, that diversity actually accelerates 
our pace to delivering excellent quality care for all people.     

1 Defi ning Diversity in Quality Care
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    Chapter 2   
 Racial/Ethnic Health Care Disparities 
and Inequities: Historical Perspectives       

       Savoy     Brummer     ,     Iris     Reyes     ,     Marcus     L.     Martin      ,     Leslie     Uldine     Walker     , 
and     Sheryl     L.     Heron    

            Introduction 

 The fi ve racial/ethnic categories of the  US 1990 census      were expanded to 14 catego-
ries for the 2000 census [ 1 ]. For the fi rst time, people were allowed to choose more 
than one option. Seven million Americans identifi ed themselves as more than one 
race (2.4 %). The US census at that time was estimated to be 75 % white, 12.5 % 
Hispanic, 12.3 % black, 3.6 % Asian, and 0.9 % Native American [ 2 ,  3 ]. The 2010 
US Census illustrated even greater diversity and reported the US population to be 72 
% white, 16 % Hispanic, 13 % black, 5 % Asian, and 0.9 % Native American [ 3 ]. 
 Notabl  e changes in the past decade include a 13 % increase in both Hispanic and 
Asian populations. By 2050, the US population is projected to be about 50 % white 
and 50 % comprising Asian, Hispanic, Native American, and African American [ 4 ]. 
 Despite   the rapidly  ch  anging ethnic/racial  l  andscape in America, disparities in 
health care have  per  petuated.  

            S.   Brummer ,  M.D.    
  Department of Emergency Medicine ,  St. Louis University ,   St. Louis ,  MO ,  USA     

    I.   Reyes ,  M.D.    
  Department of Emergency Medicine ,  University of Pennsylvania Health System , 
  Philadelphia ,  PA ,  USA     

    M.  L.   Martin ,  M.D.      (*) 
  Department of Emergency Medicine, School of Medicine ,  University of Virginia , 
  Charlottesville ,  VA ,  USA   
 e-mail: mlm8n@virginia.edu   

    L.  U.   Walker ,  B.A.    
  Offi ce for Diversity and Equity ,  University of Virginia ,   Charlottesville ,  VA ,  USA     

    S.  L.   Heron ,  M.D., M.P.H.    
  Department of Emergency Medicine ,  Emory University School of Medicine 
and Grady Memorial Hospital ,   Atlanta ,  GA ,  USA    

mailto:mlm8n@virginia.edu


12

    Discussion 

    History 

 In 1800, hundreds of slaves, including 200 owned by Thomas Jefferson, were inoc-
ulated with smallpox to test an experimental vaccine [ 5 ]. Additionally, Marion 
Sims, the father of modern-day gynecology, perfected his techniques on slaves, 
addicting them to narcotics postoperatively and then using the same slaves for repet-
itive surgery [ 6 ]. Post slavery, African Americans continued to be the subject of 
experimentation. The Tuskegee Study of Untreated Syphilis in the Negro Male, 
which began in 1932, studied the effects of untreated syphilis in study participants 
until 1972, despite the fact that penicillin was determined to cure the disease in 
1947. The men studied were never told they had syphilis nor treated and therefore 
unknowingly passed the disease to their partners, who passed it to their children 
during childbirth [ 7 ]. More recently, the story of Henrietta Lacks, known to scien-
tists as HeLa, describes a poor black tobacco farmer whose cells were taken without 
her knowledge in 1951. The  HeLa cells   became one of the most important tools in 
 medi  cine, used for developing the polio vaccine, cloning, gene mapping, in vitro 
fertilization, and more [ 8 ]. 

 The  National Medical Association (NMA)   was founded in 1895 during a time in 
US history when the majority of African Americans were disenfranchised and sub-
jected to the aforementioned injustices inherent in a dual medical care system. The 
NMA has been and continues to be  t  he nation’s oldest and  la  rgest organization of 
more than 30,000 African American  ph  ysicians and the  pa  tients they serve [ 9 ]. 

 In 2002, the Institute of  Medicine   concluded that racial and ethnic minorities 
“tend to receive a lower quality of health care than non-minorities, even when 
access-related factors, such as patients’ insurance status and income, are controlled” 
[ 10 ]. Similarly, a 2003 analysis of hundreds of clinical studies by Physicians for 
Human Rights found that many minority groups receive lower quality evaluation 
and treatment than white Americans for a wide range of medical conditions, even 
when those minority groups have health insurance [ 11 ].  

    Racial/Ethnic Disparities in Health Care 

 While racial and ethnic minorities currently represent only about one-third of the 
non-elderly US population, they represent more than half of uninsured Americans. 
Hispanics (30 %), Asian/Pacifi c Islanders (21 %), African Americans (19 %), and 
Native Americans (19 %) are more likely to have no usual source of health care than 
white Americans (15 %) [ 12 ]. 

 Minorities in the US have poorer access to quality health care, higher incidence 
and mortality rates from cardiac/hypertension,  diabetes  , cancer, HIV/AIDS, adoles-
cent and early adulthood (homicide, drugs, and alcohol), and medical problems 
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during infancy [ 13 ]. Racial and ethnic disparities  in cardiovascular services   are 
found among patients even among those insured by Medicare and in VA settings 
[ 14 – 16 ]. Specifi c examples exist in concert with emergency  cardiovascular care  . In 
1996, Allison et al. assessed the rate of receipt of thrombolysis, beta-adrenergic 
blockade, and aspirin in a retrospective medical record review of 4052 patients  hos-
pitalize  d in acute care hospitals in  Alabam  a with a principal discharge diagnosis of 
 acute myocardial infarction (AMI)   [ 17 ]. After controlling for patient age, gender, 
clinical factors, severity of illness, and hospital characteristics, white patients were 
found to be 50 % more likely to receive thrombolytics than black patients. No dif-
ferences were found in  rece  ipt of beta-blockers or aspirin by patient race. Carlisle 
et al. found that African Americans,  Hispa  nics, and Asian  Am  ericans were signifi -
cantly less likely than whites to receive coronary angiography, coronary artery 
bypass graft (CABG), and/or angioplasty, after controlling for primary diagnosis, 
age, gender, income, insurance type, and comorbid factors [ 18 ]. 

 High  blood pressure   occurs in African Americans at a higher incidence, earlier 
age, and with greater severity than whites [ 19 ]. Early onset and greater severity of 
hypertension in African Americans leads to an 80 % higher stroke mortality rate, a 
50 % higher heart disease mortality  rat  e, and a 320 % greater risk of hypertension- 
related end-stage  renal disease   than seen in the general population [ 20 ]. One of the 
few  stud  ies to systematically examine the prevalence of hypertension and related 
diseases in Hispanics is the San Antonio Heart Study, which compared Mexican 
Americans with whites. Although Mexican Americans had a slightly lower preva-
lence of hypertension, they had a dramatically higher incidence of Type 2  diabetes   
and a 60 % higher mortality from cardiovascular disease than whites [ 21 ]. African 
American patients with diabetes are more likely to utilize hospital emergency 
departments with greater severity of symptoms and with fewer primary physician 
visits than whites [ 22 ]. 

 A study of patients with  end-stage renal disease (ESRD)   from four regional 
networks in geographically diverse areas found that African American patients 
were less likely to be rated as appropriate candidates for transplantation, referred 
for evaluation, placed on a  wa  iting list for a transplant, and to ultimately undergo 
the procedure compared to white patients [ 23 ]. Similar studies have found that 
white patients were more likely to be placed on transplant waiting lists before ini-
tiating maintenance dialysis than minority patients, and that African American 
patients were also found to be less likely to receive dialysis as an initial treatment 
for ESRD [ 24 ,  25 ]. 

 Forty-four percent of all new  HI  V cases are African  Ame  ricans and 21 % are 
Hispanics [ 26 ].  Afri  can Americans with  HIV infection   are less likely to receive 
antiretroviral therapy, less likely to receive prophylaxis for pneumocystic pneumo-
nia, and less likely to receive protease inhibitors than non-minorities with 
HIV. These disparities remain even after adjusting for age, gender, education, and 
insurance coverage [ 27 ]. Hispanics have twice the risk of dying while being hospi-
talized as a result of HIV-related illness than whites do, after controlling for 
sociodemographic data and with the use of antiretrovirals prior to hospitalization 
not affecting outcome [ 28 ]. 

2 Racial/Ethnic Health Care Disparities and Inequities: Historical Perspectives



14

 African Americans, particularly those in urban areas, are at a greater risk of mor-
bidity and mortality due to  asthma  . Among the conditions contributing to the preva-
lence of asthma are socioeconomic factors, environmental conditions including air 
pollutants, and genetic predisposition. One study, after controlling for income, age, 
and marital status, found that African Americans were more likely than whites to 
 ac  cess care in emergency rooms, were hospitalized more often, and were less likely 
to be seen by an  asthma   specialist [ 29 ]. 

 The incidence of liver cancer among  Asian American Pacifi c Islander (AAPI)   
males is dramatically higher  than   for whites. This is most likely explained by the 
high prevalence of hepatitis B carrier status, liver fl uke infestation, and afl atoxin 
exposure among Asian immigrants [ 30 ,  31 ]. In addition, stomach cancer, although 
decreasing in incidence in the USA, is still the most common malignant neoplasm 
among Asians in China, Japan, and Korea and is especially important when consid-
ering immigration patterns to the USA [ 32 ]. 

  Analgesia   use in the  emergenc  y department has been noted as disparate in 
administration. One study found that Hispanics were twice as likely as whites to 
receive no pain medications [ 33 ]. A follow-up  stu  dy revealed that African  Americ  an 
patients with long-bone fractures were less likely to receive pain  medi  cations than 
white patients [ 34 ].  

    Racial/Ethnic Inequities in Health Care Providers 

 Traditionally, the  Association of American Medical Colleges (AAMC)   has classi-
fi ed underrepresented minority groups as black, American Indian, Mexican 
American, and Mainland Puerto Rican. This defi nition has now been coined as 
“underrepresented in medicine” due to legal pressures and the need for consistency 
in data collection. The  AAMC   defi nition of “underrepresented in medicine” is those 
racial and ethnic populations that are underrepresented in the medical profession 
relative to their numbers in the general population [ 35 ]. 

 Between the years of 1868 and 1910, 14 black medical schools were established, 
half of which also closed within this timeframe due to rising educational standards 
and lack of fi nancial resources [ 36 ]. Following the 1910 Flexner Report, strict stan-
dards for medical schools were established and the total number of medical schools 
(black and white) was approximately halved by 1925 [ 37 ]. Only two black medical 
schools survived: Howard University and Meharry Medical College. Following pas-
sage of the Civil Rights Act of 1964 underrepresented minority student enrollment 
increased until 1974, but never surpassed 3 %. Subsequent to the AAMC Equal 
Representation Commitment in the early 1970s and the Robert Wood Johnson 
scholarships for minorities and females, the percent of underrepresented minorities 
in medical schools dramatically increased to over 8 %. 

 Tactics used to  inc  rease minority  enroll  ment were  t  ested by Allan Bakke in 1974 
[ 38 ]. Bakke successfully challenged the UC Davis admissions policy at the 
California and US Supreme Court level by arguing that having separate application 
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programs for minorities was unconstitutional under Title VI of the Civil Rights Act. 
The court ruling  en  ded quotas in the  California educational system  . However, the 
Supreme Court did allow race to be a factor in considering applicants to reverse past 
discrimination [ 38 ]. The progress of previous years towards underrepresented 
minority  matriculation   continued to be affected by legislation in the 1990s. 
Proposition 209 of California (1996), Initiative 200 of Washington State (1998), and 
the Texas vs. Hopwood case representing Texas, Louisiana, and Mississippi (1996) 
either decreased or eliminated race and ethnicity as factors towards student admis-
sion policies. Underrepresented minority matriculation into medical schools 
increased in the 1990s in part due to Project 3000 by 2000. By 1994 the number of 
URMs increased to over 3000 in the fi rst year class [ 39 ]. 

 In 2003, the Grutter vs. Bollinger and Gratz vs. Bollinger court cases were heard. 
A 5 to 4 vote in the US Supreme Court upheld the decision to allow the University 
of Michigan to use race as a component in their admission policies. Justice Sandra 
Day O’Connor stated that the Constitution “does not prohibit the law school’s 
narrowly- tailored use of race in admissions decisions to further a compelling inter-
est in obtaining the educational benefi ts that fl ow from a diverse student body.” 
However, the point system used by the University of Michigan’s undergraduate pro-
gram was deemed unconstitutional in a 6-to-3 vote as it was based on 150 points, 20 
of which were counted by race. Chief Justice Rehnquist stated that the university 
had violated the Equal Protection Clause of the Constitution because of its mecha-
nized formula determining the worth of race for admissions to a college. These two 
decisions have made clear that race can be used as a factor but not the only factor 
towards student admissions. In the 2013 Fisher vs. University of  Texas   Austin case, 
the Court again did not outlaw affi rmative action. However it did state that affi rma-
tive action must be strictly reviewed. The Court explained that a university’s use of 
race must meet a test known as  “strict scrutiny”   where a university’s use of  affi r     ma-
tive action will be constitutional only if it is “narrowly tailored” [ 40 ]. 

 Applicants to  US medical schools   in 2014–2015 were comprised of 49.39 % 
White, 36.71 % Ethnic Groups Other than White, 4.53 % Other, 5.45 % Unknown 
Race/Ethnicity, and 3.84 % Non-US Citizen  and   Non-Permanent Resident [ 41 ]. 
Within the Ethnic Groups  Ot  her than White category, applicants who self-identifi ed 
as African American comprised 7.79 % of the total applicant pool, while Hispanics 
comprised 8.20 % of total applicants. The applicant pool for these  mino  rities is 
higher than their actual enrollment for that year. US medical  scho  ol enrollment for 
2014–2015 was comprised of 0.24 % American Indian or Alaska Native, 20.40 % 
Asian, 6.25 % Black or African American, 4.04 % Hispanic, Latino or of Spanish 
Origin, 0.14 % Native Hawaiian or other Pacifi c Islander, 55.60 % White, 1.40 % 
Other, 8.35 % Multiple Race/Ethnicity, 1.70 % Unknown Race/Ethnicity, and 1.93 
% Non-US Citizen and Non-Permanent Resident [ 42 ]. Graduates of US medical 
schools for 2013–2014 were comprised of 0.14 % American Indian or Alaska 
Native, 20.47 % Asian, 5.81 % Black or African American, 5.13 % Hispanic, 
Latino, or of Spanish Origin, 0.02 % Native Hawaiian or  O  ther Pacifi c Islander, 
57.84 % White, 1.65 % Other, 6.46 % Multiple Race/Ethnicity, 0.41 % Unknown 
Race/Ethnicity, and 2.01 % Non-US Citizen and Non-Permanent Resident [ 43 ]. 
Data related to references [ 41 – 43 ] are summarized in Table  2.1 .
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       Academic Medical Faculty 

 Data derived from the AAMC Faculty Roster  S  ystem show that only 3.9 % of all 
 faculty   identify themselves as African American, Native American, Mexican 
American, or Puerto Rican [ 44 ]. Of all black faculty, 15.5 % teach at Howard 
University, Morehouse College of Medicine, or Meharry Medical College. 

 Promotion of the small numbers of minority physicians has been recently evalu-
ated.  Palepu   et al. surveyed 3013 medical faculty members to evaluate the numbers 
of different ethnic groups attaining senior rank [ 45 ]. After  adju  sting for the medical 
school, department, years as a medical school faculty member, sex, tenure status, 
number of peer-reviewed publications, and receipt of grant funding, black and 
Hispanic groups were noted as less likely to receive senior rank defi ned as full pro-
fessor or associate professor. In 2000, another JAMA article evaluated the promo-
tion rates of various ethnic groups through a cohort study of medical school faculty 
during the 1980s and found that the promotion rate from assistant to associate pro-
fessor was signifi cantly lower for minorities when compared to whites [ 46 ]. Similar 
data were noted when evaluating the  pro  motion of associate professors to full pro-
fessors. Even after adjusting for variables such as sex, tenure status, medical school 
type, department, and receipt of NIH funds, the data indicated that minority faculty 
members were  p  romoted at lower rates compared with majority faculty. Minorities 
in academics were less likely to be tenured or on tenure track, less likely to be an 
NIH recipient, and more likely to have positions at private medical schools. These 
data presented above may be indicative as to why many minority faculty practice at 
historically black institutions such as Meharry and Howard University or mainland 
Puerto Rican hospitals. 

 Lack of diverse faculty mentors may impede residents’  satis  faction and benefi ts 
from  mentorship   relationships compared to white residents [ 47 ]. Too often, junior 
faculty members are not adequately prepared for the process of becoming principal 

   Table 2.1     US medical school   application, enrollment, and graduation rates by race/ethnicity 
[ 41 – 43 ]   

 Graduates of US 
medical schools 
2013–2014 (%) 

 Applicants to US 
medical schools 
2014–2015 (%) 

 US medical school 
enrollment 
2014–2015 (%) 

 White  57.84  49.39  55.6 
 Ethnic Groups Other than 
White 

 31.57  36.71  31.07 

 Multiple Race/Ethnicity  6.46  – a   8.35 
 Other  1.65  4.53  1.4 
 Unknown Race/Ethnicity  0.41  5.45  1.7 
 Non-US Citizen and Non-
Permanent Resident 

 2.01  3.84  1.93 

   a Not included  
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investigators. Retention programs such as professional development sessions, 
 mentorship, and community-building events are essential to all new faculty but are 
especially important for  URM  s. Minority faculty members often receive less men-
toring than their nonminority peers [ 48 ].  Minoritie  s should also be encouraged by 
their institutions to pursue faculty development programs, like those promoted by 
the Health Resources Services Administration and the Agency for Healthcare 
Research, that encourage minorities to not only enter academic medicine,    but also 
to stay there [ 49 ,  50 ]. 

 To improve minority numbers, low  pro  motion  rates   in all areas of medicine must 
be adjusted. Minorities need to be appointed to academic departments and then 
promoted to meaningful roles that provide adequate leadership for resident develop-
ment, community outreach, and addressing disparities of care within their prospec-
tive departments. The American College of Physicians published its position paper 
in the   Annals of Internal Medicine    in 2004, acknowledging the need for improving 
the diversity of medical school faculty and the rate at which they are promoted [ 51 ]. 
It echoed the need for minority faculty  memb  ers who can act as mentors for minor-
ity students and improve the quality of curricula at medical schools by emphasizing 
the health care needs of minority populations.  

    Workforce 

 Approximately 13.5 % of all  physicia  ns identify as black or African American, 
American Indian or Alaska Native, and Hispanic or Latino [ 52 ]. Although blacks 
or African Americans comprise 13 % of the nation, they account for only 4 % of 
the physician workforce [ 53 ]. Among Asians, blacks or African Americans, and 
Hispanics or Latinos, women make up a greater percentage of younger physicians 
(age 29 and younger) compared to their male counterparts. In light of changing 
demographics of the US population, if this trend continues, it suggests a shift in 
future years toward even greater percentages of women in the physician work-
force. In fact, this shift has already occurred among black or African American 
physicians, which is the only racial or ethnic group currently comprising a greater 
percentage of women than men. This difference is even more apparent among 
medical school applicants where women comprise roughly two-thirds of black or 
African American applicants [ 54 ]. The number of minority physicians affects the 
quality of care of minority populations. Racial and ethnic minorities are four times 
more likely to  rece  ive care from non-white  physicians   than white  ph  ysicians [ 55 ]. 
 Minority   physicians have a greater percentage of their patients coming from 
minority communities.  While   black and Hispanic physicians account for only 4 % 
and 5 % of the physician population, they care for 25 % of black patients and 23 % 
of Hispanic patients [ 56 ]. Diversity  among   health professionals may improve the 
scientifi c understanding  of  the causes and consequences of racial and ethnic 
 disparities [ 57 ].   
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    Conclusion 

 Historically, racial and ethnic minorities have received a lower quality of health care 
than non-minorities even when access-related factors such as patients’ insurance 
status and income are controlled. Access to minority physicians affects the quality of 
care of minority populations. Despite changing demographics, health disparities and 
inequities in the numbers of ethnically/racially diverse health care providers per-
petuate. Overall numbers of  underrepresented minorities (URM)   graduating from 
medical schools continue to be far less than their percentages in the population. 
Among Asians, blacks or African Americans, and Hispanics or Latinos, women 
make up a greater percentage of younger physicians (age 29 and younger) compared 
to their male counterparts. Successful methods and strategies to address these con-
cerns should be sought and utilized. Organizations such as the NMA have and con-
tinue to bridge the historical gap for  URM   physicians and focus on addressing health 
care disparities. These disparities and inequities must continue to be addressed 
aggressively and continuously through training, research, recruitment, and retention 
of health care providers and researchers from underrepresented minority groups.  

    Recommendations 

•     To improve minority educational opportunities, academic administrators from 
both public and private medical schools and residencies must be familiar with 
affi rmative action legislation and judicial decisions so that they can make indi-
vidual applicant decisions without fear of legal retribution.  

•   Early  mentorship   and shadowing programs for minorities can encourage their 
presence in medicine.  

•   Residency programs must create  mentorship   opportunities.  
•    Cultural competency   training including the history of health care disparities 

should be included in medical school curriculum.  
•   Disparities and inequities must be addressed aggressively and continuously 

through training, research, recruitment, and retention of health care providers 
and researchers from underrepresented minority groups.  

•   Effective strategies for attracting, training and retaining minorities in health care 
careers should be sought from those with proven track records including organi-
zations such as the National Medical Association (NMA).        
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    Chapter 3   
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Populations       
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            Introduction 

 The essence of diversity is the uniqueness of the individual. That uniqueness 
manifests in many ways, including reaction to societal infl uences. Both health care 
providers and health care  receivers   bring their uniqueness to  in  teractions within the 
health care system. In 1978, a seminal article by Arthur Kleinman and colleagues 
articulated the importance of culture in health care [ 1 ,  2 ]. Organizations and 
 individ  ual authors may defi ne  cultural competence   differently, but most defi nitions 
are variants of one  develop  ed by mental health researchers 25 years ago. For the 
individual, cultural  c  ompetence is defi ned as the “integrated pattern of human 
behavior that includes thoughts, communications, actions, customs, beliefs, values 
and institutions of a racial, ethnic, religious or social group” [ 3 ]. For a system or 
organization, cultural  competenc  e is defi ned as “a set of congruent behaviors, 

           M.  L.   Martin ,  M.D.      (*) 
  Department of Emergency Medicine, School of Medicine , 
 University of Virginia ,   Charlottesville ,  VA ,  USA   
 e-mail: mlm8n@virginia.edu   

    S.  L.   Heron ,  M.D., M.P.H.    
  Department of Emergency Medicine ,  Emory University School of Medicine 
and Grady Memorial Hospital ,   Atlanta ,  GA ,  USA     

    L.   Moreno-Walton ,  M.D., M.S., M.S.C.R.    
  Professor of Emergency Medicine, Director of Research, Director of Diversity, 
Department of Medicine, Section of Emergency Medicine ,  Louisiana State University Health 
Sciences Center – New Orleans ,   New Orleans ,  LA ,  USA     

    L.  U.   Walker ,  B.A.    
  Offi ce for Diversity and Equity ,  University of Virginia ,   Charlottesville ,  VA ,  USA    

    A.  W.   Jones ,  B.A.   
  Old Dominion School of Nursing ‘16, Offi ce for Diversity and Equity , 
 University of Virginia ,   Charlottesville ,  VA ,  USA    

mailto:mlm8n@virginia.edu


24

attitudes, and policies that come together in a system, agency or amongst profes-
sionals and enables that system, agency or those professionals to work effectively in 
cross- cultural situations.” The culturally competent physician and health care sys-
tem are sensitive to patients with expectations differing from those inherent in the 
assumed European–American norm. Individuals from the following cultural groups 
bring unique views and needs to  American health care settings  :

•    At-risk groups (people with limited fi nancial resources, the old, the young)  
•   Ethnically and racially distinct groups  
•   Immigrants, migrants, refugees  
•   Gay men, lesbians, bisexuals, transgender people  
•   People with disabilities    

 Predicated on theories that language and culture affect health care beliefs, 
choices, and treatment, the idea of  cultural competence   is an explicit statement that 
“one-size-fi ts-all” health care cannot meet the needs of an increasingly diverse US 
population. The 2002 report from the  Institute of Medicine  , “Unequal Treatment: 
Confronting Racial and Ethnic Disparities in Health Care” contributes to a growing 
body of federal and state laws, regulations, and standards seeking to guarantee that 
health systems respond to diverse linguistic and cultural needs by  becom  ing cultur-
ally competent [ 4 ]. 

 Examples of negative health consequences that result from ignoring culture  include   
missed diagnoses because of lack of familiarity with the  pre  valence of conditions 
among certain cultural groups; failure to take into account differing responses to medi-
cation; lack of knowledge about traditional remedies, leading to harmful drug  interac-
tion  s; and diagnostic errors resulting from miscommunication [ 5 – 7 ], which occur even 
more commonly in patients with  Limited English Profi ciency   [ 8 ]. These  mi  scommu-
nications can lead to medical errors impacting patient safety. Moreover, without an 
awareness of cultural differences, physician–patient interactions can be unsatisfying 
and unproductive for  b  oth doctors and their patients. The  Institute of Medicine (IOM)   
has cited many papers addressing both quality of care and disparities in care [ 4 ,  9 ]. 
One recommendation is to integrate cross-cultural education into the training of cur-
rent and future health professionals to improve the quality of health care and health 
care communication [ 3 ].  The Liaison Committee on Medical Education (LCME)  , 
which accredits US and Canadian medical schools, has set a standard that “the faculty 
and medical students of a medical education program must demonstrate an under-
standing of the manner in which people of diverse cultures and belief systems perceive 
health and illness and respond to various symptoms, diseases, and treatments” [ 10 ]. 

 Attention to  cultural competence   is also addressed by the  Accreditation Council 
for Graduate Medical Education (ACGME)   using the outcomes-based milestones, a 
framework which includes patient-centered communication and professionalism 
[ 11 ]. A systematic review of the literature on the effect of cultural  compet  ence pro-
grams  on   ethnic minority patient-centered health care demonstrates effectiveness of 
patient-centered care models on clinician/practitioner cultural knowledge, aware-
ness, and sensitivity and indicates the need for further research to determine whether 
this increase in patient knowledge translated into better practice and improved 
patient outcomes [ 12 ]. 
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 The challenge has been in implementing  educa  tion in  health disparities  . To 
address the issue, a multi-institution qualitative questionnaire of 18 medical schools 
addressed the challenges for curricular development, including integrating new 
material into a full curriculum, adding curriculum work and sustaining the new cur-
riculum.    Solutions offered included engaging stakeholders, advocacy  throug  h par-
ticipation on committees and in communities, identifying funding sources and 
developing sustainable products [ 13 ]. 

 The Culturally and Linguistically  A  ppropriate Services (CLAS)    standard is 
another resource intended to advance health equity, improve quality, and help elimi-
nate health care disparities. It is  im  portant to note that some states have proposed or 
passed legislation pertinent to cultural competence training of their state’s health 
professionals [ 14 ]. Health care providers’ perceptions of patients will result in dif-
ferences in management recommendations. This stereotyping unintentionally 
effects the way medical professionals form impressions of and treat patients from 
different backgrounds [ 15 ].  Cri  tical to this process is the awareness that every indi-
vidual has inherent implicit biases and the tendency to  psychological shortcut  s 
which cause us to simplify complex situations [ 15 ]. Psychological shortcuts frame 
our opinions and management of patients. Stereotyping or implicit biases are deeply 
imbedded in our subconscious human cognition, and when complex situations are 
simplifi ed we gain confi dence in our ability to understand, predict, and potentially 
control situations and people that we encounter [ 16 ]. This is particularly true for 
health care providers working under pressure in the emergency setting, where the 
time of encounter is relatively brief.  

    Discussion 

 Sources of racial and ethnic disparities in health care include health  syste  ms as a 
whole, health care providers, patients, and health care plan managers [ 4 ]. Bias, ste-
reotyping, prejudice, and clinical uncertainty may also contribute to these dispari-
ties. Innovative approaches to training health care providers in  cu  ltural competency 
can reduce the problems created by unintended  bi  as and stereotyping [ 15 ]. A greater 
 unde  rstanding of the prevalence and infl uence of these processes is needed, and 
should be sought through education and research [ 4 ]. 

 Programs to educate health care providers and their  patients   can help the profes-
sional integrate cross-cultural information and improve the approach to the patient, 
and can empower the patient regarding access to care and treatment options. Health 
professionals should be aware that subconscious processes can impact interactions 
with patients from other racial, ethnic, cultural, religious, or socioeconomic groups. 
Cultural  co  mpetence training can help prepare individuals to understand the per-
spective of a patient from a different background or culture. 

  Cultural competence   goes beyond cultural awareness or sensitivity. The concept 
refers to an ongoing commitment and institutionalization of appropriate practice 
and policies for diverse populations [ 17 ,  18 ]. Cultural competence has been 
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  a  dvocated as a matter of  social justice   [ 19 ,  20 ]. However, it has also been posited as 
a mechanism for changing the health outcomes of minority Americans. In 2000, 
 Brach   and  Fraser  , in a landmark article based on a review of the cultural competence 
literature, developed a model for reduction of disparities, encompassing nine  cul-
tural competence techniques  : interpreter services, provider/staff recruitment and 
retention, cultural competence training programs, coordination with traditional 
healers, use of community health workers, culturally competent health promotion, 
inclusion of family and/or community in decision-making, immersion into another 
culture, and administrative and organizational accommodations [ 21 ]. 

 Health care professionals have a myriad of opportunities to enhance cultural 
competence–in professional societies, on hospital staffs, at universities, and in pri-
vate offi ces. In our roles as teachers, students, and leaders, we can seek ways to 
learn about culturally identifi ed groups and to demonstrate sensitivity to our patients 
and our peers. Neglecting our responsibility as individuals and health systems to be 
aware of culturally diverse groups is the equivalent of medical malfeasance. This is 
particularly notable in  th  e  Emergency Department  , a setting known for caring for 
at-risk groups from diverse backgrounds. There have been several papers published 
in the Emergency  Medi  cine literature that address diversity and disparities that 
include the need to develop curricula on cultural competence and to examine 
 implicit   bias [ 22 – 24 ]. 

 Federal and state policies that seek to guarantee that health  system  s respond to 
 health disparities   can only be appropriately addressed through educating health pro-
fessionals in cultural competence. Although the importance of cultural competence 
has been recognized since the late 1990s, current federal and state regulations mani-
fest considerable variability in the degree of cultural competence training required 
by graduate medical education programs [ 25 ]. In order to properly address and cor-
rect disparities for a diverse patient population, as defi ned by policy language, inter-
ventions must be developed and implemented which increase the competence of 
medical professionals currently in the fi eld. The responsibility to engage in this type 
of education extends not only to systems at the  organi  zational level but also to health 
care professionals at the individual level. 

 Various educational models and methods have been  developed   for use at the 
individual and system level. Successful cultural competence training programs must 
fi rst identify the contributing factors to health care disparities and provide education 
to address each one. Any cultural competence training program should be tailored 
to the unique needs of the patient and physician population at the development stage 
and routinely monitored after implementation. Internal evaluation should be con-
ducted to assess the productivity of any chosen intervention. As with any new initia-
tive, research should be continued to develop a sound intervention.  I  ndividual 
models for cultural competence training, reviews of various models, as well as gen-
eral articles on the subject were gathered and reviewed for this discussion. 

 Basic components of cultural competence routinely addressed in training pro-
grams include training on interpreter services, recruitment and mentoring to retain 
diverse physicians, and development of trusting patient–provider communication 
[ 25 ,  26 ]. Three main approaches to teaching cultural competence described by the 
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IOM’s report “Unequal Treatment: Confronting Racial and Ethnic Disparities in 
Health Care” are Multicultural/Categorical, Cultural Sensitivity/Awareness, and 
Cross-Cultural [ 4 ]. Each approach has its own values and challenges. The 
Multicultural/Categorical approach aims to acquire specifi c cultural knowledge 
about patients. The  Cultural Sensitivity/Awareness approach   aims to increase stu-
dents’ awareness of their own cultural backgrounds and other cultures. The Cross- 
Cultural or “skills-based” approach teaches providers to uncover their patients’ own 
 se  nse of culture to create a treatment plan with input from the patient [ 26 ]. 

 Steps should be taken to  reinfor  ce the effectiveness of any program after training 
has ended. In order to ensure the long-term success of and adherence to the values of 
cultural competence training programs,  Gertner   et al. argued that fi rst and foremost 
a strategic plan at the organizational level should be implemented to improve physi-
cian buy-in and long-term application. Using Lehigh Valley Health Network in 
Allentown, Pennsylvania as an example, Gertner et al. provided a  plan  ning frame-
work and guide to creating a sense of commitment to the teachings of cultural com-
petence training programs. This framework emphasized the need for development 
and application of strategic goals, objectives, and  implementati  on tasks for cultur-
ally competent provision of care in addition to surveying both patients and staff 
about their own experiences and cultural awareness. It is important to remember that 
any aspect of the  hospital system   lacking in competence is not a failure, but rather an 
opportunity for improvement. The following measures can be taken: develop a cul-
tural material repository; recruit and retain diverse employees; create baseline 
assessment for measuring cultural competency for network  member  s; standardize 
collection of patient race, ethnicity, and language preference data, ensure and sustain 
language appropriate services; and provide evidence-based cultural education [ 27 ]. 

 Disparities in health care are not new; however, the focus on correcting these 
disparities is a relatively new idea. With any new policy comes potential resistance. 
Maria B. J.  Chun   revealed challenges that arose while implementing her  cultural 
competence program   [ 28 ]. She outlined potential factors that impact receptivity to 
cultural training such as the variances in the “cultures” of individuals in the target 
group, obtaining buy-in, using validated assessment tools, and the general lack of a 
standardized defi nition of culture and method for culture training, which creates a 
feeling of disconnect on behalf of the participants from what is being discussed [ 28 ]. 

 Simon et al. provided a commentary of Chun’s article [ 28 ,  29 ]. The commen-
tary included additional considerations to foster more buy-in and long-term use of 
 cultural competence training   including the following: that the underlying motiva-
tion for recognizing culture is that culture is intertwined with an individual’s 
health beliefs, values, preferences and practices; that culture shapes lifestyles and 
beliefs that ultimately impact on one’s risk for and subsequent response to health 
conditions; that cultural competence involves more than the ability to learn to 
respond  t  o a set of static cultural customs, values and beliefs; that an ethnic group- 
focused, rather than a patient-focused, pedagogy may overlook the importance of 
social factors in cross-cultural  enc  ounters; and, the concepts that underlie clear, 
patient- centered  communicat  ion should be interjected into cultural competence 
training [ 30 ]. 
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 Using the various  educational models   that are available and the commentaries 
provided by  profe  ssionals experienced in implementing cultural competence train-
ing programs, health professionals can choose the appropriate cultural  compet  ence 
training that fi ts one’s provider, patient, and system needs.  

    Conclusion 

 To offset medical errors caused by unfamiliarity with nuances of certain cultural 
groups and to generally improve the quality of health care, it is wise to integrate 
collaborative cross-cultural education into training of our current and future health 
care professionals. Opportunities for education exist at all levels of health care. In 
this chapter, we discussed cultural competence education opportunities for the indi-
vidual health care provider. Developers of cross- cultural training programs   must 
fi rst identify the contributing factors to health care disparities in order to educate 
professionals on how each factor should be addressed. The responsibility to engage 
in this type of education falls on not just the health system at the organizational 
level, but also on health care professionals at the individual level. 

 While the impact of culture on health care outcomes has been long known [ 2 ], 
health outcome disparities did not become an issue of focus until the IOM report 
“Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care” [ 4 ] 
was released in 2002. Despite awareness, health care disparities continue to exist. In 
2013, the Centers for Disease Control and Prevention documented worse health 
outcomes for individuals from underrepresented minority groups in every diagnos-
tic category analyzed, except death from suicide and narcotics abuse, where Whites 
prevailed [ 4 ]. As individual physicians and health care professionals, we have an 
obligation not only to provide culturally competent care to our patients but to infl u-
ence the systems in which we work and to support the training of a diverse, cultur-
ally competent work force. The evidence to support the impact of culturally 
competent care exists. With the availability of educational models for implementa-
tion, we can look forward to a decrease in health care outcomes disparities in the 
coming years.  

    Recommendations 

•     Health care providers should work towards achieving cultural sensitivity, aware-
ness, and openness by seeking and engaging in educational opportunities related 
to cultural competence.  

•   Cross-cultural education should be integrated into the training of current and 
future health care providers to improve the quality of health care and patient–
provider communication.  
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•   Developers of cross-cultural training programs must fi rst identify the contribut-
ing factors to health care disparities in order to educate professionals on how 
each factor should be addressed.  

•   Cross-cultural training programs should be tailored to the unique needs of the 
patient and physician population in the development stage and progress routinely 
monitored after implementation.  

•   Research should be ongoing to develop cross-cultural curricula, sound interven-
tion plans, and to examine implicit bias.  

•   Basic cultural competence techniques should include training on the following: 
interpreter services, recruitment and mentoring to retain diverse physicians, 
implicit bias and patient–provider communication skills.  

•   A strategic plan at the health system level should be implemented to improve 
physician buy-in and long-term application.  

•   Programs should be designed to educate health care providers as well as patients.  
•   Internal evaluation should be conducted to assess the productivity of any chosen 

intervention.        
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    Chapter 4   
 Culturally Competent Faculty       

       Georges     Ramalanjaona       and     Marcus     L.     Martin    

            Introduction 

 The  US population    has      become more diverse: ethnic minorities now comprise 30 % 
of the US population and will be the majority by 2050 [ 1 ]. The  current   US popula-
tion consists of more than 100 ethnic groups and 500 American Indian groups, and 
documentation notes that all US ethnic minorities lag behind their European coun-
terparts on almost every health indicator, including access to care, health care cover-
age, and life expectancy, while surpassing white groups in all acute and chronic 
disease rates [ 2 ]. As previously mentioned in this textbook, the rationale for these 
health care disparities include barriers to routine  access      to preventive care, lower 
cultural competency skills among health care practitioners, and insuffi cient propor-
tional representation of minorities in our health professions [ 3 ]. Furthermore, a 
growing body of literature shows the impact of sociocultural factors, race, and eth-
nicity on health care decisions, and that patient–provider communication is directly 
linked to patient satisfaction and health outcomes [ 4 ]. 

 The ACGME recognizes cultural diversity training as a necessary skill for deliv-
ering effective patient care [ 5 ]. Traditionally, EM faculty serves a dual purpose: as 
teachers and role models for EM residents and medical students, and as practitio-
ners. An expert panel review of the  Association of American Medical Colleges 
(AAMC)      reported the benefi cial impact of faculty involvement for cultural compe-
tency exposure [ 6 ]. Carney et al. reported the benefi cial impact of an  academic- 
community partnership   between the University of Vermont College of Medicine 
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and the United Way of Chittenden County Volunteer Center. “Public health projects 
are designed, through partnerships with community nonprofi t agencies, to be effec-
tive in addressing community issues while helping prepare students to become 
problem-solvers in population health” [ 7 ]. Since that report, more medical schools 
have worked to achieve both recommended competencies and required standards by 
designing educational initiatives in partnership with communities. 

 It is important to defi ne the role of the culturally competent EM faculty, delineate 
a cultural competency curriculum aimed at improving  EM faculty   skills, devise a 
Faculty Development Program (FDP)    specifi c for EM faculty, and integrate these 
functions in a clinical setting as well as in academic life.  

    Discussion 

 Cultural competency is  defi ned   as learned skills that help to understand cultural  dif-
ferences      and facilitate communication between populations who have different 
ways of understanding health, disease and body [ 8 ]. Cultural competency extends 
beyond simple awareness or sensitivity and should be defi ned as the ability to effec-
tively use cultural knowledge and skills in cross-cultural encounters. The  EM fac-
ulty   should then be skilled at understanding their patients’ cultural values within the 
context of medical  practice  , as well as their own belief system. 

 The  Agency for Healthcare Research and Quality (AHRQ)      published nine major 
cultural competency techniques, which can reduce health disparities [ 9 ]. These 
techniques include interpreter services, recruitment and retention policies, training, 
coordinating with traditional healers, use of community health workers, culturally 
competent health promotions, inclusion of family and community members, immer-
sion into another culture, and administrative and organizational accommodation. 
However, these techniques are only general approaches to the problem and do not 
address outcomes in EM. 

 Several  educational interventions   have been advocated to improve cultural com-
petency for faculty, including implementation of a cultural competency curriculum, 
and establishment of FDPs specifi c for  cultural diversity  . Cultural competency edu-
cation for faculty should be viewed as a continuum, starting with initial exposure to 
cultural competency training in the medical school curriculum, then graduate medi-
cal education, then faculty development initiatives. The  Liaison Committee on 
Medical Education (LCME)      set standards for the development of cultural compe-
tency training as part of the medical school curriculum [ 10 ]. These standards require 
that a cultural diversity curriculum to be taught as part of undergraduate medical 
education, and that the curriculum can be divided into three interdependent concep-
tual approaches focusing on attitudes, knowledge, and skills:

•     Cultural sensitivity/awareness approach  : This should be taught in the fi rst and 
second years of medical school. Its goal is to improve the provider’s awareness 
of the impact of socioeconomic factors on  a      patient’s health values, beliefs, and 
behaviors, as well as on the quality of care and outcome.  
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•    Multicultural/categorical approach  : This should be taught throughout undergrad-
uate medical education. The primary focus is to increase the student’s knowledge 
of cross-cultural issues by teaching relevant methods of community assessment 
and evidence-based factors (i.e., historical and epidemiological factors) that may 
infl uence health behaviors.  

•    Cross-cultural approach  : This should focus on acquiring skills and is taught dur-
ing clinical years. This approach’s primary goal is to integrate medical interview-
ing and communication skills with sociocultural and ethnographic tools of 
medical anthropology. This approach lays the foundation to care for a culturally 
diverse patient population.    

 Flores and colleagues’ 2000 survey of all US and Canadian medical schools 
reported that only 8 % of schools have established a separate course on cultural 
competency [ 11 ]. Moreover, while many of the existing cultural competency curri-
cula target medical students, only a few studies report such curricula among medical 
school faculty, who will in turn shape residents and medical students’ attitudes and 
behavior toward these issues [ 12 ,  13 ]. In 1997, Welch evaluated a three-part work-
shop on cultural competency designed for department chairs and course directors of 
an academic institution [ 14 ]. The conceptual design and workshop content are 
based on a well-known experiential approach for training in cross-cultural sensitiv-
ity and awareness: individuals’ attitudes toward cultural-ethnic  differences      can be 
changed if they are fi rst aware of their own inherent values and biases [ 15 ]. After 
they gain this awareness, training focuses on knowledge and skills of diverse groups. 
Attitudes will continue to change as individuals question previously held beliefs and 
biases. 

 Based on this concept, a series of three workshops is developed: fi rst, building 
knowledge and personal awareness of differences, then building knowledge and 
skills (with a focus on the individual), and lastly, building knowledge and skills 
(with a focus on an organization). In an evaluation of the workshop series by partici-
pating faculty based on a 5-point Likert scale (5 high to 1 low), the overall score for 
content was 4.10; the organization score was 4.32; teacher effectiveness was 4.26 
and usefulness of exercise videos was 4.86. The written and verbal feedbacks rec-
ommend offering this workshop annually, continuing the use of role playing and 
experiential activities, and requesting more workplace specifi c activities. Although 
these results are encouraging, baseline evaluation and follow-up measures of faculty 
members toward diversity are not done, thus limiting  the   evaluation of the effi cacy 
of this training. 

 Addressing the  need of teaching   cultural competency curricula in  graduate medi-
cal education (GME)     , the specialty of  Family Practice (FP)      published Core 
Curriculum guidelines on culturally sensitive and competent health care following 
the results of two national surveys of FP residency programs in 1985 and 1998 [ 16 ]. 
In 1985, a national survey of all FP residency training programs with a 71 % 
response rate indicates that only 3 % had a written curriculum (defi ned as having a 
bibliography, course objectives); and 22 % had a non-written curriculum, for a total 
of 25 % of FP residencies having a curriculum devoted to cultural competency [ 17 ]. 
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 In 1998, the Society of Teachers of Family Medicine conducted a national mail 
survey of all FP residency programs to determine the status and educational content 
of multicultural curricula, and to identify the impending and facilitating factors to 
the implementation of such curricula, as well as activities that could help residency 
programs improve their  multicultural training   [ 18 ]. Fifty-eight % of responding 
programs had an informal curriculum, 28 % had a formal curriculum, and 14 % had 
no curriculum on cultural diversity. Programs with a formal curriculum taught more 
content, employed more educational methods, used more evaluation techniques, 
and felt more successful than those with an informal curriculum. The top three fac-
tors that facilitated implementation  of   multicultural curricula were presence of a 
culturally diverse patient population and faculty and residents’ multicultural inter-
ests. Conversely, a lack of faculty interest and expertise  in       cultural diversity   were 
cited as major problems for programs with informal and no curricula. Therefore, 
faculty expertise and interest in cultural diversity played an important role in facili-
tating and implementing multicultural curricula in FP. Other specialties such as 
Internal Medicine and Pediatrics have reportedly started formal cultural diversity 
curricula as well [ 19 ,  20 ]. 

 Regarding EM, the leadership of the  Society for Academic Emergency Medicine 
(SAEM)      took an essential fi rst step in recognizing cultural competency as an inte-
gral part of EM curricula and residency program accreditation.  SAEM   established a 
2-year task force in conjunction with the  Council of Emergency Medicine Residency 
Directors (CORD)      to develop a model curriculum on cultural diversity. It includes a 
case-based discussion, standardized curriculum, didactic sessions on cultural com-
petency, bedside teaching and mentorship, and educational exchange programs to 
improve experiences with cultural diversity [ 21 ]. 

 Ferguson et al. described a unique FDP designed to improve the ability of clini-
cal faculty to integrate cultural competency and advocacy education into  clinical 
training   [ 6 ]. This training, known as “teaching the culture of the community”, was 
integrated into the training of community preceptors from 13 medical schools in 
New York and New England. It consisted of interactive lectures followed by large 
group exercises culminating in small group exercises on cultural needs assessment, 
patient-centered interviewing, participant evaluation, and self-reported change data 
from the fi rst 2 years of the program (1999–2001). The participants included family 
physicians as a majority (42 %), with the remaining preceptors being internists and 
pediatricians. Sixty percent (60 %) of trainees were female, 52 % had been in prac-
tice less than 10 years, 47 % had less than 3 years of teaching experience, and 53 % 
were involved in the care of the underserved population as defi ned in a federally 
funded community health center. Results displayed an  overall      high level of partici-
pant satisfaction (averaged above 4.0 on a Likert scale of 5: 1 low, 5 excellent). 
There was a statistically signifi cant improvement in the overall rating of the pro-
gram and the clarity of the objectives in 2000–2001 compared to 1999–2000. Before 
the curriculum, 5.4 % of participants planned to change their teaching practice or 
behavior compared to 30.2 % after the last workshop. In this short-term study, cul-
tural competency training was successfully integrated into an existing FDP for 
 community- based preceptors     . 
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 Integration of cultural competency curricula in  clinical practice and medical edu-
cation   leads to redefi ning the role of faculty. First, role modeling is an integral part 
of  graduate medical education (GME),   crucial in shaping attitudes, behavior, values, 
and ethics of medical trainees, and an important infl uence on the career choices of 
residents [ 22 ]. Some studies report that attending physicians who are considered role 
models differ from their other colleagues. Using a  multicenter case–control study   of 
attending physicians, and IM house staff of four teaching hospitals, Wright et al. 
identifi ed 5 attributes associated with being an excellent role model [ 23 ]. These 
attributes included spending more than 25 % of one’s time teaching, spending 25 or 
more hours per week teaching and conducting rounds, stressing the importance of 
the doctor–patient relationship, teaching psychological aspects of medicine, and 
having served as a chief resident. These attributes represent acquired or modifi able 
behavior, which is under the control of the individual faculty member, meaning that 
with the appropriate advice, training, and environment, more attending physicians 
may become excellent role models. Second, a new role of faculty as patient advocate 
emerged and included interfacing with local community leaders to improve the cul-
tural competency curriculum. Therefore, “culturally competent faculty” is redefi ned 
as “faculty who acquired clinical and sociocultural skills necessary to effectively 
eliminate racial disparities in health outcomes” [ 24 ]. Prior exposure to  cultural 
diversity   education emerges as a signifi cant predictor for sociocultural attitude 
dimensions, not whether a physician is a faculty member or a resident [ 25 ]. 

 Thus, from a social learning perspective, faculty members previously exposed to 
diversity training can be culturally competent and transform their own experiences 
into training cases for other colleagues.  This      new concept, albeit important, may 
increase faculty responsibilities at a time when they are already under great pressure 
to generate more revenue, rather than spending more time acquiring sociocultural 
skills. A 2005 systematic review of health care providers using standardized and vali-
dated measures by Beach et al. showed that cultural competencies improve knowl-
edge, attitude, and skills of health professionals as well as patient satisfaction [ 26 ]. 

 Promoting diversity among students and faculty at all levels of medical school 
should be part of a conceptual model for diversity [ 27 ]: although minority groups 
represent 30 % of the US population, they only comprise 13 % of the medical stu-
dent body, 6 % of practicing physicians, and 3 % of medical school faculty. 
Moreover, minority faculty are less likely to be promoted and less than 2 % of 
senior leadership in health care management are minority. This lack of diversity in 
health care leadership may hamper its ability to adapt to the challenging demands of 
an increasingly diverse population. Promoting a diverse health care workforce 
enhances tolerance and cultural awareness of minority patient populations and 
directly affects patient outcome [ 28 ]. Methods to increase  clinician development   
include:

•    Developing hiring practices that value diversity  
•   Setting up minority training programs  
•   Encouraging mentoring for underrepresented students, residents and junior 

faculty  
•   Developing  policies   that ensure a fair environment for all personnel.    
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 Key elements for a successful FDP include an institutional commitment to 
develop policies and procedures that integrate cultural competency curriculum, 
recruiting and retaining ethnically diverse faculty, establishing an FDP which 
emphasizes  mentoring   and role modeling, and implementing a formal means of 
consultation with the local community to be served for the needs and appropriate-
ness of the intervention.  

    Conclusion 

 Given the current trend and  future      demographic changes in the US population, 
sociocultural diversity in health care and medical education will be a priority for 
our health care policy makers, as well as for our medical educators. The best 
approach yet to achieve this goal is to integrate cultural competency training into 
our GME and FDP. EM faculty as part of educational leadership has the moral 
obligation and opportunity to educate our future leaders about the benefi ts of cul-
tural competency curricula. However, there is a paucity of literature (which should 
be reversed) on the role of EM faculty to enhance cultural diversity curricula, to 
serve as role models and mentors for EM residents and to embrace the new role as 
patient advocate. 

 Despite reported progress in  cultural diversity education  , several challenges remain:

•    Lack of development of valid strategies to evaluate the impact of a cultural com-
petency curriculum on EM faculty  and GME   [ 29 ]  

•   Lack of evidence showing effectiveness of these programs on patient satisfac-
tion, health outcome, and quality of care [ 30 ]  

•   Limited workforce diversity     

    Recommendations 

 These recommendations should be carried out at multiple levels of our  educational 
and governmental institutions   and include:

•    Incorporate  cultural      competency as a formal part of EM residency curricula. This 
process will require fundamental changes in accreditation and certifi cation poli-
cies by ACGME. This program requirement for diversity training will be inte-
grated at the FDP and Continuous Quality Improvement levels [ 31 ].  

•   Accept cultural competency as an essential part of the EM curriculum program 
accreditation sponsored by leadership of EM organizations (SAEM, ACEP, 
CORD). SAEM initiated a task force in collaboration with CORD to establish a 
model curriculum in cultural competency.  
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•   Implement a special FDP to integrate cultural competency training across all 
levels of leadership which can change the institutional climate and specifi cally 
target faculty who have not been exposed to such curricula in the past. Evaluation 
of the effectiveness of such a program should be done by objective, evidence- 
based criteria.  

•   Adopt cultural competency training as a prerequisite for certifi cation for state 
medical licensure in all 50 states. Several states have enacted such laws,    includ-
ing New Jersey, New York, Ohio, Washington, and California [ 32 ].  

•   Develop an institutional policy focused on improving workforce diversity.        
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    Chapter 5   
 Culturally Sensitive Care: A Review of Models 
and Educational Methods       

       Antoine     Lefl ore     ,     Susan     Sawning      , and     Cherri     Hobgood      

            Introduction 

 The  Institute of Medicine (IOM)      was charged by Congress with assessing the extent 
of racial and ethnic health care disparities, evaluating the potential sources of dis-
parities, and recommending interventions to eliminate disparities. In its landmark 
report in 2002, Unequal Treatment: Confronting  Racial         and Ethnic  Disparities   in 
Healthcare, the  IOM   concluded, “Racial and ethnic minorities tend to receive a 
lower quality of health care than non-minorities, even when access-related factors, 
such as patients’ insurance status and income, are controlled.” Additionally, one of 
the two overarching goals of Healthy People 2010 was to eliminate racial and ethnic 
health disparities [ 1 ]. 

 Disparities have been documented in physician recommendations for  cardiac 
revascularization   rates of reperfusion therapy, coronary angiography, and in- hospital 
death after myocardial infarction [ 2 ]. In emergency medicine, disparities have been 
shown in pain management, authorization for emergency visits by managed care 
organizations, and in emergency department management of asthma [ 3 – 6 ]. 

 The IOM study committee examined a number of areas in looking for the causes 
of these disparities. In the clinical encounter itself, they found evidence that stereo-
typing, biases, and uncertainty on the part of the health care providers can all con-
tribute to unequal treatment. In 2005, data  by   Weissman et al. demonstrated that 
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trainees felt the  medical education system   had poorly prepared them to deliver cul-
turally competent care [ 7 ]. Although there have been advances in preparing trainees 
to deliver culturally competent care, there remains a signifi cant defi cit in training 
programs and methods.    Greysen et al. demonstrated that awareness of  racial/ethnic 
health care disparities   remain low but is amendable  to         intervention [ 8 ]. This  lack of 
awareness   of health care disparities prevents health care providers from having a 
framework to assess what sociocultural factors might infl uence patient care. In a 
diverse sample of clinical specialties, one third to one half of respondents reported 
receiving little or no instruction in specifi c areas of cross-cultural care beyond what 
was learned in medical school. Residents in general  surgery and emergency medi-
cine   were signifi cantly more likely to report a lack of cross-cultural training during 
their residencies when compared with other specialties. 

 The increasing diversity of the US  population  , as well as documented health 
disparities, mandates that the health care workforce be trained to care for patients 
from different backgrounds and cultures. Amongst a number of core competencies, 
the  Accreditation Council of Graduate Medicine Education (ACGME)      and the 
 Liaison Committee on Medical Education (LCME)      have specifi cally mandated that 
graduate training programs and medical schools teach cultural competency through 
communication skills and professionalism. There is no consensus or evidence sup-
porting the best educational model or an assessment of those models.  Kripilani   
et al. suggested a 9-item prescription for cultural competence that promotes a more 
active and integrated approach to multicultural issues throughout medical school 
training [ 9 ]. In recent years, the  American Association of Medical Colleges 
(AAMC)      developed the  Tool for Assessing Cultural Competency Training (TACCT)      
to assess cultural competency training in medical schools and provide medical 
schools and graduate medical education programs with a suggested rubric. The 
purpose of this chapter is to describe a selection of educational models currently 
used for cultural competency teaching in undergraduate and postgraduate medical 
 education         and identify assessment methods that can be used to measure cross-cul-
tural skills acquisition.  

    Discussion 

  Culturally competent health care   has been described as “sensitive to the health 
beliefs and behaviors, epidemiology, and treatment effi cacy of different population 
groups”[ 1 ]. 

 The  Offi ce of Minority Health   defi nes cultural and linguistic competence as:

  a set of congruent behaviors, attitudes and policies that come together in a system, agency 
or among professionals that enables effective work in cross-cultural situations 
…‘ Competence  ’ implies having the capacity to function effectively as an individual and an 
organization within the context of the cultural beliefs, behaviors and needs presented by 
consumers and their communities [ 10 ,  11 ]. 
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   These  principles   of cultural competence have been codifi ed in the LCME stan-
dards with the following criteria: “Students must demonstrate an understanding of 
the manner in which people of diverse cultures and belief systems perceive health 
and illness and respond to various symptoms, diseases, and treatments” [ 2 ]. 
Similarly, the  ACGME   has defi ned its competency standards for patient care and 
interpersonal communication skills by requiring that residents are able to provide 
“patient care that is compassionate, appropriate, and effective for the treatment of 
health problems and the promotion of health” and “communicate effectively and 
demonstrate caring and respectful behaviors while interacting with patients and 
their families” [ 3 ].  Emergency medicine   has also specifi cally defi ned its own stan-
dards for communication competency: emergency physicians must be able to “dem-
onstrate respect for diversity and cultural, ethnic, spiritual, emotional, and 
age-specifi c differences in patients and other members of the health care team” [ 4 ]. 
These cohesive standards  spanning         the educational continuum make it clear that 
cultural competence education must be integrated into our training programs at 
every learner level. In fact, they must be inculcated into the lifelong learning of 
every competent emergency physician. 

    Barriers to Implementation of Cultural Competency Education 

 Successful change within  the   educational environment mandates the exploration of 
current attitudes and practices that represent barriers to the implementation of more 
culturally sensitive care. We will briefl y explore two major classes of barriers: (1) 
educational barriers, e.g., what and how we teach, and (2) professional barriers, e.g., 
how we model what we value by what we do. 

 Educational barriers take many forms and often start very early in medical school 
training. As one of the fi rst acts of medical education, students are taught to perform 
the core clinical skills: history and physical examination. Becoming competent at 
this task implies learning and performing what Good calls “clinical narratives” [ 5 ]. 
For example, a competent clinical narrative links the uncertainty of therapeutics and 
science with patient care. A student performing a clinical narrative would craft phy-
sician patient communication that, for example, expresses the uncertainty of the 
biomedical science behind and effi cacy of a new cancer treatment in a professional 
and  caring         manner that helps the patient understand why they need, and will benefi t 
from, the recommended therapy. As students achieve the most basic skill level in the 
performance of the clinical narrative, they elicit all the information the patient can 
provide and use this to discuss and diagnose. As students advance in skill and medi-
cal knowledge, the acquisition of advanced clinical material leaves little room for a 
focus on the cultural intricacies of patients’ presentations [ 5 ]. Students are pushed 
to “[sharpen] their biomedical ‘gaze’ and [develop] their clinical reasoning,” often 
at the expense of addressing “the ‘psychosocial’ aspects of patients’ illnesses, social 
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histories and emotional states, and their lives outside of the hospitals and clinics,” 
leaving this important patient information irrelevant and non-contributory to 
 everyday rounds and presentations [ 5 ]. This method is continually reinforced 
throughout training. Because there is no reinforcement for evaluating and valuing 
all aspects of patients, including their culture and beliefs, students learn to diminish 
those parts of patients that are outside of  the   mainstream clinical narrative. 

 Anne Fadiman illustrates this in her book on medical multiculturalism,  The Spirit 
Catches You and You Fall Down: A Hmong Child, Her American Doctors, and the 
Collision of Two Cultures , when she states, “Western medicine is one-sided. Doctors 
endure medical school and residency in order to acquire knowledge that their 
patients do not have…it would be asking a lot of them to consider, much less adopt, 
the notion that their view of reality is only a view, not reality itself” [ 12 ]. This state-
ment challenges the traditional perspective generated by medical training and forces 
the consideration of adopting a more culturally responsive, patient-centered focus 
for care.  

     Professional Barriers   

 In addition to what and how students  and         residents are taught, focus must be 
placed on the methods that inculcate and reinforce desired behaviors. Students 
often report receiving confl icting messages between what they learn in the class-
room and what they observe in the clinical setting. This variance often leads to 
confusion about which values to uphold and appropriate behaviors to demon-
strate [ 7 ,  12 ]. Senior residents and attending physicians often reinforce behaviors 
that may be maladaptive to embracing cultural awareness. In a typical clinical 
training environment, the trainees’ efforts are often focused on providing patient 
care that will impress and gain the approval of senior members of the team for 
the purposes of grading, evaluation, and career promotion. If the attending or 
 senior   residents do not place value on enhanced cultural awareness, then this 
appraisal-based focus may lead to the modeling and reinforcement of negative 
traits at the expense of understanding the cultural components of the patient. 
Over time, these behaviors become established, and the student learns to evaluate 
patients’ social–cultural aspects less and less [ 13 ]. Although much instruction 
may take place in settings with diverse patient populations, the trainees, faculty, 
and senior members of the medical team may not see diversity as a priority [ 10 ]. 
When educators present cultural information, they may have too simple an under-
standing of culture and may inadvertently foster and perpetuate rigid stereotypes 
of what members of a particular culture believe, do, or want [ 11 ]. Faculty and 
senior residents who model cultural awareness and value culture from the per-
spective of the patient are strong professional models for the development of 
culturally sensitive learners.  
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    Summary of Representative Educational Models 

 To identify what educational models for teaching cultural competency currently 
exist, a computerized literature search of the National Library of Medicine was 
performed using the  PubMed search engine  . The following terms were included as 
both  Medical Subject Headings (MESH)      and as text words: cultural competency, 
cultural, cultural diversity, multicultural, mental competency, competence, clinical 
competence, ethnology, education, medical,  medical         education, internship, resi-
dency. Limits of the search were “English language,” and “2006 to current.” Search 
results yielded 78 articles, which were reviewed for their applicability of the educa-
tional methods or curricula to cultural competency education. A full review of all 
articles is outside the scope of this article; however, we selected a representative 
sample of educational offerings that give educators an overview of the types of edu-
cational interventions that have addressed this topic. The following educational 
models were selected based on their illustrative nature and unique applicability to 
teaching cultural competency in the ED settings.    Other selected educational models 
are listed in Table  5.1 .

      Culture of the Community Model: University of Massachusetts Medical 
 School      [ 10 ] 

 This is an ongoing cultural competency faculty development program adopted from 
the university standards. This program uses behavioral modeling to directly and 
indirectly elevate the quality of faculty teaching. The program’s 18-month curricu-
lum focuses on integrating cultural diversity into the training of community precep-
tors. This content is delivered in four 2-day workshops and has been adopted by 13 
medical schools in New England. The curriculum uses the GNOME (Goals, Needs, 
Objectives, Methods and Evaluation) concept and active learning techniques such 
as interactive lectures, role-play exercises on cultural needs assessment, patient- 
centered interviewing, feedback on cultural issues, and the use of the community, to 
enhance cultural understanding. This type of intermittent program, which uses a 
variety of teaching methods, can be applied to any learner type: students, residents, 
      and faculty. It will also integrate well into traditional EM conference schedules or 
large regional or national meetings.  

     Culture and Diversity Course Model     : Wake Forest University [ 33 ] 

 This course is a theoretically based, year-long cultural competency training program 
for second-year medical students based on the 27 core competencies outlined in the 
American Medical Student Association’s Promoting, Reinforcing and Improving 
Medical Education project (AMSA PRIME). This course’s goals include effective com-
munication, self-directed independent learning, critical thinking and problem-solving, 
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   Table 5.1    Representative educational methods used to teach  cultural competency     

 Author 

 Specifi cally 
used for cultural 
competency  Description 

  Portfolios  
  Gordon   
[ 14 ] 

 No  Longitudinal portfolio focused on self-refl ection and self-
evaluation. Faculty review for both formative and summative 
feedback 

  Cultural immersion  
  Crampton   
[ 15 ] 

 Yes  Cultural immersion program with  emphasis   on health needs 
assessment and cultural exposure 

    Kamaka 
[ 16 ] 

 Yes  5-day CME cultural immersion program focusing on cultural 
aspects of health, traditional healing, and impact of culture on 
MD–Pt relationship 

    Godkin 
[ 17 ] 

 Yes  Coordinated longitudinal curriculum of linguistic, cultural, 
and clinical immersions 

    Campbell 
[ 18 ] 

 Yes  21 surgery residents participated in the  inaugural   Operation 
Smile Regan Fellowship to learn cultural competency 

  Literary models  
    Shapiro 
[ 19 ] 

 No  Multi-session seminar series which uses poetry, short stories 
and other literary media to explore relationships and diffi cult 
patient interactions 

  Clinical experience  
    Hatem [ 20 ]  Yes  Two educational programs for professionalism education: 

 Resident   as teacher and Bedside teaching 
    Esfandiari 
[ 21 ] 

 Yes  Six-week classroom and clinical experience in tropical health 
and disease. Two weeks of classroom work followed by a 
4-week clinical immersion experience 

    Takayama 
[ 22 ] 

 Yes  Pediatric residents receive 18 hours of instruction in diversity 
training, cultural issues, and fi eldwork sessions 

  Simulation models  
    Brainin- 
Rodriquez 
[ 22 ,  23 ] 

 Yes   Video   prompts focus culture-based discussions and guides 
development of best practices for culturally sensitive 
interviews 

    Altshuler 
[ 24 ] 

 Yes  Six-station standardized patient cultural OSCE administered to 
 pediatric   residents. Written formative feedback based on 
checklist evaluation instruments 

    Chun [ 25 ]  Yes  Utilization of standardized patient examinations to assess 
surgical resident’s ability to care for a  patient   with a different 
background 

    Hochberg 
[ 26 ] 

 Yes  OSCE evaluation of surgery residents with SP’s and 
incorporating use of interpreter for Thai-speaking women. 
Subsequent  teaching   involves six 1-h interactive seminars 

  Didactic models  
    Goleman 
[ 27 ] 

 Yes  Four-unit curriculum focused on the development of 
knowledge, skills, and attitudes needed to span barriers of 
culture, economics, gender, and education 

(continued)
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and facility with technology, all focused  on         obtaining cultural competency. The course 
incorporates interactive lectures, videos, simulation, demonstration, role plays, work-
shops, patient interviews (including those with interpreters), community-based ser-
vice-learning, and online problem-based learning cases. The course design incorporates 
Howell’s levels of competence to move students from an unconscious incompetence 
(Level 1) to a conscious competence (Level 3), as well as Bennett’s developmental 
model that includes six developmental stages [ 34 ,  35 ]. This is another excellent exam-
ple of a mixed-method, active learning educational intervention. 

 This intervention’s curriculum is grounded in specifi c competencies and a theo-
retical framework that make assessment and skill acquisition discretely measurable. 
It is an excellent structure for  residency training   programs to emulate as they address 
EM-specifi c competencies. The longitudinal  nature         of this curriculum allows easy 
 integration      into a standing EM conference schedule.   

    Portfolio Model:  University of Sydney   [ 12 ] 

  Personal and Professional Development (PPD)      is one of four key themes integrated 
throughout this longitudinal medical training program. The goals of the  PPD   pro-
gram are to foster compassionate, ethical, and professional behavior; teamwork; 

Table 5.1 (continued)

 Author 

 Specifi cally 
used for cultural 
competency  Description 

  Nunez   [ 28 ]  Yes  Defi nes educational  milestones   for women’s health and 
cross-cultural objectives and identifi es instructional methods 
and paired evaluation tools 

    Kagawa- 
Singer [ 29 ] 

 Yes  Provides an anthropological perspective on culture and defi nes 
the RISK model (Resources, Identify, Skills, Knowledge) for 
decreasing miscommunication across cultures 

    Rosen [ 30 ]  Yes  1.5-day workshop using lecture, teaching OSCEs, and 
small group discussion format. Use the CHAT ( Culture   
and Health-Belief Assessment Tool) to elicit a patient’s 
explanatory model 

    Musolino 
[ 31 ] 

 Yes  A 4 module program focusing on accountability and mutual 
respect; Attitudes, Beliefs, and Expectations: Disparity of 
Care and Relationships; Systems Diversity: Solutions to 
Cultural Clashes; and Cross-Cultural Communication. 
Emphasizes cultural competency across disciplines rather 
than gender,    race, or ethnicity 

  Integrative models  
    Carpenter 
[ 32 ] 

 Yes  Medical school curriculum that involves for cultural 
immersion, lectures, PBL cases, standardized patients, 
selectives in Native Hawaiian Health, and other cultural 
activities for both medical students, residents,    and faculty 
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rational decision-making; self-awareness; commitment to colleagues, and appro-
priate professional skills. This model is specifi cally designed to promote self-
directed learner awareness using prompts that are then translated into personal 
portfolios refl ecting each student’s explorations of the PPD goals and curriculum. 
Year-end interviews are conducted by faculty who have read the students’ portfo-
lios and are trained to generate a meaningful dialogue that promotes awareness and 
understanding of the curricular issues. Some of the prompts used to stimulate stu-
dents’ self-refl ection include: notes on ethical dilemmas and evidence of a system-
atic approach to resolving them, and notes on readings in the humanities,  social         
sciences, or elsewhere. This type of self-refl ection model could easily be incorpo-
rated into medical student rotations  or   residency training programs, as culturally 
challenging cases are seldom lacking in the ED. The model has the advantage of 
forcing residents and students to ask questions that address the cultural issues for 
each of their clinical encounters as they search for their portfolio entries. It also 
forces an examination of personal biases, which are not often explored in the large 
 group   lecture-type setting. 

     Immersion Model     : Wellington School of Medicine and Health Sciences [ 36 ] 

 The Immersion Model is designed to promote learning about other cultures and 
provide opportunities for students to learn some of the principles associated with 
cultural safety, which may in turn address the problem of unconscious inherited rac-
ism in medical training. The model is a 1-week immersion program for third-year 
medical students in which they are placed in a remote region with one of the New 
Zealand tribes to learn about the culture and to assess health needs. As more and 
more residents seek international electives, this type of elective offering, if well- 
structured, could provide in-depth experiences with culture that may be diffi cult to 
replicate within the traditional hospital setting. Programs adopting this type of 
immersion method should carefully establish their learning objectives and goals for 
the experience in advance. Self-refl ection, critical appraisal, and teaching others 
about the experience from the lens of culture and health care, rather than a travel-
ogue approach, will make immersion experiences more robust.   

     Cross-Cultural Communication and Negotiation Models   

 In addition to specifi c educational models, several cross-cultural communication 
and negotiation models exist to assist students, residents,          and physicians in gaining 
important cultural information during a physician–patient interview. These critical 
skills underpin all successful cross-cultural clinical encounters. A summary of these 
models is cited in the Association of American Medical Colleges’  Cultural 
Competence    for     Medical Students: Assessing and Revising Curriculum  [ 37 ,  38 ] 
provided in Table  5.2 .
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   Table 5.2    Models  of   Effective Cross-Cultural Communication and Negotiation [ 32 ]   

 Models  Descriptions 
  BATHE  [ 39 ] 
  B ackground (What is going 
on in your life?) 
  A ffect (How do you feel 
about what is going on?) 
  T rouble (What troubles you 
most?) 
  H andling (How are you 
handling that?) 
  E mpathy (This must be very 
diffi cult for you.) 

 The BATHE model is a psychotherapeutic screening tool for 
anxiety, depression, and situational stress disorders 

  BELIEF  [ 40 ] 
  B eliefs about health (What 
caused your illness/
problem?) 
  E xplanation (Why did it 
happen at this time?) 
  L earn (Help me to 
understand your belief/
opinion.) 
  I mpact (How is  this   illness/
problem impacting your 
life?) 
  E mpathy (This must be very 
diffi cult for you.) 
  F eelings (How are you 
feeling about it?) 

 The BELIEF instrument is a cultural interviewing tool for 
preclinical medical students that does not require diagnostic or 
therapeutic skills 

  Eliciting Patient 
Information and Negotiating  
[ 41 ] 
 Identify core cross-cultural 
issues 
 Explore the meaning of the 
illness 
 Determine the social context 
 Engage in negotiation 

 A patient-based cross-cultural curriculum for residents and 
medical students that teaches a framework for analysis of the 
individual patient’s social context and cultural health beliefs and 
behaviors. The curriculum consists of fi ve thematic units taught 
in four 2-h sessions. The goal is to help physicians avoid cultural 
generalizations while improving their ability to understand, 
communicate with, and care for patients from diverse 
backgrounds 

  ESFT model for 
communication and 
compliance  [ 42 ] 
   E xplanatory   model 
  S ocial risk for 
non-compliance 
  F ears and concerns about 
the medication 
  T herapeutic contracting and 
playback 

 The ESFT Model for Communication and Compliance is an 
individual, patient-based communication tool that facilitates the 
screening of barriers to compliance and illustrates strategies for 
interventions that could improve patient outcomes 

(continued)
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Table 5.2 (continued)

 Models  Descriptions 
  ETHNIC  [ 43 ] 
  E xplanation (How do you 
explain your illness?) 
  T reatment (What treatment 
have you tried?) 
  H ealers (Have you sought 
any advice from folk 
healers?) 
  N egotiate (mutually 
acceptable options) 
  I ntervention (agreed on) 
  C ollaboration (with patient, 
family,  and   healers) 

 The ETHNIC model provides a simple framework for facilitating 
culturally competent care 

  Kleinman’s questions  [ 44 ] 
 What do you think has 
caused your problem? 
 Why do you think it started 
when it did? What do you 
think your sickness does to 
you? 
 How severe is your 
sickness? Will it have a 
short or long course? 
 What kind of treatment do 
you think you should 
receive? 
 What are the most important 
results you hope to receive 
from this treatment? 
 What are the chief problems 
your sickness has caused for 
you? 
 What do you fear most 
about your sickness? 

 Kleinman’s questions provide a means to explore the patient’s 
cultural infl uences. The questions guide the provider in 
examining specifi c health beliefs held by the client. This strategy 
is an example of a clinical social science capable of translating 
concepts from cultural anthropology into clinical language for 
practical application 

  LEARN  [ 45 ] 
  L isten with sympathy  and   
understanding to the 
patient’s perception of the 
problem 
  E xplain your perceptions of 
the problem 
  A cknowledge and discuss 
the differences and 
similarities 
  R ecommend treatment 
  N egotiate treatment 

 The LEARN model is an educational framework that helps 
health providers improve communication, heighten awareness of 
cultural issues in medical care, and obtain better patient 
acceptance of treatment plans 

(continued)
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        Assessment Methods   

 The effectiveness of any educational intervention must be measured to ensure 
 success and give data for improvement. Several methods can be used to measure 
the acquisition of culturally competent knowledge, skills, and attitudes. Our lit-
erature review identifi ed very few methods validated specifi cally to measure com-
petency as a result of cultural training. Betancourt’s notes in his article 
“Cross-Cultural Medical Education: Conceptual Approaches and Frameworks for 
Evaluation” state that to date, there are limited published assessment methods that 
measure student and resident cultural competency skills [ 49 ]. He hypothesizes 
that the lack of evaluation and assessment tools may be due in part to a lack of 
consensus regarding what competencies should be achieved. Additionally, there 
are signifi cant challenges that cross- cultural evaluation poses: social desirability 
bias and its infl uence on survey and interview responses when attempting to mea-
sure attitudes; the variability among different cultural groups; and the resistance 
among students and residents to discussing personal perceptions about race, eth-
nicity, and culture. 

Table 5.2 (continued)

 Models  Descriptions 
  Model for Cultural 
Competency in Health Care  
[ 46 ] 
 Normative cultural values 
Language issues 
 Folk illnesses return Patient/
parent beliefs 
 Provider practices 

 This model for cultural competency in health care can be used to 
guide clinicians in interactions with any cultural group 

 Models  Description 
  “Review of Systems” 
domains of the Social 
Context  [ 47 ] 
 Social stressors and support 
network 
 Change of environment 
 Life Control 
 Literacy 

 “Review of Systems” analyzes social barriers to the delivery of 
adequate health care. The physician can then collaborate with the 
patient to develop methods of dealing with medical and social 
barriers 

  The Ask Me 3  [ 48 ] 
 1.    What is my main 

problem? 
 2. What do I need to do? 
 3. Why is it important for 

me to do this? 

 Ask Me 3 is a patient education program designed to improve 
communication between patients and health care providers, 
encourage patients to become active members of their health care 
team, and promote improved health outcomes. The Ask Me 3 
framework provides three questions for clients to ask health care 
providers to better understand their health 

  ©2005 Adapted from AAMC, Reprinted with permission  
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 Betancourt suggests a three-legged-stool model of evaluating attitudes, knowl-
edge, and skills. To assess attitudes, he suggests a variety of methods, including 
standard surveying and structured interviewing; however, he notes that these two 
methods are often lengthy, cumbersome, and labor-intensive and that to truly assess 
change in attitudes, certain “key questions” should be embedded within other kinds 
of evaluation or long surveys. He  also         suggests using self-awareness assessment  via 
  facilitated small group discussions and role plays to evaluate attitudes, as well as 
measuring attitudes as part of an  objective structured clinical exam (OSCE)      to allow 
standardized patients to comment on students’ attitudes. Lastly, Betancourt sug-
gests that the “gold standard” to evaluate attitudes would be video/audiotaped real 
clinical encounters between a student or resident and a patient, which would allow 
a faculty member to provide feedback to the learner. 

 To assess knowledge, Betancourt suggests using standard evaluation tools such 
as pretests and posttests, unknown clinical cases, presentation of clinical cases, and 
OSCEs; however, he cautions against testing knowledge of the behaviors and cus-
toms of certain cultural groups since this can lead to stereotyping and send the 
 message that culture is static. Instead, Betancourt suggests evaluating students’ 
knowledge of evidence-based cultural issues and knowledge of frameworks that 
promote patient-centered information-gathering. 

 Lastly, to assess skills, Betancourt suggests assessment through presentation of 
clinical cases, OSCEs, and through video/audiotaped clinical encounters. 

 Additionally, the ACGME’s Toolbox of Assessment Methods is an excellent 
resource for assessment methods [ 50 ]. It includes a description of 13 assessment 
methods and references to articles where more complete and in-depth information 
about each method can be found. These methods include 360° evaluation, chart- 
stimulated recall oral examination, checklist evaluation, global rating of live or 
recorded performance, objective structured clinical examination, case logs, patient 
surveys, portfolios, record review, simulations and models, standardized oral 
 examination, standardized patient examination, and multiple choice written exami-
nation. All of these methods can  be   adapted to assess cultural competency attitudes, 
knowledge,  and         skills.  

    Emergency Medicine Perspective 

  Emergency medicine   educators must be leaders in cultural competency education. 
Our practice paradigm of “any patient any time” demands that we be well trained to 
handle diverse cultural expectations, practices, and perspectives on health care. In 
order to achieve this goal, both educators and trainees must acknowledge and 
address the current limitations of our educational systems and design and imple-
ment effective curricula to ensure that every emergency physician is trained to 
deliver culturally competent care. This will be accomplished by a variety of curricu-
lar mechanisms, but all will be designed to foster the learners’ ability to examine 

A. Lefl ore et al.



51

their personal values associated with culture and to examine how forms of  ethno-
centrism   impact health and health care.   

    Conclusion and Recommendations 

 Emergency medicine educators can play a major role in closing the well-identifi ed 
gap between health care and  health outcomes   in cultural and racial minorities. 
Educators and trainees alike must recognize these disparities as critical issues con-
fronting all of  medicine         and EM should focus specifi c training on the attitudes and 
knowledge gaps that perpetuate the problem in the ED setting. The development of 
effective cultural training and curricula in emergency medicine must provide our 
graduates the skills needed to be effective, culturally competent practitioners. The 
development and implementation of cultural training programs is an important 
means of enhancing our understanding and awareness of the importance of culture 
to all the patients we serve and improving the cultural appropriateness of our health 
care delivery.     
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    Chapter 6   
 Interpreter Services       

        Yu-Feng     Yvonne     Chan       ,     Kumar     Alagappan     ,     Saadiyah     Bilal     , 
    Jan     Hargrave     ,     Suzanne     Bentley     , and     Marcus     L.     Martin     

            Introduction 

 The  Institute of Medicine                     defi nes optimal primary care as including “an  understanding 
of the cultural … systems of patients and communities that may assist or hinder 
effective health care delivery” [ 1 ]. With the swelling cultural, ethnic, and racial 
diversity of the USA, health care providers face increased challenges in achieving 
what has been termed “cultural competence” in their clinical practice.  Cultural com-
petence      has been described as the skillful negotiation of cultural diversity in all its 
manifestations, an important aspect of which is adequate communication with 
patients regardless of the language barrier [ 2 ]. 

 One in fi ve Americans speak a language other than English at home and 8 % 
report that they speak English less than “very well” [ 3 ]. Unfortunately,  miscommu-
nication   between patients and health care providers is a common occurrence in 

                 Y.-F.     Y.   Chan ,  M.D., Ph.D.      (*) 
  Icahn Institute for Genomics and Multiscale Biology ,  Icahn School of Medicine at Mount 
Sinai ,   New York ,  NY ,  USA   
 e-mail: yu-fengyvonne.chan@mssm.edu   

    K.   Alagappan ,  M.D.    
  Section of Emergency Medicine ,  Baylor College of Medicine ,   Houston ,  TX ,  USA     

    S.   Bilal ,  M.D.    
  Division of Emergency Medicine, Ben Taub General Hospital ,  Baylor College of Medicine , 
  Houston ,  TX ,  USA     

    J.   Hargrave ,  B.S., M.S.    
  University of Louisiana ,   Lafayette ,  LA ,  USA     

    S.   Bentley ,  M.D., M.P.H.    
  Emergency Department ,  Mount Sinai Medical Center ,   Elmhurst ,  NY ,  USA     

    M.  L.   Martin ,  M.D.    
  Department of Emergency Medicine, School of Medicine ,  University of Virginia , 
  Charlottesville ,  VA ,  USA    

mailto:yu-fengyvonne.chan@mssm.edu


56

emergency medicine (EM) and has  been                  identifi ed in over 70 % of malpractice 
depositions [ 4 ]. Although  emergency physicians (EP)         must be comfortable making 
critical decisions often based on incomplete information, the ability to communi-
cate well with patients is nevertheless an important goal to achieve. 

 The services provided by interpreters are signifi cant components of providing 
culturally competent care. Current evidence supports the importance and effective-
ness of appropriately utilized interpreter services. Clearly, interpreter services are an 
important adjunct to care of the  emergency patient   and should be available in all EDs 
and health systems.  Effective communication   is critical in obtaining a reliable history 
and physical which is the cornerstone of appropriate medical care, in addition to 
addressing the emotional health of the patient. Effective use of interpreter services by 
EPs may improve patient outcomes in situations where language barriers exist [ 5 ,  6 ]. 

  Methods   used to overcome language barriers in the ED include ad hoc interpret-
ers (such as family members or local staff), telephone interpreter services, profes-
sional interpreters, and computer assisted services, each with its own benefi ts and 
defi ciencies. There is a paucity of data formally evaluating and validating these 
methods; existing evidence seems to be counterintuitive. Published results reveal 
that lack of uniform availability of interpretation options seems to be the biggest 
barrier to adequate translation. Therefore, establishing a standard for this aspect of 
 patient care   is timely and important. This paper will present a review of the various 
techniques used to overcome  language barriers   in the ED and a brief discussion of 
the advantages and drawbacks of each in an effort to determine the best method.  

    Discussion 

    Prevalence of  Non-English-Speaking Patients 
and Demographics   

 National  statistics                  gathered by the US Department of Education’s National Adult 
Literacy Survey indicate that a signifi cant minority (21–23 % or 40–44 million of 
the 191 million American adults) has  limited English profi ciency (LEP)      [ 7 ]. 
Additionally, ethnic/racial populations often vary from area to area within a selected 
city, creating a need for different language skills from one ED to another. For exam-
ple, within downtown New York City, one hospital cares for a large population of 
Spanish speakers while another cares for many Cantonese speakers. To further com-
plicate matters, hospitals are subject to local population shifts so that the language 
interpretation needs within a given ED may also change over time. 

 Many studies demonstrate that language barriers decrease the quality of health 
care received by non-English speakers. Compared to their English-speaking coun-
terparts, Non-English/LEP speakers are less likely to use primary and preventive 
services and are therefore more likely to utilize the ED as their primary care facility. 
A study done by Morrison et al.    compared the care received by Somali immigrants 
versus their non-Somali counterparts, demonstrating that the completion of  preven-
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tative health services   such as rate of infl uenza vaccinations, colorectal cancer 
screenings, and mammography was lower for the immigrant patients than their non- 
Somali counterparts. The use of interpretation services was one of the factors asso-
ciated with an increase in completion of these services [ 8 ]. 

 Objective measures of medical urgency and triage scores, however, do not differ 
signifi cantly between English-speaking patients and non-English speaking/
LEP patients, thus demonstrating an equal need for accommodation and urgent 
emergency medical care between the two groups. It has also been shown that lan-
guage barriers decrease patients’ understanding of their disease  processes  , directly 
impacting their compliance and follow-up [ 9 ]. In addition, a 2013 retrospective 
study conducted by Gallagher et al. demonstrated that the  rate                     of return visits result-
ing in admission was higher for non-English speaking/LEP patients than those who 
spoke English as their primary language, thus demonstrating that the communica-
tion barrier posed by non-English speaking/LEP patients may result in the disparity 
of care provided to them [ 10 ].  

    Negative Effects of an Existing  Language Barrier   

 It is common to encounter medical personnel with some working knowledge of 
medical Spanish who may assist in communication with Spanish-speaking patients. 
Although this may seem benefi cial, at least one study demonstrates its limited util-
ity. For example, Price and  Nelson      studied the effectiveness of a 45-h medical 
Spanish training course for EM residents. After completion of the course, subse-
quent physician-patient interactions by those residents were audiotaped and ana-
lyzed by professional interpreters and native speakers for errors. Despite the formal 
training program, the investigators found that major errors (e.g., misunderstanding 
duration of symptoms or misuse of vocabulary) occurred in 14 % of encounters with 
Spanish-speaking patients. Minor errors (e.g., technically incorrect grammar) 
occurred in more than 50 % of encounters. 

 Although the medical Spanish training course was designed to supplement, not 
replace professional interpretation services, the residents requested interpreters in 
only 46 % of cases where a language barrier was deemed to exist, representing a 
decrease in interpreter use compared with before the course [ 11 ]. The overall 
decrease in performance may be due to  a   combination of overconfi dence in newly 
acquired language skills and an incomplete instruction program that was necessarily 
limited by time. These factors, coupled with the many demands on residents’ time, 
seem to indicate that this 45-h language instruction course is an impractical solution 
for caring for non-English-speaking/LEP patients [ 11 ]. 

 When studying the adult population,  Baker   demonstrated that while patients 
were less satisfi ed and  rated                  their understanding of their condition and treatment as 
worse in language barrier situations, the differences in understanding the diagnosis 
and treatment plan were not signifi cantly different when a language barrier existed. 
Although the objective measures revealed little difference between patients in 
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 language barrier vs. no language barrier situations, the levels of understanding were 
quite poor overall [ 12 – 14 ]. Another study in a pediatric emergency department 
revealed that Spanish-speaking, limited-English-profi cient parents who reported 
inaccuracies with the interpretation services were more likely to report  problems   
with the education/information aspects of the care provided such as with under-
standing answers to questions or the cause of their child’s illness [ 15 ].  

    Using Ad Hoc Interpreters vs. Professional  Interpreters   

 Several studies suggest that, regardless of the resources available to EPs, one of the 
most common solutions to the challenge of  non-English-speaking patients   is the use 
of ad hoc interpreters [ 14 ]. In the interests of expediency, a wide variety of  medical 
and non-medical personnel   are recruited with considerable variation in their level of 
competence in medicine, language, and the art of interpretation. Ad hoc interpreters 
are commonly recruited from the friends and family of the patient, or from the ED 
staff, but can also include medical students, police offi cers, and other support staff. 

  Baker   noted in a cross-sectional survey that an interpreter was used during 25 % 
of all Spanish-speaking patient encounters in the ED. Of these encounters, ad hoc 
interpreters were used 66 % of the time (nurses were used in 28 % of these cases 
while family members and others  present                     were used during the remaining 72 % of 
cases).  Doctors   were used in 22 % of cases while professional interpreters were 
used only 12 % of the time [ 14 ]. Similarly, a study conducted by  Leman   noted that 
51 % (28 of 55) of patients with limited English profi ciency in an urban ED utilized 
family members to interpret and a different study by  Kazzi   reported use of ad hoc 
interpreters 42 % (55 of 131) of the time vs. 46 % (47 of 131) use of trained inter-
preters during the 131 encounters where a language barrier existed [ 16 ,  17 ]. 

 There is also evidence that suggests that when interpreters are used, either ad hoc 
or professional, there is still a signifi cant risk of  miscommunication   [ 12 ]. One study 
in the  pediatric emergency setting   demonstrated that communication errors were 
common even with the utilization of interpreters. Thirteen  patient encounters   
yielded 474 pages of transcripts. Professional hospital  interpreters   were present for 
six encounters while ad hoc interpreters, including nurses, social workers, and fam-
ily members, accounted for the remaining seven encounters. Overall, 396 errors 
were noted, with a mean of 31 errors per encounter. The most common types of 
 errors   were omission (52 %), false fl uency (16 %), editorializing (10 %), and addi-
tion (8 %). Ad hoc interpreters were signifi cantly more likely to make errors that 
had clinical signifi cance than professional interpreters (73 % vs. 53 %) [ 12 ]. 
However, in 2012 in a similarly designed study conducted in two pediatric emer-
gency departments, Flores et al.  reported   that among professional interpreters, hours 
of previous interpreter training were more signifi cantly associated with types, num-
bers, and potential clinical consequences of errors than the interpreters’ years of 
experience. These researchers found that interpreters with at least 100 h of training 
were less likely to commit errors of potential clinical consequence indicating that an 
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investment by hospitals in the training of professional interpreter staff would be of 
benefi t in reducing miscommunication among provider-patient interactions [ 13 ]. 

 Professional medical interpretation, on the other hand, is a specialized skill and 
may be  cost-prohibitive   for certain  institutions                 . Its use, however, has proven to be 
more effective than ad hoc interpretation and all other methods tested [ 18 ]. Even if 
the interpretation by non-professional interpreters is linguistically perfect, mislead-
ing information may still be transmitted due to the diffi culty in obtaining a strict 
translation of medical problems, the tendency for over-simplifi cation of complex 
cultural phenomena, and special problems dealing with translation by family mem-
bers. In one study, patients who had family members interpret for them were less 
satisfi ed with the provider listening (62 % vs. 85 %), discussion of sensitive issues 
(60 % vs. 76 %), and manner (62 % vs. 89 %) compared to patients whose language 
was concordant with the provider [ 18 ].  Medical problems   are often complicated to 
explain and frequently involve divulging very personal information. This often 
leads to  complications   such as patients leaving out important facts due to embar-
rassment and not wishing to share personal information when family members are 
translating. This is especially an issue when children are translating for parents and 
vice versa concerning topics that are sexually related or taboo in their specifi c 
culture. 

 Kuo,    on the other hand, pointed out that patients and doctors have divergent 
views on the utilization of family members as interpreters.  Physicians and patients   
agree that accuracy, accessibility, and respect for confi dentiality are highly impor-
tant characteristics of interpreters; however, patients are more concerned than phy-
sicians about the ability of the interpreter to assist them after the physician visit. 
Although both patients and physicians have a high level of satisfaction with the use 
of professional interpreters (92.4 % and 96.1 %, respectively), patients were also 
signifi cantly satisfi ed with utilizing family members and friends to interpret (85.1 % 
vs. 60.8 %) because the family members and friends could continue to assist the 
patient at home after the physician encounter [ 19 ]. 

 The decision of whether to use an ad hoc interpreter or a professional is often 
based on the perceived  pros                  and cons thereof. Busy medical personnel may not 
justify the investment of time and effort to get a trained interpreter to a patient’s 
bedside for a routine problem or procedure. In such cases, the question to be assessed 
 is  : what will be gained by using a professional interpreter instead of the family 
member already conveniently at the bedside?  

     Bilingual/Multilingual ED Staff   

  Bilingual/multilingual physicians   may be profi cient in communicating in the same 
language as a limited English-profi cient (LEP) patient; however, it would be a mis-
take to assume language profi ciency equates to cultural competency, or that an LEP 
patient would not face additional barriers in obtaining medical care. Several studies 
indicate that patients receive similar standards of care regardless of the language 
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spoken, as long as the physician is truly fl uent. However, such situations historically 
have been a fortuitous coincidence rather than a common ED solution to the prob-
lem in non-English-speaking/LEP patient populations [ 6 ,  20 ]. In fact, a study con-
ducted by  Chiu  ,  Gold-Gomez  , and  Landry   revealed that, out of 22 physicians who 
identifi ed as self-translating in the ED and who were administered a telephonic 
exam by Interpreter Services, the number deemed competent in health care (32 %) 
and medical terminology (18 %) was substantially decreased compared to those 
deemed competent in conversational testing (55 %). This study demonstrates that 
even physicians who are conversational in a second language should maintain a 
lower threshold for utilizing translation services in the ED [ 21 ]. 

 Bilingual nurses are possibly the most convenient and most commonly used ad 
hoc interpreters. Even with their medical training, however, there can still be pit-
falls. Errors occur frequently in cross-language interpretations provided by nurses 
untrained in medical interpretation [ 22 ]. This leads to  many                  non-English-speaking/
LEP patients complaining of being misunderstood by their physicians. Interpretation 
errors include physicians failing to reconceptualize the problem when contradictory 
information was mentioned; nurses providing information congruent with clinical 
 expectations   but incongruent with patients’ comments; nurses slanting the interpre-
tation, refl ecting unfavorably on patients and undermining patients’ credibility; and 
patients explaining the symptoms using a cultural metaphor that was not compatible 
with Western clinical concepts [ 20 ].  

    The Importance of Utilizing Correct  Nonverbal Communication   

 An important factor that needs exploration for clearer communication between 
 interpreter and patient   is the 90 % of communication which is nonverbal. 
 Misunderstandings   arise when an interpreter ineffectively and incorrectly uses ges-
tures while communicating with patients [ 23 ]. Additionally, miscommunications 
occur when gestures are incongruent with the spoken word (saying “no” while nod-
ding the head in an up and down “yes” motion). 

 Greetings, gestures, protocols, and forms of address are somewhat different in 
every culture; therefore, nonverbal  multicultural awareness   is a vital component of 
successful medical interpretation. Not all behavior is learned, nor is it all inherited; 
but there are actions that  every   human does that somehow communicate a meaning 
to all other humans regardless of race, color, creed or culture [ 24 ]. There is a univer-
sality of recognition of the facial displays of interest, joy, surprise, fear, anger, dis-
tress, disgust, contempt and shame. When the correct  facial emotions   are displayed, 
precise body language is incorporated, and proper wording is used, true interpreta-
tion communication exists. 

 Understanding the importance of  body language   during medical interpretations 
is vital to sending and receiving accurate data. Gestures are  shortcuts                 ; often much 
stronger than punctuation or the underscoring of words. 

 Before examining the array of body language gestures that might occur in medi-
cal interpretations, interpreters need to understand the meaning of gesture clusters 
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and that a single gesture is similar to a single word within a sentence.  Gesture clus-
ters   correctly placed together add clarity to spoken messages. 

 For successful  medical interpretations   to occur, fi ve nonverbal channels 
need exploration: body angle, face, arms, hands and legs. To exhibit confi dence 
and believability to his message, the interpreter needs to completely square his 
body and especially his shoulders toward the patient. Slightly leaning his body 
forward toward the patient will signal interest, openness and sincerity; leaning 
too far backward signals disinterest. 

  Direct eye contact signals   honesty and interest; shifty-eyed people give the 
impression that they are hiding information from the patient or anxious to leave the 
ED. An interpreter can maintain control of his patient interaction if he gazes at his 
listener for approximately 80 % of the conversation. The smile, which has a reassur-
ing effect, is the most positive facial expression.  Genuine smiles   involve the whole 
face; the corners of the mouth turn upward and the eye corners crinkle. 

  Open and relaxed hands  , especially with the palms facing upward, allow the lis-
tener the assurance that the interpreter is part of the conversation. With his hands 
this way, it signals that he welcomes questions from the patient, whereas tightly 
clinched fi sts represent defensiveness. An interpreter who crosses his arms over his 
body while speaking to the patient is signaling defi ance and disinterest [ 25 ]. Left- 
hand gestures to the face should be avoided as much as possible; these gestures 
represent deception and distrust. Since inventiveness and imagination are believed 
to originate in the right creative side of the brain (which also controls all left hand 
motions), an abundance of left-hand gestures to the face signals uneasiness and a 
lack of confi dence [ 26 ]. An interpreter who places his right hand, with his fi ngers 
spread, to his upper chest area is displaying honesty. The best kind of handshake is 
fi rm and vertical. 

 Crossed legs or crossed ankles  signal   that there is hesitation or something pre-
venting a completely open mind. Uncrossed legs and feet send a  message                  of coop-
eration and friendly interest in the other person. Although it is best that the interpreter 
not cross his legs at all, a leg crossed toward the patient (signaling inclusiveness) is 
acceptable in the early phase of an interpretation. 

 In medical interpretations, direct eye contact, erect body posture, and open ges-
tures signal power and confi dence. Approximately 7 % of communication is verbal 
communication; gestures, voice infl ection, posture, and facial expressions make up 
the  remainder  . To improve patient outcomes in situations where language barriers 
exist, a medical interpreter should constantly be aware of his body language and 
how his presence and gestures are read by the patient.  

     Telephone-Based Interpreter Systems   

  Telephone-based interpreter systems   are an alternative to live interpreters and are 
widely used in the medical fi eld. Telephone interpretation is useful since telephones 
are potentially more available than a live interpreter and because they offer the 
broadest range of possible languages. 
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 Telephone interpretation also offers the more subtle advantage of offering remote 
(as opposed to on-site) because patients are often uncomfortable with having 
another person present during the history-taking and physical exam. The relatively 
impersonal nature of a telephone-based interpreter increases patient satisfaction 
when discussing sensitive issues. Patients also report that they are happier with their 
physician’s skill level, attentiveness, manner, answers to questions, and explana-
tions when a telephone-based interpreter was used when compared to a family 
member or ad hoc interpreter [ 27 ]. 

 Despite these advantages, it seems that the special milieu of the ED continues to 
limit the use of this system. The fi rst hurdle is the absence of bedside phones in the 
ED. Institutions are faced with providing bedside access to telephones and such con-
cerns dilute one of the main advantages of telephone-based interpreters, namely their 
ease of introduction. Another  factor                  to consider is that whether a specialized phone 
is needed or if the speakerphone of a normal phone may be used; however, this tends 
to result in raised voices, poor audio quality, and a certain lack of privacy. Another 
limit is that while using a phone during the initial history or during discharge is rela-
tively straightforward, having a patient speak into a phone between each component 
of a neurological exam, for example, is rather cumbersome. The interpreter is also 
unable to see the patient’s facial expressions and body language, which may further 
hinder the patient’s ability to convey his or her history and  concerns [ 27 ]. 

 While telephone  services   can be a useful adjunct, they can rarely function as the 
primary or sole interpretation resource for an ED. In common practice at present, 
telephone-based interpretation appears to be limited to interpreting for unusual lan-
guage speakers, dependent upon the setting [ 27 ]. The diversity of the local popula-
tion will likely determine whether an ED treats enough uncommon language 
speakers capable of using a telephone interpretation service to provide justifi cation 
for providing phone access in the ED and contracting an interpretation  service  , 
which can also be very costly. Regardless, it is clear that phone services cannot 
completely supplant live interpreters.  

    Interpretation for the Hearing-Impaired 

 The hearing-impaired patient deserves special mention when discussing the use of 
interpreters in a medical setting. There are over 30 million people in the USA who 
are classifi ed as hearing-impaired. Of those, approximately 2.5 million are consid-
ered deaf. Hearing-impaired patients are often given substandard care, in part due to 
widely held misconceptions about the hearing-impaired  and sign language   [ 28 ]. 

 Perhaps the most important consideration is that the terms “hearing-impaired” 
and “ deaf”   encompass a wide range of functional impairment ability, and that 
patients have varying degrees of  comfort                  with spoken language, lip-reading, sign- 
language, and using writing to communicate. A physician therefore cannot assume 
that because a patient has some  lip-reading ability  , that they he or she would not 
prefer an American Sign Language ( ASL)      interpreter or that the patient’s skills are 
suffi cient for use in a  medical setting   [ 28 ]. 
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  ASL   is a linguistically complete, natural language used by a community. It is 
unrelated to spoken English and has completely different rules governing its mor-
phology and syntax. Although the most recent census did not include fi gures for the 
use of ASL, by most estimates, it is the third or fourth most common language in the 
USA. State-certifi ed interpreters are available in every state, and the Americans 
with Disabilities Act (ADA) mandates their usage when needed [ 28 ]. 

 The diffi culty of interpretation in this unique type of patient encounter lies, perhaps, 
in the temptation to use ad hoc solutions. The most common solution is communication 
by  writing  . While some deaf patients prefer this modality, many others fi nd it cumber-
some. It is also important to realize that many deaf patients are pre- lingually deaf, and 
thus have poor reading comprehension. Finally, as noted above, ASL and English bear 
no relation to one another. Therefore, writing in English to an ASL speaker is probably 
slightly less effective than writing English notes to a Spanish speaker [ 28 ]. 

 Another tempting solution is  lip-reading  . It must be understood that lip-reading 
is a skill, and while some patients have excellent comprehension, many others man-
age only partial recognition with normal conversation. The unusual language of 
medicine combined with the fast pace at which medicine is practiced in emergency 
situations often makes comprehension quite challenging for hearing-impaired 
patients. Not surprisingly, surveys of the deaf reveal an overwhelming preference 
for a signing interpreter [ 27 ,  29 ]. 

 Ultimately, the hearing- impaired                 , deaf, or ASL-utilizing patient is no different 
from any other language barrier patient. As long as the medical staff is willing to 
inquire about the patient’s preferred method of communication, the same consider-
ations must be applied to deaf patients as to foreign language-speaking patients. In 
these cases, the use of ASL  interpreters   is clearly the superior solution to the commu-
nication barrier [ 28 ]. However, a study surveying physicians showed that while 63 % 
of physicians knew that signing should be the initial method of communication, only 
22 % actually used an ASL interpreter in their common practice [ 27 ]. While the need 
for ASL interpreters might seem obvious, a growing body of successful litigation 
involves the hearing-impaired and failure by medical personnel to address their needs 
and indicates that perhaps the guidelines need to be more widely adopted. There is 
now a  Language Video Interpreter      that can be used on devices such as iPad, iPhone, 
Android, and allows an extremely convenient  face-to-face interaction   between the 
interpreter, ASL-speaking patient, and physician. This  technology utilizes an Ethernet, 
cellular, or Wi-Fi connection and allows physicians the ability to move between rooms 
or to obtain translation services under diffi cult conditions. All communications occur 
on an encrypted network, ensuring  Health Insurance Portability and Accountability 
Act (HIPAA)         compliance with patient privacy laws [ 30 ].  

     Patient Follow-Up and Compliance   

 Most ED patients require additional care and follow-up visits for their medical 
problems. There is a perception that non-English profi cient patients are not only 
more likely to use the ED as a primary care facility, but that they are also less likely 
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to comply with discharge instructions and follow up in a timely manner [ 2 ]. 
Presumably, failed referrals result in either repeat ED visits or loss of continuity. In 
one prospective, nonrandomized, descriptive analysis of ED patients referred to an 
established urban hospital follow-up  network                 , the general follow-up rate for ED 
referrals was found to be approximately 28 % for all patients [ 5 ]. Although no sig-
nifi cant differences were ostensibly found in the likelihood of follow up for non- 
English profi cient LEP patients in this study, Sarver et al.    did fi nd that a language 
barrier resulted in a lower likelihood of receiving a referral in the fi rst place [ 5 ]. This 
may be due to the fact that it may be more challenging to elicit a history suffi cient 
to elucidate the need for further referral in LEP patients than it is to simply com-
municate a follow-up appointment time [ 31 ,  32 ].  

    Financial Impact of Interpreter  Usage   

 Interpreters have several signifi cant cost-lowering effects per visit. One study 
showed that non-English-speaking/LEP patients who lacked the use of an inter-
preter had a higher incidence and cost for testing, were more likely to be admitted, 
and were more likely to receive intravenous hydration, indicating excess care deliv-
ered as a precaution. Decision-making by the physician was more cautious and also 
more expensive when non-English-speaking/LEP patient cases were treated in the 
absence of a professional interpreter [ 6 ]. A retrospective study of nearly 4000 
patients of an immigrant background presenting to an emergency department in 
Berlin, Germany with the chief complaint of headache demonstrated that these 
patients were more than twice as likely to receive imaging procedures and have 
invasive lumbar punctures performed than matched non-immigrant patients even 
though a serious secondary cause of headache was more often found in matched 
non-immigrant patients than the immigrant patients. The authors of this study con-
cluded that this higher frequency of imaging and invasive testing in immigrant 
patients was symptomatic of the physicians’ diffi culty in establishing an etiology 
for the headache based on  history   and physical examination alone resulting in a 
more cautious clinical approach and they recommended the use of interpreters or 
headache questionnaires in various languages to help with reducing costs of this 
diagnostic work-up [ 33 ].  

     Emerging Technology      

 Various software  systems                  are emerging that may strongly complement many of the 
interpretation solutions currently in practice.  Mobile computerized technology   is 
becoming available that affords point-of-care service and therefore makes service 
convenient and confi dential for both patients and caregivers [ 34 ]. This technology 
offers an immediate response in an ED and may be incorporated as early as during 
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triage. It allows for immediate assessment and may eliminate delays in care while 
waiting for an appropriate, live interpreter. 

 Using  mobile computerized technology  , the clinician selects the appropriate lan-
guage and the patient is then automatically queried about his or her chief complaint. 
The patient answers via touching the appropriate response on the screen. This 
allows the clinician to communicate directly with non-English-speaking/LEP 
patients, as well as hard-of-hearing and deaf patients. A prerecorded voice commu-
nicating the words on the screen directly to the patient in their given language may 
make this technology useful to patients who cannot read or write. Although this 
development seems very promising, the technology still requires more study and 
validation in the ED. Another example of a translation device freely available to all 
health care professionals and to be used on mobile phones is the  Canopy Medical 
Translator   developed by the National Institutes of Health. The free mobile applica-
tion is preprogrammed with 1500 medical phrases in 15 languages allowing physi-
cians to  communicate   easily with patients regarding various stages of their care 
such as physical examination, results, and even greet patients in the appropriate 
language [ 35 ].   

    Summary 

 Interpreter services in emergency medicine will vary among EDs according to the 
prevalence of non-English-speaking  patients                  and the different languages prevalent in 
the local patient population served. Solutions include utilization of professional inter-
preters, telephone interpretation services, bilingual/multilingual staff, and other ad 
hoc interpreter services; all have their own advantages and disadvantages. Health 
care providers in emergency medicine must be aware of the options for medical inter-
pretation and the advantages and disadvantages of each method. Supporting data 
demonstrate that the utilization of professional medical translators is the superior and 
preferred choice whenever feasible. Professional medical translation should be the 
standard service recognized, accepted, and implemented in all medical facilities.     
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    Chapter 7   
 The Patient–Physician Clinical Encounter       

       Thea     James     

            Introduction 

 In emergency medicine (EM), the clinical encounter between physician and patient is 
a vital “fi rst impression.” This is one of the  greatest   challenges in our clinical practice 
because we have a window of opportunity to optimize the physician–patient dyad. 
There is little time to establish a rapport, earn a patient’s trust, make a correct diagno-
sis, and develop a treatment and discharge plan designed for  that  patient. The practice 
of  EM   provides physicians with a unique glimpse into human nature, the human condi-
tion, and all of what constitutes “life.” Most patients in the emergency department are 
unknown to providers. Their visits are unplanned, traumatic, and include unexpected 
illness, tragic events, and emergent conditions that include psychiatric and psychoso-
cial events. EM provides opportunities that can teach clinicians to listen and to learn 
what matters to people—because treatment plans created  with  patients and based on 
what  matters  to them have the greatest opportunity for success [ 1 ]. 

 Patient’s clinical experiences affect their health, shape their perspective on the 
health care system, and infl uence their health care outcomes [ 1 – 5 ]. The  clinical 
experience   begins when patients interface with and/or enter a medical facility. The 
experience occurs on telephones, in hallways, at front desks, at the point of triage, 
with ancillary health care staff, and ultimately in the examination room with provid-
ers. What occurs in the examination room weighs heavily on the patient’s experi-
ence [ 6 ,  7 ].  Providers’   mindfulness of the  factors   affecting the success and failure of 
clinical encounters makes a difference; culture, communication,  patient centered-
ness  , and unconscious bias are common factors addressed in the literature [ 1 ,  5 ,  8 –
 17 ] . Medical education has begun to address the patient–physician encounter in 
medical schools and residency training to develop students and trainees into 
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 providers who will become more aware of the factors affecting the success and 
failure of clinical encounters [ 18 – 29 ]. 

 As previously mentioned in this book, in 2002 the Institute of Medicine ( IOM  ) 
produced a  report   commissioned by the US Congress that analyzed more than 100 
studies assessing the quality of care for racial and ethnic minorities [ 15 ]. The report 
found that minorities received fewer needed services and procedures than whites, 
even after controlling for insurance status, income, and other access factors. The 
authors of the report suggested that unconscious bias, prejudice, stereotyping, and 
physician uncertainty of disease severity may infl uence clinical decision-making 
and the allocation of services and procedures. Ultimately, the  IOM report   concluded 
that reasons for health care disparities were (1) the organization and operation of 
health care systems administratively, (2) “patients’ attitudes and behaviors,” and (3) 
“health care providers’ biases, prejudices, and uncertainty when treating minori-
ties.” Nonetheless, these kinds of fi ndings are discouraging, and they reinforce 
beliefs and distrust in some patient cultures. Recollection of historical injustices 
such as the Tuskegee study remains close to the surface in the memories of patients 
from minority communities [ 2 ,  4 ]. This has led to skepticism about the validity of 
medical research and the appropriateness of medical recommendations. Middle- 
class African-American patients often rate their physician interactions as less par-
ticipatory when the doctor is of a different race as the patient. A lack of complete 
trust also affects patients’ behaviors in health care systems, responses to recommen-
dations, and ultimately their health outcomes [ 30 – 35 ].  

    Discussion 

    Factors Affecting the Patient–Physician Encounter 

    Culture 

 Both physicians and  patients   enter a clinical encounter bringing their personality 
and culture with them. Race, ethnicity, class, gender, economic conditions, spiritu-
ality, and sexual orientation represent some cultural  components   that accompany 
individuals into the examination room, and they can frame defi nitions of health, 
wellness, and the quality of the clinical encounter for patients  and  physicians [ 1 – 5 , 
 7 – 17 ]. A lack of understanding regarding cultural  factors   can have an adverse effect 
on physician–patient communication, trust, treatment, and, most importantly, health 
care outcomes [ 30 – 35 ]. Perceptions, ideas, and beliefs held by members of the pub-
lic accompany these individuals as they navigate through the world and during their 
daily activities. It is logical then that these opinions would also accompany them 
into the examination room. 

 For example, differences among  cultures   have a great impact on physician–
patient encounters [ 13 ,  30 – 35 ]. However, because patients enter the examination 
room, which is the physician’s area of expertise and comfort, it is important that 
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physicians recognizeand understand that they, and not the patients, should try to 
bridge cultural gaps. This understanding is essential precisely because of the power 
dynamics present when a patient fi rst enters into the examination room. 

 The effect of culture in clinical encounters is extensively noted in  medical literature   
[ 1 – 36 ]. Studies about the impact of concordance on patients’ perceptions of aspects of 
the clinical encounter suggest a cultural connection [ 32 – 36 ]. The effect of patient–
physician concordance in clinical encounters was documented in a Commonwealth 
Fund study  by   Cooper [ 31 ]. The study examined the role of patient–provider racial, 
ethnic, and language concordance on disparities in patient experiences, health care 
processes, and outcomes. The study documented ongoing racial and ethnic disparities 
in health care and linked patient–physician race and ethnic concordance with higher 
patient satisfaction and better health care processes. Based on their fi ndings, the 
authors made recommendations stressing medical education, increased workforce 
diversity, and further studies  to   better understand the concordance phenomenon. 

  Street   et al. took the  Commonwealth Fund study      a step further to better under-
stand concordance. The study suggested that the physician–patient relationship is 
strengthened when patients see themselves as similar to their physicians in personal 
beliefs,    values, and communication style [ 33 ]. Perceived personal similarity is asso-
ciated with higher ratings of trust, satisfaction, and intention to adhere to treatment 
plans. Race concordance is the primary predictor of a perceived ethnic similarity, 
although there are other factors involved. For example, physicians using patient- 
centered communication were a higher predictor of perceived personal similarity.  

    Communication 

 “It has long been recognized that diffi culties in the effective delivery of health care 
can arise from problems in communication between patient and provider rather than 
 from   any failing in the technical aspects of medical care” [ 10 ,  11 ,  31 ,  35 – 37 ]. 

 Improvements in provider–patient communication can have benefi cial effects on 
health outcomes. For a successful and humanistic encounter at an offi ce visit, one 
must ensure the patients’ key concerns have been directly and specifi cally solicited 
and addressed. To be effective, the clinician must gain an understanding of the 
patients’ perspectives on their illnesses. 

 Communication in the clinical encounter is a key  factor   in the success of the 
overall treatment plan and outcomes [ 10 ,  37 ,  38 ]. In a study by  Kim  , “patient- 
perceived physician empathy signifi cantly infl uenced patient satisfaction and com-
pliance via the mediating factors of information exchange, perceived expertise, 
interpersonal trust, and partnership. Improving physician empathic communication 
skills should increase patient satisfaction and compliance” [ 39 ]. 

 The  American Medical Association      endorses patient-centered communication. 
“Effective, patient-centered communication is key to quality care. Good  communi-
cation is   both an ethical imperative, necessary for informed consent and effective 
patient engagement, and a means to avoid errors, improve quality, save money and 
achieve  better   health outcomes.” [ 40 ]  
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    Unconscious Bias 

 Unconscious  or   implicit bias refers to the attitudes or stereotypes that affect our 
understanding, actions,    and decisions in an unconscious manner [ 14 ,  41 – 56 ]. The 
2002 IOM report documenting racial/ethnic disparities in health care frequently 
implicates physicians’ unconscious biases. More recent studies suggest that there 
remains room for improvement in this regard. In 2007,  Green   et al. conducted a 
study to “measure physicians’ unconscious racial bias to test whether this predicts 
physicians’ clinical decisions” [ 54 ]. The study “tested whether physicians show 
implicit race bias and whether the magnitude of such bias predicted thrombolysis 
recommendations for black and white patients with acute coronary syndromes.” To 
determine their results, the researchers used an Internet-based tool comprising a 
clinical vignette of a patient presenting to the Emergency Department with an acute 
coronary syndrome, followed by a questionnaire and three implicit association tests. 
Internal medicine and emergency medicine residents at four academic medical cen-
ters were randomized to either a black or white vignette patient. This study repre-
sents the fi rst evidence of unconscious (implicit) race bias among physicians, its 
dissociation from conscious (explicit) bias, and its predictive validity. The results 
suggested that physicians’ unconscious biases might contribute to racial/ethnic dis-
parities in the use of medical procedures such as thrombolysis for myocardial 
infarction. Study results such as these translate into missed opportunities to connect 
with patients and worse, show that we could be unconsciously contributing to health 
care disparities. Enhanced medical education curriculums are crucial to addressing 
and raising levels of consciousness of students, residents and practicing providers 
[ 18 – 25 ,  27 – 29 ].    Medical education can make a  difference   in provider awareness 
and ultimately provider behavior.   

    Clinical Encounters Using Trauma-Informed Care 

 Many urban medical  centers   treat disproportionate numbers of young victims of 
intentional community violence. Physician encounters with  patients   who are vic-
tims of violent trauma require knowledge about manifestations of trauma and com-
munication skills to avoid inadvertent re-traumatization of patients during the 
encounter. Clinical encounters with these vulnerable patients and their families can 
be sensitive and have high stakes involved because the ED can offer a unique oppor-
tunity for interventions geared specifi cally to reduce recidivism among vulnerable, 
violently injured youth. 

 Emergency physicians have the rare possibility to intervene and break the cycle 
of community violence by taking  advantage   of this teachable moment to engage 
young victims and mitigate thoughts of retaliation  and   hopelessness [ 57 – 70 ]. 
When victims of violence arrive in the emergency department and are in a vulner-
able state, providers have an opportunity to engage with them and establish a rap-
port that is unbiased by the nature of their injury and assumptions of being 
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perpetrators of bad behavior. Effective communication and engagement in these 
situations requires compassion from health care providers. Victims of intentional 
gun and knife violence are often labeled and deemed “bad kids” because they were 
shot or stabbed. For example, victims of violence’s emotional responses to trauma 
can be misinterpreted as bad behavior. Trauma can cause  neurobiological and psy-
chosocial effects   such as hyperarousability, hypervigilance, aggressive responses 
to fear and threat to safety, loss of empathy for others, withdrawal, anxiety, and 
depression [ 57 ,  61 – 69 ,  71 – 73 ]. Understanding and maintaining an awareness of 
this can help health care providers to comprehend post-trauma behavior and mini-
mize re-victimization; symptoms are seen not as pathology but primarily as 
attempts to cope and survive. From providers, this requires care that is trauma-
informed. Specifi cally, this requires respect, compassion, and familiarity with the 
manifestations of trauma. 

 In a study of victims of youth violence enrolled in a hospital-based violence 
intervention program, study subjects cited the following as challenges to healing: 
fear and safety, trust, isolation as a coping mechanism, bitterness, and symptoms of 
post-traumatic stress disorder [ 65 ]. These challenges are not unlike challenges to 
healing for all people who are victims of intentional trauma including domestic 
violence and mass traumas involving multiple victims in public places. There are 
opportunities in  medical education   to teach and inform all providers of health care 
the tenets and skills of trauma informed care. When providers understand manifes-
tations of trauma, and employ trauma informed care they will ensure physical and 
emotional safety in the ED encounter and contribute to facilitating healthy recovery 
and empowerment. Several cities have established effective, peer-model based  hos-
pital   based interventions that use “Trauma Informed Care” ( TIC  ) in the ED setting 
[ 57 – 60 ,  63 – 65 ,  68 ,  70 ].  

    Interventions to Enhance Patient–Physician Encounters 

    Using Patient-Centered Care 

 Cultural competence and  patient-centered care have   evolved separately, yet there is 
 overlap   between them [ 39 ,  74 – 78 ].  Cultural competence   is the ability to understand, 
appreciate, and interact with persons from cultures and/or belief systems other than 
one’s own, based on various factors and on an individual basis. Patient-centered 
care means organizing the delivery of health care around the needs, values, and 
preferences of individual patients and their families; it is individualized care. The 
 IOM   defi nes patient-centered care as “providing care that is respectful of and 
responsive to individual patient preferences, needs, and values, and ensuring that 
patient values guide all clinical decisions.” The IOM listed it as one of six aims to 
improve health care in the twenty-fi rst century. Together, culturally competent care 
and patient-centered care are complementary, and they signifi cantly enhance oppor-
tunities for successful clinical encounters. Like ideal clinical encounters, 
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patient- centered care focuses on what matters to patients, and it can also involve 
systems and holistic care—for example creating a health care system that is conve-
nient for patients and their families and designing appointment and clinic times that 
are fl exible to accommodate individual patient schedules and needs. It is a patient-
centered model versus the traditional physician-centered model. Providers can 
deliver patient-centered care in the clinical encounter by creating partnerships and a 
treatment/discharge plan that is unique to individual patients, one created to opti-
mize opportunities for successful outcomes [ 1 ]. 

 Patient-centered care has been associated with improved  clinical outcomes  , cost 
savings, and patient satisfaction. In a Health Affairs blog, Rikert discussed the fun-
damentals of patient-centered care and its impact on the clinical encounter [ 79 ]. 
Citing a study by Stewart et al. in 2000, Rikert supports the well-known fact that 
physicians do not always know when a failed clinical encounter has occurred, but 
patients always know [ 75 ]. In the study, audiotaped doctor–patient interactions were 
studied while patients also rated these same interactions. Expert opinion could not 
be correlated with positive results, but patient-perceived, patient-centered care cor-
related with “better recovery from their discomfort and concern, better emotional 
health 2 months later, and fewer diagnostic tests and referrals.” Rikert corroborated 
this fi nding with a study conducted by researchers at Thomas Jefferson University 
to test physician empathy, which led the researchers  to   develop the Jefferson Scale, 
a test for physician empathy [ 80 ]. Physicians also rated their own empathy, but the 
scale could not be correlated with improvements in patient care.    However, research-
ers then changed it to the Jefferson Scale of Patient’s Perceptions of Physician 
Empathy and administered it to patients. The researchers found the tool useful for 
predicting patient outcomes. 

  Bertakis   and  Azari   also conducted a study to look at the effect of patient-centered 
care on health care utilization [ 78 ]. In their study, 509 new adult patients were ran-
domized to care by family physicians and general internists. An adaption of the 
Davis Observation Code was used to measure the patient-centered practice style. 
The main outcome measures were the use of medical services and related charges 
monitored over the course of a year. Patient-centered care was associated with 
decreased utilization of  health care services   and lower total annual charges. The 
authors concluded that  reduced   annual medical care charges might be an important 
outcome of medical visits that are patient-centered [ 39 ].  

    Systemic Changes and Accountability 

 Future changes are beginning to  evolve   systemically in medical education. In 
response to the identifi cation of unacceptable differences in both health care provi-
sions and health care outcomes, new standards of care are evolving [ 79 ]. State 
Medicaid regulations and Health Plan Employer Data and Information Set criteria 
now refl ect the need to establish quality performance measures to ensure access to 
appropriate services for culturally diverse populations [ 80 ].  
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   Education 

 Making thoughtful  upgrades   in medical education is the best opportunity to cause 
a permanent shift in the paradigm of the patient physician encounter [ 19 – 27 ]. 
Medical students are introduced to the patient–physician encounter early. They 
learn to interview patients with a focus on becoming comfortable talking with 
patients and using a  script  as a guide. The  script   is composed of a set of questions 
used to interview patients, and leads to diagnosing, treating and making discharge 
plans. Additional teaching is needed to focus on nuances of the interview and the 
complexity of the patient physician encounter. Enhanced medical education can 
raise student and resident self-awareness and consciousness of the multiple factors 
present in a patient physician encounter and how it can infl uence the outcome. A 
broad intervention integrating competency training into medical education and the 
 professional development   of health care  professionals   at all levels of training, 
including students, residents, and practicing providers is needed. 

  Cooper   et al. recommended a curriculum where students and residents acquire 
knowledge, attitudes, and skills, and they advised that the AAMC, LCME, and 
AGGME work with medical educators and researchers to “develop and disseminate 
teaching strategies and curricular content” [ 81 – 83 ]. To ensure that practicing pro-
viders participate in  competency training  , Cooper et al. recommended competency 
training requirements for specialty board certifi cation and recertifi cation for practic-
ing providers. The authors suggested making this training convenient by making  it 
  available at professional medical meetings.    

    Conclusion 

 The focus on patient–physician encounters has evolved. Its successes and failures 
have been correlated with health care outcomes, cost and profi tability, and national 
measures of accountability and reimbursement. Continued progress will require 
ongoing research, enhanced medical education, required certifi cation skills for 
practicing providers, and systemic implementation of creative interventions to 
achieve sustained and successful health care outcomes. 

 Our health care system shifts and  frequently   changes rules and standards of care. 
New changes can subsequently later become obsolete or inappropriate for changing 
cultures and times. Human nature, however, will never change. People will always 
respond to respect, consideration, effi ciency, and quality health care. All patients 
want good health and a clinical experience that will provide them with it. Following 
the basic tenets of the successful patient–physician encounter will consistently lead 
to rewarding outcomes for patients and their providers.  
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    Recommendations 

•     Maintain an awareness of the presence of bidirectional cultures during the patient 
physician encounter and how it can infl uence the outcome.  

•   Establish a partnership with patients for treatment and discharge plans. Create a 
plan together that patients are willing, able and have resources to accomplish.  

•   Educate: teach patients the diagnosis and test for comprehension.

 –    Ask: “When someone asks you about your diagnosis today, what will you tell 
them?”       

    Create an Environment for High Yield Dialogue 
in the Examination Room 

  Dialogue   during the clinical encounter should be open-ended, encourage any and all 
questions from patients. Providers should establish a treatment partnership with 
patients to assure a patient centered treatment model. Patients should participate in 
their treatment plan. The plan should be based on what matters to them. Labeling 
patients as noncompliant, irresponsible, careless, or unconcerned in lieu of inquir-
ing about the exact causes for failed treatment plans or blaming them for lack of 
knowledge creates a barrier that affects physician  and  patient trust. It is extremely 
important to avoid making any patient feel unheard, ashamed, inept, blamed, or 
dismissed.  

    Important Questions to Ask Patients When  Treatment Plans   Are 
Not Going as Planned Include 

     1.    I’m concerned about your blood pressure and blood sugar, they are high. Are you 
able to take your medication regularly? What would you say is the reason you 
were not able to take your medicine? What would make taking it easier for you? 
How  can   we help?   

   2.    Should we have created a better plan for you? Can you suggest a better plan or 
how to implement your current plan better? What do you think you need to get 
better?   

   3.    What would you suggest we do to create a plan that will successfully work for 
you?   

   4.    Here are some suggested options for treatment. Do any of them sound like some-
thing you could do easily?   

   5.    What do you think the problem is? Is it the medication, the schedule of care, the 
lack of communication, or another issue we can discuss?   
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   6.    What do you think is causing your current symptoms?   
   7.    To patients with multiple complaints: “What is the one thing that made you say 

to yourself, I’m going to the hospital?”   
   8.    Do you have any questions that I can answer for you today?          
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    Chapter 8   
 Spiritual Care Services in Emergency 
Medicine       

       Mildred     M.     Best      ,     Swami     Sarvaananda     ,     Jamela     M.     Martin     , 
    Pamela     Gayle     White    , and     Marcus     L.     Martin    

            Introduction 

    Spiritual Differences Defi ned 

 Spirituality is broadly  defi ned   as that which gives a person’s life ultimate meaning. 
For many, it might be a belief in God as expressed in a community of faith with oth-
ers of like mind (i.e., church, synagogue, etc.). For some, it might be the belief in 
many gods as an expression of the divine. Still for others, it might be a personal 
relationship with God, or a connection with the universe and nature, or an under-
standing of a connection with a higher power or supernatural being.  Spirituality               can 
also be defi ned as that which an individual holds sacred. These beliefs and under-
standings are informed and infl uenced by race, ethnicity, religious status, culture, 
nationality, gender, and worldview. Spirituality is often what gives an individual 
hope to strive for wellness and wholeness during adversity and illness. Spiritual 
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differences encompass the awareness that no two persons, regardless of similarities 
in faith or ethnicity, are the same as innately spiritual beings. Their life stories are 
unique, so their spiritual background and their understanding of life’s situations will 
be different. 

 Spiritual differences are also informed by faith tradition and/or a system of 
beliefs, be it Christianity, Judaism, Islam, Hinduism, Buddhism, Paganism, 
Rastafarianism, or even Atheism. To understand spiritual differences in Emergency 
Medicine, one must fi rst understand that world religions fl ourish in communities 
served by emergency departments throughout the USA [ 1 ].  

    Health-Related Beliefs and Cultural Values and Traditions 

  Health-related beliefs   and assumptions are prevalent in many faith traditions. These 
beliefs become the lenses through which the patients’ worldviews and understand-
ing of their illness are seen. Some of these beliefs and  practices               are clearly articu-
lated by the spiritual community and are well-known in the medical community. For 
example, many health care providers are aware that  the   Jehovah’s Witnesses’ faith 
prohibits the use of blood or blood products [ 2 ]. Some patients may view modern 
medical technology as a gift from God for healing. For others, beliefs may be unique 
to an individual’s own understanding of his or her spiritual practices. Some beliefs 
and understandings may be articulated freely, but at other times may be unknown 
and not easily explained by the patient. These beliefs will affect whether a patient  or 
  family makes a decision about a Do-Not-Intubate order ( DNI  )    or a Do-Not-
Resuscitate order (DNR), or  accepts   or refuses a particular medical treatment or 
procedure. A basic spiritual awareness will help emergency physicians and health 
care teams understand the connections between spirituality and informed health 
care decision-making. This is an important element in providing cultural compe-
tency for the ED.  

    Health Care Provider Knowledge 

 Health care  providers   should have a basic understanding of the health-related belief 
systems of patients from varying faith traditions and an awareness of how these 
belief systems may inform the patient’s health care decision-making process. There 
should also be an understanding of the ways in which religious beliefs and spiritual 
differences may enhance or detract from the doctor–patient relationship. For exam-
ple, a patient who believes that all healing comes from God might decide that he 
wants to wait for a direct healing from God and might delay or outright reject medi-
cal intervention as illustrated by the following example: 

 An African American family … was resistant when the physician attempted to 
explain why a do not resuscitate ( DNR  )    order was needed. A family member said 
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that they would wait on God and that God would have the last word. At the time, the 
family felt that to agree on a DNR would be the same as giving their loved one a 
death sentence. The struggle for this  family   was whether to trust  man,  meaning the 
medical establishment as represented by the physician, or to trust in God [ 3 ].  

    Awareness of Practitioners in the Emergency Department 

 In  emergency departments  , it is  especially               important to recognize that, in the face of 
trauma and the unexpected onset of illness and disease, patients can be at signifi cant 
spiritual risk. These individuals are considered at risk for poor health outcomes as a 
result of under-developed, confl icted, overwhelmed, or negative spirituality result-
ing in high spiritual needs and low spiritual resources to meet these needs [ 4 ]. 

 It then becomes extremely important that practitioners in the ED recognize their 
limitations and determine when it is appropriate to refer to a chaplain or other spiri-
tual care provider. This is not to say that the physician and health care providers 
need not be sensitive to various religious belief systems and their impact on illness. 
Instead, it is recognition that there are those who have dedicated their life and edu-
cation to become credentialed in the area of pastoral/spiritual care/chaplaincy, just 
as the physician is educated and credentialed in providing medical care. An aware-
ness of religious tradition and a basic understanding that some patients might be in 
a spiritual crisis are reasons for immediate referral to a chaplain  or   spiritual care 
provider/clergy.  

    Chaplain/Spiritual Care Provider Knowledge and Education 

 As pastoral  and   spiritual care providers, chaplains are educated to meet the spiritual, 
religious, and  pastoral care   needs of patients. Qualifi cation and membership in the 
Association of Professional Chaplaincy require  clinical   supervision and training at 
least equal to qualifi cations  to   become a licensed clinical social worker.     To be eli-
gible for board certifi cation, a  chaplain is               required at a minimum to have a  4  year 
undergraduate degree and 3 years of graduate theological education, leading to a 
Master of Divinity degree, along with 4 units of clinical pastoral education 
(CPE) which includes 1600 h of clinical supervision, and 2000 h of professional 
chaplaincy experience. Ecclesiastical endorsement by her/his religious body is also 
a requirement for board eligibility. The chaplaincy profession seeks to integrate 
mental health skills with religious training, inclusive of theological refl ection, to 
prepare a chaplain to intervene effectively in a troubled person’s life and during 
times of crisis and illness [ 5 ]. 

 The 1600 h of clinical supervision are provided through Chaplaincy and Pastoral/
Spiritual Care Departments in hospitals and other health care centers. These centers 
are accredited by the  Association of Clinical Pastoral Education (ACPE)   to provide 
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clinical supervision for chaplain residents to earn the clinical hours needed for 
Board Certifi cation eligibility. Chaplaincy residents are supervised and trained by 
Clinical Pastoral Supervisors/Educators who are certifi ed by  ACPE  . The  ACPE   
competencies include self-awareness, interpersonal awareness, conceptual ability, 
pastoral functioning, ministry management, and development. Each category 
includes competencies and outcomes. For example, interpersonal awareness 
requires that chaplain residents demonstrate competence in providing  pastoral care   
to patients from various religious, racial, ethnic, and socioeconomic groups.  

    Spiritual Care Available 

 Pastoral/spiritual care has been traditionally rooted in enabling, encouraging, and 
facilitating the patient to access and make use of her/his own spirituality as a 
resource for sustaining her/him through crisis and illness. The chaplain’s role has 
been to employ intervention tools like healing, sustaining, guiding, reconciling, and 
liberating, all in an empathetic spiritual relationship that  is   called the  pastoral con-
versation   [ 6 ]. Aspects of the pastoral conversation include responding empatheti-
cally, following the patient’s lead, and discerning the patient’s central theme with 
lost conversational fragments [ 7 ]. The pastoral conversation is but one aspect of 
pastoral/spiritual care used to address the spiritual care needs of patients. Harold G. 
 Koenig   of Duke University Medical Center describes the spiritual needs of  patients   
as follows:

•     A need to make sense of the illness.  Patients need to understand why they have 
been singled out for illness, what it means for them, their future, and  t  heir fami-
lies’ future. They need to know how they are going to cope with, and bear the 
burden of, a changed life that may involve long-term physical discomfort.  

•    A need for purpose and meaning in the midst of illness.  Patients need renewed 
purpose and meaning in order to continue to fi ght illness. They need to know that 
they can still contribute, despite their illness. Religious and spiritual beliefs often 
lie at the core of what gives life purpose and meaning in these circumstances.  

•    A need for spiritual beliefs to be acknowledged, respected, and supported.      
  Religious or spiritual beliefs become increasingly important to patients who are 
sick and hospitalized. Patients need their health professionals to acknowledge, 
respect, and support those beliefs. 

•     A need to transcend the illness and the self.  Patients need to get their minds off 
of their current status to counteract the obsessive preoccupation with self that 
almost always accompanies serious illness. Focusing on spiritual matters often 
helps patients put their own concerns into perspective.  

•    A need to feel connected to others.  Hospitalization and illness makes patients 
feel isolated from others. Spiritual beliefs, visits from their pastor or a member 
of their congregation or a hospital chaplain, or knowing that members of the faith 
community are praying for them, all help to reestablish connection with others. 
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Feeling connected to, cared for, and loved by God also helps to relieve 
loneliness.  

•    A need to acknowledge and cope with the notion of dying and death.  Having ill-
ness serious enough to warrant hospitalization sends a terrifying message to 
many patients—that they cannot live forever. Many fear death less than they fear 
the  process               of dying, and the discomfort, isolation and loss of control associated 
with it. Spiritual beliefs provide a world-view that makes sense of life, death, and 
suffering—and gives answers that medicine and science cannot provide. On the 
other hand, patients may not feel spiritually ready to die. They may fear punish-
ment after they die, or worry about their relationship with God.  

•    A need to forgive and be forgiven.  Because illness can sometimes be perceived as 
punishment and because it forces us to confront our ultimate mortality, the need 
to give and receive forgiveness is greatly enhanced. Religious and spiritual ritu-
als exist that help patients to forgive others and accept forgiveness themselves, 
releasing them from the emotional turmoil that guilt and bitterness produce.  

•    A need to be thankful in the midst of illness.  Being thankful and grateful for the 
health and relationships they still have helps patients to adapt more quickly to 
illness and maintain a positive outlook. Religious beliefs and stories both encour-
age an attitude-of-gratitude, and provide role models to help accomplish them.  

•    A need for hope.  Hope is the engine of motivation. Without hope, patients give 
up, neglect themselves, and strike out at others trying to help them.    Spiritual 
beliefs are a powerful source of hope for many patients [ 8 ].      

    Discussion 

 In 2007, the majority of Americans (71 %) in the USA believed in God. Of this 
number, 78.5 % practiced some form of Christianity (51.3 % Protestant, 23.9 % 
Roman Catholic, <2 % Mormon, Orthodox,  Jehovah’s Witness  , and other Christians). 
The population of people in the USA who practice religions other than Christianity 
include 1.7 % Jewish, 0.6 % Islam, Hindus 0.4 %, and Buddhists 0.7 % [ 9 – 12 ]. 
Medical points about these population and other faith traditions in the USA are 
shown in Table  8.1 , which may be used for a quick patient reference, a comparison 
between religions, or even as a concise synthesis of some of the major points.

       Health and Spirituality 

    Buddhism 

 In the West, most Buddhist patients will either belong to traditionally Buddhist 
families from  Asian countries   such as Vietnam, Mongolia, and Japan, or will them-
selves have converted to  Buddhism  . While many different schools of Buddhist 
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philosophy and practice have evolved over the centuries, certain core beliefs com-
mon to all branches may infl uence the  therapeutic dynamic  . 

 For Buddhists, “ salvation  ” translates as “ enlightenment  ” or “liberation.” The 
Buddha achieved Enlightenment in India around the sixth century BCE and spent 
decades teaching others how  to               proceed towards the same goal. The practice and 
development of morality, wisdom, and meditation as presented in the Buddha’s 
Eightfold Noble Path are the means to this end. 

 The notion of an interventional Creator is foreign to Buddhism. Buddhists do not 
view suffering as divine punishment, but rather as something to be expected: “From 
birth as a requisite condition, then aging & death, sorrow, lamentation, pain, dis-
tress, & despair come into play. Such is the origination of this entire mass of stress 
& suffering” [ 13 ]. Health, sickness, healing, and death result from  interwoven 
causes and conditions  . Illness may result from the karmic ripening of past actions, 
a lifestyle that is not in harmony with wholesome principles, a predominance of 
negative emotions, an imbalance of the “humors,” or any of a number of other 
sources. 

 Medicine is a  traditional fi eld   of Buddhist knowledge. “Buddhist medicine” is 
holistic and has developed to include elements of the healing arts of many lands; it 
may include diet, yoga, acupuncture, herbals, etc., in addition to the traditional 
Ayurvedic medicine of India. Some Buddhists are vegetarian, some are not. Certain 
patients may practice “Medicine Buddha,” a healing practice that combines medita-
tion and recitations. In general, modern Western treatment options  are   also wel-
come. Indeed, it has been stated that, “The principles governing Buddhism and the 
practice of medicine have much in common,” as both seek to alleviate suffering and 
its causes [ 14 ]. 

 Most Buddhist patients will be as comfortable as anyone else in a medical setting 
with male and female caregivers. However, Buddhist monks and nuns will generally 
prefer receiving intimate care from a caregiver of the same gender as they. All 
Buddhist cultures treat monastics with deference; Asian monastics in particular may 
be unprepared for the loss of intimacy and, in  a               certain sense, respect that go along 
with illness. 

 Buddhist patients may enjoy the presence of religious icons—representations, 
statues, etc.—and/or recordings of music or rituals. These serve as reminders that 
help one remain present and connect with merit and liberation. In addition to  visual 
representations  , which should be treated with respect, light (an electric tea light, for 
example) has strong symbolic import. 

 It is important to understand that some Buddhists may choose to remain aware up 
to the time of death, preferring a clear mind to pain relief that clouds the conscious-
ness. Buddhists believe that the moment of death is crucial to determining what 
happens next. Whether the next phase will be complete liberation from rebirth, an 
eventual rebirth in the pure realms, or reincarnation (as a human or in another sphere 
of existence) depends on a combination of  factors  , such as the dying person’s aspira-
tions, habits, beliefs, merit, and state of mind at the moment of transition. Rituals 
and wishing prayers directing the patient’s mind-stream toward a positive rebirth 
may also be carried out by Buddhist clergy  or   members of their community. 
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 The state of mind at the time of death will also impact a patient’s decisions about 
organ donation and funeral arrangements. Some Buddhists believe that the body 
should ideally remain undisturbed for a period up to 3 days in order to ensure the 
safe passage of the mind or spirit. The  dying process   is described as a progressive 
dissolution of the grosser elements or constituents of the body into ever subtler 
ones, until fi nally there is separation of body and spirit. This may take place at the 
time of clinical death, or it may happen a bit later, within 3 days.  

    Christianity 

   Baptists 

 Baptists  views    affecting   sexualities other than heterosexual are most often recog-
nized and newsworthy. The most conservative and noteworthy of these denomina-
tions are the  Southern Baptists  . Prohibition of alcohol and tobacco are important to 
many Baptists. Although there is some division within the church about abstinence 
from tobacco, at least from a religious perspective, it still deserves to be addressed. 
Alcohol has been attacked by Baptists on three fronts—religious, medical, and 
social. To many Baptists, alcohol is a negative infl uence on bodily and psychologi-
cal health, society, and family life [ 1 ]. According to Proverbs 20:1, “Wine is a 
mocker, strong drink is raging: and whosoever is deceived thereby is not wise.” 
Thus, the Baptist views alcohol  as               a path to spiritual death [ 15 ]. 

 Furthermore, the ultimate solution to a drinking problem has always been spiri-
tual. Only the grace of Jesus Christ can save people from drink. It must be noted that 
many Southern Baptists do not take this outlook, but for those who do, the conse-
quences could be emotionally and mentally troubling if alcoholic drinks are con-
sumed. A Baptist alcoholic, who belongs to a church holding this belief, would be 
expected to recover through prayer  and   the spiritual guidance support of other 
Baptists. Likewise, because a spiritual recovery seems best to a Baptist, he may or 
may not have to face feelings of guilt in front of his congregation for an ailment 
which he may not be able to cure through his faith. In this light, such a strong and 
steadfast abstinence from something unhealthy may have detrimental consequences 
for those who suffer from the illness of alcoholism. 

 It has been no secret that this Christian group has taken a fi rm stance against 
same-sex attraction. The Southern Baptist Convention’s Position Statement on 
Sexuality and the Baptist Faith and  Message   show what  Southern Baptists   generally 
believe: that the Biblical passages condemning homosexuality are still valid today 
(Gen 19 [cf. Jude 7; 2 Pet 2:6–10]; Lev 18:22; 20:13; Rom 1:24–27; 1 Cor 6:9–11; 
1 Tim 1:8–11). It must also be noted, however, that although same-sex attraction is 
regarded as a sin, it is not unpardonable, and therefore  Southern Baptists   recognize 
that “the same redemption available to all sinners is available to homosexuals” [ 16 , 
 17 ]. The medical concern is  not               their stance on same-sex attraction, but rather how 
that stance may affect an adolescent boy or girl as they mature and discover their 
sexuality, especially if it is towards their same gender. Mental, emotional, and spiri-
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tual damage could be lasting and severe with expected repression of their desires 
and who they are. It is once again this indirect effect of a religious belief that physi-
cians must be aware of with their Baptist patients. Still, not all Baptist patients may 
have the same beliefs on homosexuality. The Alliance of Baptists, for example, 
supports same- sex   marriages and ordains  clergy   who are openly gay [ 18 ,  19 ].   

    Pentecostal 

 The following quote,    taken from the United  Pentecostal   Church International, gives 
a concise summary of the healing beliefs of this Christian denomination. “God is 
the Great Physician. His knowledge of the human mind and body is complete. He 
can do more for the sick and the diseased than can all earthly doctors and surgeons 
combined. He created us; is it not reasonable, then, to believe that He can heal us 
when we are sick?” [ 20 ]. Deep belief in faith or divine healing is the central focus 
of a number of Pentecostal traditions concerning health and illness. Pentecostal 
interpretation of the Bible is literal, and the complete truth of the gospel is held as a 
vital element. Although Pentecostals still believe that modern medicine has benefi ts 
(although only because it was God who created doctors and medicine), it is through 
prayer, faith, and the church that one is truly healed. 

 The modernization of many Pentecostal traditions has brought about a greater will-
ingness to accept modern medicine and its treatments [ 21 ]. The Assemblies of God, 
the largest Pentecostal denomination in the USA, states: “Through the skill and train-
ing of physicians recoveries and restorations do occur, a truth that neither refutes nor 
diminishes the belief in divine healing [ 22 ]. We rejoice should God, who is the source 
of all healing, work through the doctors, give thanks to them for their dedication, and 
offer continual praise to God. With all their learning, training, and skill, doctors are 
still not the last word to be uttered in diagnosing human maladies. We continually look 
to God who is more than able to bring healing even in situations deemed to be hope-
less” [ 23 ]. However, as a physician,                it is very important to be aware of the patient’s 
level of commitment to his or her religion. This may give clues as to delayed medical 
treatment or even resistance to treatment. By showing an understanding of the patient’s 
beliefs and encouraging the use of faith healing  with  modern care, the physician can 
maximize  the      patient encounters and eliminate total dependency on the church.  

    Roman Catholic 

 Although Roman Catholics are generally very accepting of most aspects of  modern 
medical practice  ,    areas where they differ have been subject to much debate and have 
been put at the forefront of one of the most controversial medical topics in the 
USA. Their outlooks on conception, pregnancy, and beginning-of-life issues have 
linked Catholicism to legal and political topics—a popular realm for religion in 
today’s society. 
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 Catholics have historically been well-known for prohibiting nearly all forms of 
 contraception  . Instead, they suggest natural family planning or the rhythm method 
which consists of only engaging in sexual intercourse when the woman is not fertile 
(just before, during, and just after ovulation). The basis for this belief lies in the 
Catholic concept of natural law. In its most basic form, natural law reasoning 
assumes that every human act has a natural goal attributed to it by God. Any attempt 
to frustrate that goal is unnatural and therefore wrong. In this instance, sexual inter-
course is designed to produce offspring. Any method of contraception other than 
taking advantage of a woman’s “ natural rhythms  ” interrupts the natural goal and is 
thus considered unacceptable [ 24 ]. 

 Likewise, Catholics may  refute               some birth control methods with additional 
moral arguments. As will be discussed, many Catholics view life as beginning with 
fertilization [ 25 ]. Therefore, any device that allows fertilization, but not implanta-
tions (RU- 486, copper IUDs, etc.) is viewed as essentially causing the murder of a 
developing life, which would clearly be morally wrong in their belief system. 

 Because the Catholic religion gives the fertilized egg the dignity of human life, 
ending a pregnancy at any stage is considered murder. Initially the prohibition 
against abortion stood for any circumstance, even if it meant death for the mother 
and the baby. Today, however, the belief has evolved for most Catholics.  Medical 
intervention   in pregnancy, while doing the utmost to save two lives, will focus on 
saving one life instead of allowing both mother and fetus to perish [ 25 ]. In basically 
all other circumstances where the mother’s life is not in danger, abortions are still 
considered murder. However, the medical profession should watch for further direc-
tional alterations of this concept in Catholicism. For example, Father Richard 
 McCormick   cites a study by Susan Teft  Nicholson   who suggested that abortion may 
be reconceptualized from a killing intervention to the withdrawal of maternal assis-
tance. This raises a new question whether a woman would be expected to give 
maternal assistance when her pregnancy was caused by rape [ 25 ]. Physicians must 
be aware that although a religion may be thousands of years old, its beliefs are not. 

 The fi nal point to examine about the Roman Catholic faith is their outlook on 
illness and suffering. With the monotheistic background and the emphasis in the 
afterlife of heaven and hell, the “Sacrament of the Sick” becomes very important 
[ 24 ]. The Catholic patient may wish to pray or confess his or her sins to a Catholic 
priest in the hospital before departing to the afterlife, and their ability to do so may 
be seen as promoting their  entry   into heaven. It is therefore imperative to many 
Catholic patients that the appropriate clergy be notifi ed in advance of death. 

 Also linked to the monotheistic idea of an omnipotent, all-powerful God is the 
belief by some that illness and suffering may either be predestined fate or punish-
ment for wrongdoings [ 24 ]. The latter is an example of free will theodicy. From a 
Bible that speaks of God striking down rebellious people with illnesses such as 
scurvy, blindness, and boils, it is an easy transition to think that one’s illness may be 
a punishment from God. For some, this may bring feelings of guilt or misunder-
standing. For others, it may bring a type of resigned penance to their illness, or a 
feeling that they must endure God’s punishment. Some  may               see it as a test of faith 
or a type of educative theodicy, but others may have none of these thoughts. 
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 Evaluation   of the patient’s religious commitment and involvement is the key to 
understanding in this situation. Without this understanding,  the   doctor may not 
comprehend or even be aware that such hardships exist for these patients.  

    Islam 

 Of  great   importance to  people   in the Islamic religion is the concept of modesty, 
which stems from a deeper belief in sex segregation. This belief is central to the 
medical care of Islamic patients in many ways. For instance, women may insist on 
wearing the traditional garments that completely cover their body when in the hos-
pital rather than the customary and sometimes revealing hospital gowns [ 26 ]. They 
may also wish to have an all-female staff to provide their care. Furthermore, a 
Muslim woman would likely not want be left alone with a man who is not her hus-
band [ 27 ]. Men may wish to remain clothed from the waist down even in front of 
other men [ 28 ]. Some customs may even prevent handshakes or contact between 
genders. 

 The Muslim diet is another very important aspect of the Islamic lifestyle that 
affects health care. Food has a central role in the lives of Muslim families, and dietary 
restrictions may vary between countries depending on how the members follow tradi-
tion. The diet of the Muslim patient should not contain pork, pork products, or alco-
hol. Most Muslims will not eat shellfi sh, and some believe meat must be halal, from 
animals slaughtered in the prescribed manner. Some patients desire a Kosher or veg-
etarian diet. During Ramadan, the ninth month of the Muslim year, faithful Muslims 
fast from dawn to sunset  for               28 days. This fast includes abstinence from food, drink, 
smoking, and sexual intercourse. It is believed that fasting teaches obedience to God 
and is required only by adults who are physically capable and mentally competent. 
Elderly people, ill people, travelers, pregnant women, lactating mothers, menstruat-
ing women, women with postpartum discharge, and women who have experienced a 
miscarriage are exempt from fasting. Children are exempt, but at the age of 12 or 13, 
adolescents are urged to attempt to fast in preparation for adulthood [ 27 ]. 

 Some Muslims, especially the older and more conservative ones, may refuse to 
eat hospital food altogether and insist on having their food brought to them by 
friends or relatives of the Islamic faith [ 28 ]. A related aspect of dietary restrictions 
arises when faced with the controversy between restrictions of the diet and medical 
necessity. Can a Muslim consume, as medicine, what has been prohibited by reli-
gious law? “On the eating of the pig, wherever the Qur’an mentions a prohibition, it 
always makes an exception for ‘cases where it may be necessary, without willful 
transgression of the Law’” [ 29 ]. However, in the case  of   alcohol, the Qur’an severely 
denounces its use without giving an outright and explicit prohibition. Lastly, some 
Muslims may not accept medicines prepared by non-Muslims for fear they may 
have used ingredients whose consumption is not allowed by Islamic law. Because of 
these restrictions and other variations within Islamic groups, it is imperative that the 
Muslim patient be questioned about dietary preferences while in the hospital. 
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 The attitudes of Muslim  patients   may pose serious problems in the treatment 
plan. Many Muslims may refuse treatment of any kind, especially if brought into the 
hospital against their will. The reason for this lies in the etiology of illness accord-
ing to Islamic teachings. As health is the greatest blessing of God, illness serves 
three important functions: (1) it is regarded as a purgative role; (2) it may be a pun-
ishment for sins; and (3) it may entail positive reward. In all three situations, illness 
is regarded as a blessing. Furthermore, some traditions emphasize not seeking med-
ical treatment for an illness until it becomes unbearable [ 30 ]. Obviously, this could 
pose great challenges to the physician attempting to treat certain members of the 
Muslim faith. However, as a useful  tool               for the health care provider, the Qur’an 
states that saving and preserving life are among the most highly regarded tasks 
within the religion [ 31 ]. 

 Death itself is a taboo subject for many Muslims. Although members must face 
death as part of Allah’s will and acknowledge submission to Allah’s plan for their 
life, it is also believed that one should never give up hope, because to do so would 
be to deny the will of Allah [ 1 ]. When caring for the dying Muslim patient, the 
physician must be aware that the patient may be quite passive for one of three rea-
sons: (1) a resigned acceptance of their fate; (2) a disguising of fear, since fear 
would indicate a lack of trust in Allah’s judgment and mercy; or (3) guilt over inad-
equate submission prior to illness [ 28 ]. These refl ect both the free will and eschato-
logical theodicies associated with the Islamic religion. Also, because life is viewed 
as preparation for eternal life after death, a dying Muslim may have specifi c needs 
to prepare for passage. First, a Muslim may desire to sit or lie facing Mecca. 
Secondly, a Muslim may wish to confess sins and beg forgiveness in the presence of 
family before death. Lastly, a believer may want the Islamic Creed recited as the 
moment of death approaches. Because of these needs,    the physician might need to 
make patient visitation more fl exible and take great care  in   attempting to estimate 
the fi nal remaining days or hours of life.  

    Judaism 

 Judaism in its most traditional form, Orthodox Judaism, prescribes a life conducted 
according to the  laws   contained within the Torah (the Five books of Moses). 
Members of the religion use these laws as justifi cation for every aspect of life, from 
diet to sexuality and death. As one moves from Orthodox to Conservative to  the 
              Reform Jewish communities, some of the laws are adjusted to a more modern era. 
There are, however, very important threads that bind them all and in some way 
affect the medical care they may receive. 

 The fi rst of these common threads lies in dietary  laws  , or the provision of kosher 
foods. Kosher laws refer not only to the preparation of foods, but also to which 
items may be consumed. For example, meat must undergo special slaughtering, 
milk and meat must be separated, and some items, like pork, are forbidden from the 
Jewish diet [ 28 ]. These laws can be complicated depending on the personal adher-
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ence of the patient in question, which makes questioning dietary preferences all the 
more important. A Jewish minister or Rabbi can often assist in food issues for 
Jewish patients. Health care staff should also be prepared for the request to bring 
food from home into the hospital. The origination of these laws was considered by 
many Jews and non-Jews to be for health maintenance reasons. In fact, “some mod-
ern Jews use this explanation in order to justify their abandonment of those rules, 
reasoning that the work of the United States Food and Drug Administration makes 
the health measures involved in Jewish dietary laws unnecessary” [ 32 ]. In fact, “the 
Bible specifi cally indicated several times that the rationale for restricting the num-
ber of animals that could be eaten was to make the people of Israel holy (Lv. 11:43–
45; Dt. 14:1–3, 21)” [ 32 ]. 

 Interestingly, Jewish views  on   sexuality are more direct and explicit than many 
other religious traditions. This may prove useful for the family practitioner or coun-
selor of Jewish couples. Two separate commandments, one to multiply and the other 
not to withhold conjugal rights from one’s wife,    exist in the scripture [ 32 ]. This 
means that a man has a sexual duty to fulfi ll his wife’s sexual needs even after they 
have had children. In fact, the book of Exodus speaks of how often a man should 
have “sexual relations with his wife in order to fulfi ll the commandment,” which 
depended upon the husband’s occupation [ 32 ]. A physician will be more capable of 
assisting a patient with sexual issues if he understands the religious implications. 

 The Jewish views on end-of-life issues are unique and signifi cant from an ethical 
standpoint. Stemming from the Jewish code stating “One should aim to maintain 
 physical health and vigor in   order that his soul may be upright, in order to know 
God…. Whoever follows this course will be continually serving God …,” springs 
the basic tenet of Judaism: that nothing must stand in the way of preserving  or               pro-
longing life [ 33 ]. The role of the physician in the Jewish religion is held in the high-
est regard, because a physician is the healing agent of God. Thus, a doctor’s duty is 
to prolong life and undertake no actions which may in any way hasten the time of 
death. In fact, the Jewish faith asserts that all life support and active treatment be 
maintained until death insofar that the life can be saved and meaningfully  prolonged. 
Questions then arise: What defi nes death? If life support may maintain a person’s 
life indefi nitely, is it ethically just to do so? For a patient in extreme pain at the end 
of life, is it ethical to maintain their life at all costs? It has been written that no active 
or passive hastening of death is permitted, but removing a natural hindrance of death 
is permitted [ 33 ]. Obvious diffi culties arise when trying to decide what would  con-
stitute   removing a natural hindrance versus hastening death. It would benefi t the 
physician to understand the patient’s and patient’s family’s belief system as soon as 
possible before one of the above situations arises. 

 The great respect for the patient’s body continues after death and is refl ected in 
the Jewish views on handling the deceased body, as well as outlooks on autopsy. In 
most instances, death is presumed when breathing has stopped. When this has been 
established, the eyes and mouth are closed (preferably by a relative), arms and 
hands are extended at the side of the body, lower jaw is bound up, and the body is 
placed on the fl oor with the feet toward the door and is covered with a sheet. A lit 
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candle is also placed close to the head. In addition,                if death occurs on the Sabbath 
(Friday evening sunset to Saturday evening sunset), the body is not to be moved 
until after Saturday evening sunset plus 30 min [ 28 ]. Furthermore, if no fellow Jews 
are available, it is often asked that the hospital staff  carry   out these requests. Lastly, 
the Jewish association Chevra Kadisha should be notifi ed immediately, because it 
functions as the Jewish burial society and will take charge of all arrangements after 
the time of death. 

 The issue of autopsy must also  be   discussed since Jewish law forbids autopsies 
unless ordered by law, when three separate doctors cannot ascertain the cause of 
death, or if it will help save the lives of others or prevent their suffering [ 32 ,  33 ]. The 
latter also serves as justifi cation for dissection of the deceased in organ transplants. 
The reasoning for autopsy denial lies in the belief that dissection of the body after 
death shows great dishonor of the human body. Understanding  the   key issues of the 
Jewish tradition can benefi t the physician,    medical student, and health care team.  

    Hinduism 

 The laws of karma  and      reincarnation are the path to fi nding spiritual enlightenment, 
to go back to being one with the Divine. The patient’s lifestyle and his family, his 
culture, are the means to one’s health and well-being. Questions of belief should 
center on how one puts ones beliefs into daily life: how one deals with family, chil-
dren, education, business, and how one prepares one’s physical, mental, spiritual 
self for this life and beyond. 

 When seeking medical information, one must ask about complementary and tra-
ditional methods from the East as well as Western medicine. Many Hindus also use 
astrological charts when discussing their health and well-being. A Hindu is a com-
bination of east and west in culture, family, beliefs, and lifestyle practices in all 
areas. The spiritual assessment should address all these areas when gathering the 
history. Please note that traditional culture would mean that the oldest male in the 
family will answer all questions, not necessarily the patient.  

    Rastafari 

 The  Rastafari is a   predominantly male-oriented religion whose members worship 
the Emperor Haile Selassie. The name derives from Ras Tafari, the Emperor’s name 
before he was crowned in 1930 [ 34 ]. 

 The  Rastafari    movement               is a religion with deep political convictions which 
began in the slums of Jamaica in the 1920s and 1930s. There is no formal organized 
leadership in Rastafarianism, creating wide variety of spiritual and moral variation 
within the religion. Some Rastafarians see Rasta more as a way of life and others 
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see it more as a religion. There are about 1 million adherents worldwide. Rastafari 
believe in the Judeo-Christian God whom they call Jah. In general Rastafari beliefs 
are based in Judaism and Christianity, with an emphasis on Old Testament Laws and 
Prophecies in the Book of Revelation [ 35 ]. 

 The Rastafarian religion is unique in having few set beliefs to follow or doctrines 
to live by. Its African origins teach unity and love among all. There is no unifi ed 
Rasta church but it does, however, hold certain philosophies sacred and a number of 
principles true. Rastas are united in believing that Haile Selassie was divine. They 
believe he was the living God returned [ 36 ]. 

 Rastas disapprove strongly of contraception because to them birth control means 
sterilization. Ganja is used to feel at peace with the world and helps their spiritual 
perception. Ganja is also used as medicine, primarily as an expectorant and an aph-
rodisiac. Rastas stress, to them, ganja is not a drug of addiction. Rastas avoid clinic 
and orthodox medicine and prefer herbal and related natural ingredients over pills 
or medicine out of bottles [ 34 ]. 

 Rastas tend to be in approval of X-rays, particularly in ruling out the possibilities 
of tuberculosis, broken bones, etc., but in general avoid use of the hospital. Children 
are delivered at home.                Utilization of bush teas and herbs are typically used to treat 
ailments before consultation with clinics and physicians. In addition to herbs includ-
ing ganja and teas, prayer and divine inspiration from healers and drum therapy are 
common practices [ 37 ]. 

 Rastas believe the dangers of vaccines outweigh the benefi ts and are typically 
opposed to any policy that demands immunization as a condition for their children’s 
education [ 38 ]. Rastafarians do not object to immunization in principle. Instead, 
they believe more  emphasis   should be placed on natural means of disease preven-
tion.  They   argue that there is good evidence to support the claim that breast feeding 
provides protection against a range of diseases such as meningitis, whooping cough, 
tetanus and polio [ 39 ].   

    Recommendations 

•     A chaplain or chaplain resident should be responsible for providing pastoral and 
spiritual care coverage in the ED;  

•   The department for spiritual/pastoral care should provide education and resources 
to physicians and residents on religious beliefs from various religious groups and 
their impact on health care decision-making;  

•   Physicians should be familiar with research and literature on the connection 
between religious faith and practice (i.e., prayer) and health and healing;  

•   ED physicians and staff should have a basic understanding of spiritual risk 
assessment in terms of simple, nonintrusive ways to determine if a patient is 
experiencing spiritual injury and is at spiritual risk in order to make an appropri-
ate referral to a chaplain.     
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    Conclusion 

 Medicine is based on eliciting information, understanding that information, and 
then knowing how to apply it to the treatment of one’s patient. Use of the presented 
information is no different. Eliciting spiritual history, understanding the implica-
tions of the patient’s religion, and then being able to apply that to a tailored treat-
ment plan designed to heal and comfort the patient spiritually and medically is 
important. Provision of culturally competent  spiritual               care depends upon the 
 collaborative efforts of physicians, chaplains, social workers, nurses, and others. 
The practice of medicine is more than mere scientifi c diagnostics and problem-
solving; rather, medicine is about science  and  emotion, religion, and spirituality.     
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    Chapter 9   
 Lesbian, Gay, or Bisexual (LGB): Caring 
with Quality and Compassion       

       Joel     Moll      and     Paul     Krieger      

            Introduction 

    Demographics 

 There is a wide  r     ange of societal opinions on the prevalence of lesbians, gay men, 
and bisexuals (LGB) in the USA. This refl ects in  part   societal bias, lack of research, 
and barriers to disclosing or collecting data on an individual’s sexuality. Many 
health care data banks and government health care organizations have not tradition-
ally collected data on sexual orientation. The often cited Kinsey data from the 
1940s suggested that 10 % of the men and 5–6 % of women are exclusively or 
predominately gay and lesbian [ 1 ,  2 ]. More recent estimates are that 1.6–3.5 % of 
adults in the USA identify as lesbian or gay, 0.7 % bisexual, and 8.2 % have had 
same-sex  sexual   behavior; and 11 % have some  sexual   attraction to the same sex [ 3 , 
 4 ]. Since sexual orientation does not always refl ect sexual acts, fi nding patients 
who would benefi t from counseling and screening based on disparities for MSM 
and WSW can be challenging. A signifi cant number of LGB patients do not disclose 
their sexual orientation to their physician [ 5 ]. A mix of societal, patient, and pro-
vider factors may account for this nondisclosure. The majority of LGB people are 
in relationships [ 6 ].  
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    Terminology 

 In creating a welcome and inclusive environment for LGB patients, health care 
providers should be familiar with culturally competent terminology to better com-
municate and avoid unintentional offense. Important among this is the use of terms 
free from bias or prejudice. Terms like “   homosexual” or “sexual preference” may be 
common in the vernacular, but have stigma when used in the LGB community. The 
word “homosexual” is associated with past societal bias, and thus MSM should be 
referred to as gay, and WSW referred to as lesbian or gay. Many LGB people will 
go through a process of coming to terms with being LGB termed “coming out.” 
Although gay men or lesbians may identify as bisexual at some point in their com-
ing out process, it should be noted that bisexuality is a distinct sexual orientation. 
Similarly, since there is no legitimate evidence that sexual orientation is a choice, 
“sexual preference” should not be used. Patients should be asked about their signifi -
cant other in gender neutral terms, and asking open-ended questions will signal 
being receptive to patients not in traditional heterosexual relationships. When in 
doubt, ask the patient for their preferred term, or allow them to defi ne their 
relationships.  

    History 

 Same-sex relationships are referenced in early ancient recorded history. Societal 
acceptance and tolerance have varied, but in the USA, being lesbian, gay, or bisex-
ual has been traditionally less accepted. Laws forbidding homosexual behavior 
were commonplace for centuries, which adversely infl uenced attitudes of health 
care providers, and isolated gay and lesbians from society and medical care. 
Homosexual behavior was risky, discreet, and repressed. 

 The arrival of the 1960s, along with more progressive thoughts on sex, began to 
see opinions on homosexuality change. In 1961, Illinois became the fi rst state to 
decriminalize homosexuality, although it would take years for others to  follow     . On 
June 28, 1969, the Stonewall Inn, a gay bar in the Greenwich Village neighborhood 
of New York City was raided by police. Angered by police harassment, patrons 
fought back. The Stonewall riots are commonly  c     onsidered the spark for the modern 
gay rights movement. 

 The following decades had important progress for LGB rights. In 1973, the 
Board of Directors of the American Psychiatric Association removed homosexual-
ity from the  Diagnostic and Statistical Manual of Mental Disorders  (DSM) as a 
psychiatric illness. After progress in the 1970s, the early 1980s revealed a new and 
sinister threat. The fi rst case of  Acquired Immune Defi ciency Syndrome (AIDS)   
was described in 1981. AIDS had a devastating effect on the LGB community, with 
a generation of activists and community leaders affected. Health care providers and 
the general public were frightened of the new  and   mysterious disease, initially 
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termed GRID (gay-related immunodefi ciency syndrome), leading to ostracism of 
LGB patients and discrimination in care. Subsequently through the identifi cation of 
the virus, education, and research, safer sex and infection control precautions were 
identifi ed. In the 1980s and early 90s, rights and inclusiveness in health care of LGB 
individuals, especially gay men, could not be separated from the AIDS epidemic. 
With advancements in HIV care over the last 20 years, political activism and health 
care concerns could focus on other issues beside simple survival. 

 In the 1990s and 2000s, the USA also began to know more LGB people if not in 
their lives, on their television. In 2003, in the landmark Lawrence vs. Texas ruling, 
the Supreme Court struck down sodomy laws used to criminalize homosexuality. In 
2004, Massachusetts became the fi rst state to legalize same-sex marriage, and in 
2013, the Supreme Court declared the 1996 Defense of Marriage Act, which for-
bade federal recognition of same-sex relationships, unconstitutional. The federal 
government repealed the ban on gays serving openly in the military, enacted protec-
tions for hospital visitation, and recognized gay marriages for income tax fi lings. In 
June 2015, the United States Supreme Court ruled in favor of marriage equality, 
making same-sex marriage now legal in all of the United States. Polls show the 
majority of Americans (55 %) support same-sex marriage, overwhelmingly so by 
younger Americans [ 7 ].  

    Health Care Disparities 

 The health and health care of LGB individuals are multifactorial. LGB people have 
the same health care needs as others, but also have specifi c  health   risks intrinsic to 
their sexual orientation and behavior. Obstacles to quality health care include legal 
barriers, stigma, discrimination, and lack of provider education. Patient’s prior neg-
ative interactions with the health care system often lead to avoidance of medical 
care and delays in diagnosis. Since sexual orientation demographic is not routinely 
identifi ed in surveys or health care settings, additional disparities may exist or not 
be understood. LGB people can be an invisible minority. 

 The “   Minority stress model,” described by Meyer, explains that like other minor-
ity groups, LGB individuals experience chronic high levels of stress  from   stigmati-
zation.    Higher levels of anxiety, depression, and substance abuse result from 
increased stress caused by discrimination and violence (enacted stigma), fear of 
discrimination, and rejection that lead to a hypervigilance (perceived stigma) and 
the adoption of societies’ negative attitudes on oneself (internalized homophobia). 
Psychological illness and substance abuse disparities result from the increased 
stresses from nonconformity rather than homosexuality itself [ 8 – 10 ]. A recent study 
suggests that sexual minorities who live in areas with high prejudice had a 12-year 
shorter life expectancy compared to those in tolerant areas. Suicide, homicide/vio-
lence, and cardiovascular disease were signifi cantly higher in sexual minorities in 
these areas [ 11 ]. 
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 Lesbian, gay, and bisexual patients may have reason to fear substandard care. In 
a Lambda Legal study 56 % of LGB respondents reported harsh or abusive language 
from a health professional, and 8 % reported being denied care outright [ 12 ]. A 
needs assessment by New York State found 27 % of LGB respondents feared poor 
treatment by providers, and 40 % reported lack of provider education as a barrier to 
care [ 13 ]. In order to provide LGB people with appropriate high quality health care, 
the health care system must be inclusive so LGB patients are comfortable confi ding 
in providers, and barriers to care can be addressed.  

    Legal Barriers 

 Lack of  acces  s to quality health care is not only tied to stigma and  discri     mination, 
but also the result of discriminatory laws. There are over 1000 rights and benefi ts 
in the USA attached to marriage by the federal government. Although the federal 
government has recognized same-sex marriage since 2013, it has only been recog-
nized in every state as of June 2015 [ 14 ]. Prior to the recent supreme court ruling, 
signifi cant differences existed in rights and access to healthcare in states with and 
without marriage equality. Marriage allows access to employer sponsored insur-
ance for both same-sex spouse and children. When companies provided domestic 
partners benefi ts, and it was not prohibited by law, same-sex couples were subject 
to additional taxes on employer health plans in non-marriage equality states. 
Marriage also provides access to the benefi ts of the Family Medical Leave Act, 
social security survivor benefi ts, and certain tax and probate protections. Perhaps 
the most important legal right conferred by marriage is medical decision making 
for a spouse. In states without marriage equality, the state default surrogate laws 
may not have allowed for domestic partners to make decisions. Without marriage 
equality, it was vital LGB patients have advance directives to assure medical deci-
sion rights for their signifi cant others. Lastly, marriage itself likely provides certain 
health benefi ts. In Massachusetts and California, same-sex married couples have 
decreased psychological distress and less utilization of medical and mental health 
care [ 14 ,  15 ]. 

 In 2010, after numerous cases of partners were denied access to their loved ones 
at their most vulnerable moments, Medicare and Medicaid participating hospitals 
were prohibited from denying visitation based on sexual orientation or gender iden-
tity. However, nonparticipating hospitals are only subject to state visitation laws 
[ 16 ]. As a result of marriage equality nationwide, hospitals should no longer be able 
to deny married same sex couples visitation rights. However, patients in unmar-
ried same-sex relationships, and providers who care for them, should consult with 
an attorney to understand evolving federal and state laws before they are needed. 
Adoption laws may impede the nonbiological parent of a same-sex couple from 
being able to make medical decisions for children raised with their partner. Only 24 
states allow second parent adoption, eight states have active obstacles, and two 
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states prohibit gay people from adopting. The remaining states determine adoption 
cases on an individual and inconsistent basis [ 14 ]. 

 Access to insurance is further impeded by the lack of a national employment 
nondiscrimination law. Over 60 % of Americans receive medical insurance through 
their employer [ 17 ,  18 ]. Lack of job protection based on sexual orientation leads to 
nondisclosure, further limiting insurance coverage for partners and their depen-
dents. It also contributes to lower income and more LGB living below the poverty 
line compared to heterosexuals. LGB  empl     oyees who have not disclosed their sex-
ual orientation to others (sometimes referred to as “closeted”), as well as those with 
actual or perceived discrimination, have increased rates of anxiety and depression 
and  wor  se health [ 19 ].  

    Medical Disparities 

 Documented health disparities for LGB patients adversely  affect   physical and men-
tal health (Table  9.1 ). Isolated research on bisexual individuals is limited, due to 
rare collection of sexual orientation as a demographic data point. Mental health 
disparities exist amongst LGB people, but the vast majority of LGB people are psy-
chologically healthy. Increased substance abuse is not intrinsic to being LGB and 
more likely secondary to coping with minority stress, discrimination, victimization, 
and lack of support from friends and family. Same-sex couples are at risk  for   domes-
tic violence like heterosexuals, and should be questioned on the matter, not over-
looked or minimized [ 8 ,  16 ,  20 ].

   Table 9.1    LGB health disparities   

 Gay men (MSM)  Lesbians (WSW) 

 Higher rates of eating disorder  Increased rate of obesity 
 Higher STD rates, HIV, gonorrhea, chlamydia, 
herpes a  

 Increased risk of postpartum depression 

 Increased anxiety, depression, suicide  Increased anxiety, depression, suicide 
 Increased risk of HPV, 17× more risk of anal 
cancer 

 More likely to use illicit drugs 

 Increased smoking rates  Increased smoking 
 Alcohol abuse and binge drinking  Alcohol abuse and binge drinking 
 Increased risk of asthma  Increased risk of asthma 
 Syphilis (75 % new cases in MDM)  Possible higher rates of breast and cervical 

cancer 
 Increased risk of hepatitis A, B 
 Increased risk of oral–fecal bacteria infection 
including Giardia 

   STD  sexually transmitted disease,  HIV  human immunodefi ciency virus 

  a Medical providers should screen for STD in the genital, oral, and anal regions  

9 Lesbian, Gay, or Bisexual (LGB): Caring with Quality and Compassion



106

   MSM comprise half of all people living with and having died  from   HIV. Two- 
thirds of new cases each year are MSM, with 20 % in young men ages 13–24. 
Twenty percent of MSM who are HIV positive are unaware of their HIV status. 
Patients who are aware that they are HIV positive are more likely to take precau-
tions to reduce transmission to their partners. Sexually active MSM should be tested 
for HIV every 3–6 months. Additionally treatment is paramount since an undetect-
able viral load markedly decreases the risk of transmission to seronegative partners. 
Only 49.5 % of HIV positive MSM are on antiretroviral treatment ( ART)     , and only 
42 % have achieved viral suppression at levels that decrease transmission. Offering 
pre- and post-exposure prophylaxis can provide further risk reduction. Providers 
should be trained and  prepa     red to prescribe these treatments for at risk individuals 
[ 8 ,  21 ]. Because of increased risk, hepatitis A, hepatitis B, and HPV vaccinations 
should be offered to all MSM [ 21 ].  

    Special Populations 

    Youth 

 LGB youth  ar     e particularly vulnerable. Among adolescents 7–8.7 % report having 
at least one same-sex partner or romantic interest, although fewer identify as being 
LGB (1–3 %). Only 16 % of LGB youth share their sexual orientation with their 
physician [ 8 ,  22 – 25 ]. On average gay males identify their same-sex attraction at age 
9 and lesbians at age 10,  with   self-awareness of their sexual orientation at age 16.7 
and 16, respectively [ 8 ,  26 ]. They are developing in an evolving political time, as 
well as an era of expanding access to information via the Internet and social media. 
Like adults, they are subject to  the   minority stress described above, but may not 
have formed adequate family or peer support. LGB youth are more likely to be vic-
timized, likely contributing to health care disparities [ 8 ,  25 ]. 

 The vast majority of LGB youth are healthy and well adjusted, but disparities 
exist similar to their adult counterparts. LGB youth have twice  the   risk of suicide, 
more experimentation with drugs and alcohol, increased risk of abuse (physical, 
sexual, and verbal), higher rates of STDs including HIV, and are more vulnerable to 
eating disorders [ 8 ,  25 ]. It is estimated that 20–40 % of all homeless youth are LGB 
or transgender, and 25 % of gay males are kicked out of their homes. Homeless 
youth are more likely to engage in risky sexual behavior, substance abuse, and have 
higher rates of mental disorders. They are 7 times more likely to be the victim of a 
crime [ 8 ,  24 ]. LGB youth may fi nd it diffi cult to fi nd adults in which they can con-
fi de. Although 70% receive positive messages from friends about their sexual orien-
tation, more (90 %) report negative messages. Twenty-fi ve percent of LGB students 
miss school due to feeling unsafe and bullying [ 25 ,  26 ]. Only 17 states have laws 
prohibiting bullying based on sexual orientation, and fewer have laws protecting 
students from discrimination [ 14 ]. This combination puts LGB youth at risk for 
poor academic achievement and negatively impacts health [ 27 ]. 
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 Sexual minority youth have gender-specifi c eating disorder and body image dis-
parities. Lesbian and bisexual girls are more content  than   heterosexuals with their 
bodies, and are less likely to try to look like women in media. Conversely, gay and 
bisexual boys are more likely to want to look like images in media. Those who 
described themselves as gay, bisexual, or “mostly heterosexual” had increased rates 
of binging and purging behavior. There may be an association with lesbian and 
bisexuals of both sexes with an increased risk of obesity [ 8 ,  23 ]. 

 Gay and bisexual  a     dolescents are at an increased risk for all STDs. According to 
the CDC, 1 in 5 new HIV cases are gay and bisexual men between  the   ages of 13 
and 24, and almost 60 % are unaware. African-American boys of this age are dis-
proportionately affected. They represent 10 % of all new annual cases of HIV and 
increased 22 % between 2008 and 2010. Signifi cant barriers to prevention in adoles-
cence include low perception of risk, decreased testing, less condom use (40 %), 
older sexual partners that may be more likely to have HIV, homelessness, and sub-
stance abuse. Physicians must educate LGB youth on HIV safer sex practices, and 
pre- and post-exposure prophylaxis [ 21 ]. 

 Little data also exist for lesbian youth, but female-to- female   transmission of 
HIV, HPV, syphilis, HSV, gonorrhea, chlamydia, and bacterial vaginosis has been 
documented. Many lesbian youth will engage in penile–vaginal intercourse, and 
compared to heterosexuals, lesbians report having sex with men at a younger age, 
are less likely to use hormonal contraception, and have higher rates of teenage preg-
nancy. As a result, physicians need to counsel on safer sex practices, consider con-
traception, perform STD and pregnancy screening, and not underestimate the risk 
[ 8 ,  22 ,  27 ].  

    Advanced Age 

 There are an estimated 1.5 million LGB Americans over the age of 65 [ 28 ]. Although 
LGB individuals and couples are increasingly parents through adoption, surrogacy, 
or other means, many do not have children who may assist them in advanced age 
compared to heterosexuals. An estimated 37 % of LGB-identifi ed adults have had a 
child at some time in their lives, compared to 74 % of all Americans [ 29 ]. Elder 
LGB individuals are twice as likely to live alone and be single, and may be estranged 
from what biological family they have [ 28 ]. LGB individuals often rely more on 
friends and community, but may fi nd themselves separated from social support 
necessitated by declining independence and health. In a survey of LGBT extended- 
care facility residents, only 22 % felt comfortable being open about their sexuality 
and 43 % reported mistreatment based on their sexuality [ 30 ]. 

 Signifi cant health disparities disproportionately affect elder LGB patients includ-
ing both physical and mental illness.    Physical disparities relate to care and rates of 
hypertension, hyperlipidemia, diabetes, heart disease, and HIV [ 28 ]. Mental health 
concerns are staggering. Over half of LGB people over age 65 are depressed, 39 % 
have contemplated suicide, and 53 % feel isolated [ 28 ]. They, like other LGB 
Americans, are less likely to have medical insurance, and more likely to live in 
poverty [ 28 ]. 
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 Because of lack of protective laws, couples may be separated into different 
extended care facilities, and denied fi nancial protections and benefi ts afforded an 
opposite sex spouse. The probate process may not respect their relationship outside 
of marriage, or not recognize an out-of-state marriage, and cause fi nancial ruin for 
the surviving partner unable to inherit joint assets. In addition, at the time  of   illness 
or death, estranged family is always a threat to come forward to contest the wishes 
of the ill or deceased individual. Probate judges hostile to the LGB community 
have, without protection of marriage, overruled wills and other legal documents.  

    LGB People of Color 

 Although LGB individuals face many barriers in the equitable obtainment of health 
care and in society, those of color have  additional   hurdles. Being LGB and an under-
represented minority due to race, creed, ethnicity, or religion can potentially cause 
direct confl ict with strongly held opposing values in their community. Some will 
choose to live the lifestyle imposed by cultural beliefs, repressing their sexual ori-
entation, or having same-sex relationships in a parallel or hidden life. This is often 
referred to as being “on the down low” [ 31 ]. Minority LGB individuals are less 
likely to be open with their provider about their sexual behavior [ 5 ]. Providers 
should be aware of how different cultural expectations that form their identity can 
confl ict and have negative effects on their overall mental and physical health. This 
can  magnify      preexisting disparities in the LGB community. African-Americans 
bear a heavy burden for HIV compared to other racial groups, but even more so for 
LGB African-Americans. African-Americans account for 44 % of new HIV infec-
tions among MSM but only represent 12 % of the US population, and Hispanics are 
21 % of new cases while only 16 % of the population [ 21 ]. Same-sex couples of 
color are 2.2 times more likely to partner with individuals of  another   race/ethnicity 
compared to heterosexuals. Racial/ethnic minority same-sex couples are more 
likely to have children compared to white heterosexuals. About 1 out of every 3 
individuals of same-sex couples raising children are people of color [ 32 ].  

    Conclusion 

 Lesbian, gay, and bisexual people are ubiquitous in society and deserve high qual-
ity, equitable, patient-centered care. They have had a complex and discriminatory 
history in the USA resulting in a less visible, closeted population subject to legal 
barriers, stigmatization, and lack of research and education on health care needs. We 
are witnessing a rapid transformation with new and overdue societal acceptance, 
and improving legal and living conditions for LGB Americans. 

 Despite improving conditions, many health care disparities still exist and collective 
work is needed to close those gaps. LBG people have increased risk of physical and 
mental health disorders, substance abuse, STDs, eating disorders, certain cancers, less 
access to insurance and quality health care, and lower overall health status. LGB 
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youth, seniors, and those of color have unique and specifi c needs. Health care provid-
ers need to understand the barriers that exist and how they impact patients. Broad 
sweeping legal reform would remove many legal barriers that contribute to poor 
access to care. Some societal and education barriers are likely to remain, which deserve 
attention if we are to give LGB people the quality, compassionate care  t     hey deserve.    

    Recommendations 

    Communication 

•     Providers should communicate with LGB patients in an open and inclusive man-
ner. Direct conversations, using culturally competent and patient-centered termi-
nology, are essential.  

•   Patients should be directly asked details on sexual practices that can affect health, 
even if such questions are uncomfortable for the providers. Gay men and lesbi-
ans should receive education on sexual health and health care disparities relating 
to their sexuality and identity.  

•   All patients should be specifi cally asked who they wish to be involved as deci-
sion makers, and who should have access to their health care information.  

•   Providers should refer to signifi cant others in gender-neutral terms.     

    Education 

•     Health professionals should receive LGB health education in medical school, 
residency, and CME. Currently medical schools and residency training do a lim-
ited and inadequate job instructing on LGB health [ 8 ,  33 ].  

•   Because of limited knowledge and research on health care disparities and barri-
ers, a greater effort for inquiry and knowledge distribution should be undertaken. 
This is in line with calls from UN, Institute of Medicine, Department of Health 
and Human Services, American Medical Association (AMA), and the Joint 
Commission on the Accreditation of Healthcare Organizations [ 8 ,  16 ,  20 ].     

    Hospital Policies 

•     Hospital administrators and medical leadership should review the Joint 
Commissions publication “Advancing Effective Communication, Cultural 
Competence, and Patient and Family Centered Care for the Lesbian, Gay, 
Bisexual, and Transgender (LGBT) Community.” This is a comprehensive guide 
for hospitals on how to provide equitable, patient-centered care to LGBT patients 
and offers recommendations for LGBT-inclusive policies [ 33 ].  
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•   All hospital policies, including visitation and nondiscrimination, should be 
reviewed to assure they are inclusive of LBG people, and should be in visible 
sight to create a more inclusive environment.  

•   Common areas should be inclusive of LGBT patients and families by displaying 
LGBT friendly symbols (rainbow fl ag, pink triangle, safe zone) and having 
resources on LGBT topics available.     

    Law and Health Care 

•     Health care providers and patients should be aware of the laws that impact health 
and access to care; legal advice should be obtained when needed.  

•   Providers should advise same-sex couples to have advanced directives in order to 
assure that surrogate decision making preferences are respected.     

    Research 

•     Sexual orientation should be collected as part of demographic data, allowing for 
identifi cation of patients in research databases.  

•   When feasible, research studies should include LGB patients and outcomes in 
their studies just as they would with any other demographic.         
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    Chapter 10   
 Culturally Competent Care 
of the Transgender Patient       

       Brandy     Panunti      

            Introduction 

    Terminology and Concepts 

 The frequent tendency to add  tr  ansgender individuals’ identities into the  larger 
     LGBT group contributes to misunderstanding and confusion. It is critical that clini-
cians become familiar with both the medical and vernacular terminology used (and 
often debated) within LGBT, and specifi cally transgender, populations. While the 
LGBT community has loosely been referred to as  a    sexual minority , many empha-
size the distinction between  sexual  and  gender  minority.     Sexual minority  is defi ned 
by sexual orientation and is generally used to describe lesbian, gay, and bisexual 
individuals. Those who defi ne themselves as part of a   gender minority    identify dis-
cordance between their anatomic gender (birth gender or sex) and their gender iden-
tity. The term minority in itself proves controversial, with some objecting to its use 
and others arguing that the term is necessary to protect the right to unique medical 
care and legal protections. 

   Sexual orientation    is a physical and/or emotional attraction to a specifi c gender 
or genders.  Gender identity  is a person’s sense of his or her own gender.  Transgender  
includes people that have been assigned either male or female at birth yet self- 
identify as opposite of, neither, or somewhere along, the male–female spectrum. 
Transgender can also be referred to as   gender nonconforming   , for example, a trans-
gender man who was assigned a female gender at birth and now identifi es as male 
or a transgender woman who was assigned a male gender at birth and now identifi es 
as female [ 1 ]. Identifying as transgender is a self-identifi cation and does not require 
a certain dress, hormone therapy, or surgery. 
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 Being transgender does not predict sexual orientation—a person who is trans-
gender can be heterosexual, gay, lesbian, or bisexual [ 2 ]. For example, a person 
assigned as male at birth, later identifi es as female and is sexually attracted to 
women is a homosexual transgender woman. A person assigned female at birth who 
later identifi es as male and is attracted to both men and women is a bisexual trans-
gender man. 

   Cross-dressing    ,  which was previously called   transvestism   , is not the same as 
being transgender. Individuals who cross-dress, including   drag queens    and  drag 
kings,  are comfortable with their gender but choose to express themselves through 
behaviors that are generally associated with the opposite gender ( gender expres-
sion ) for entertainment or personal/ sexu  al satisfaction. 

 Gender identity development is multifaceted and likely refl ects a complex inter-
play of genetic, hormonal, environmental, and cultural factors.   Gender variant 
behavior   , such as a girl being considered a “tomboy,” can either be attributed to 
typical childhood development or may be symptomatic of being transgender. 
Gender-variant behavior in childhood does not inevitability continue into adult-
hood. Longitudinal studies have demonstrated that most gender-variant prepubertal 
youth will no longer meet the mental health criteria for transgender at the onset of 
puberty [ 3 ]. 

 In the presence of signifi cant  psychological distress  , a combination of medication- 
based puberty suppression (GnRH agonists) and mental health counseling is advised 
for children in early puberty, as distress often worsens at the development of sec-
ondary  sexual characteristics   [ 1 ]. Puberty blockade treatment is fully reversible and 
can provide more time with a therapist. Once the physical changes of puberty occur 
(beard, deep voice, breasts), they are not easily reversed. The Endocrine Society 
guidelines suggest that cross-sex hormones (testosterone and estrogen) can be initi-
ated around the age of 16 (the legal age for medical decision-making in some coun-
tries), whereas surgical procedures (with the exception of mastectomy) should be 
deferred until at least 18 [ 4 ]. 

 Being transgender is not considered a  disorder of sexual differentiation (DSD)     . 
 Disorders of sexual differentiation  are a group of disorders that, in rare cases, can 
lead to a delayed ability to assign a gender to a newborn due to ambiguous genitalia. 
These cases (which are beyond the scope of this chapter) are complicated and often 
require gender assignment decisions directed by a team of specialists aided by chro-
mosomal analysis, imaging, and hormonal studies. 

 Being  transgen  der is not a  mental illness  . It can, however, cause distress, known 
as   gender dysphoria    [ 5 ]. Prior to May 2013, the American Psychiatric Association 
classifi ed transgender individuals as having gender identity disorder—a psychiatric 
diagnosis. This was changed to  gender dysphoria  in the   Diagnostic and Statistical 
Manual of Mental Disorders  (DSM-V)     . Prior to this change, the focus was on  iden-
tity , or the incongruity between birth gender and identifi ed gender. Now the focus is 
on  dysphoria , or psychological distress caused by a birth gender that is incongruent 
with gender identity (see Table  10.1 ). This revision eliminates the stigma of gender 
nonconformity being classifi ed as a mental disorder, recognizing that the psycho-
logical distress and symptoms of depression and anxiety are socially caused, and 
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not a result of being gender variant or gender nonconforming. The change is part of 
current advocacy work, which may ultimately result in the removal of gender dys-
phoria as a psychiatric diagnosis from DSM, as was done with homosexuality in 
1973. Alternately, some members of the transgender community reason that gender 
dysphoria should remain a medical diagnosis in order to secure insurance coverage 
of expensive, and often lifelong, therapy costs.

       Demographics 

 A lack of national surveys has resulted in limited data regarding the percentage of 
the population identifying as transgender. Early studies underestimated the numbers 
by only including subgroups, such as HIV-positive or surgical patients. According 
to  DSM-V,  the prevalence of  gender dysphoria   is 1:7000 to 1:20,000 for adult natal 
males (transgender women) and 1:33,000 to 1:50,000 for adult natal females (trans-
gender men) [ 5 ]. A 2011 study by  Gates   found 0.3 % of US adults, or close to one 
million people, identify as transgender [ 6 ]. The Institute of Medicine (IOM), in its 
March 2011 report,  The Health of Lesbian, Gay, Bisexual, and Transgender People: 
Building a Foundation for Better Understanding,  emphasized the need for collec-
tion of gender identity and sexual orientation data on federally supported surveys 
[ 7 ]. The Affordable Care Act requires The  Department of Health and Human 
Services (HHS)     , through its programs and surveys, to collect a range of demo-
graphic data related to understanding health disparities [ 8 ]. As part of implementing 
this provision, HHS has instituted an “LGBT Data Progression Plan” to add sexual 
 orient  ation and gender identity questions to federal population health surveys.   

    Health Care Disparities and Barriers 

 Transgender individuals experience negative healthcare outcomes for a variety of 
reasons. According to the Transgender Discrimination survey, 19 % were refused 
care due to their transgender status, 28 % postponed necessary medical care due to 
discrimination or inability to pay, 33 % delayed or did not seek preventative care, 
and 50 % reported having to teach their providers about transgender care [ 2 ]. 

 Overcoming healthcare disparity begins with education. The need  for   LGBT 
undergraduate and graduate medical education has been recognized and acted upon 

   Table 10.1    Sexual orientation,  gender identity  , gender dysphoria   

 Sexual orientation  Physical and/or emotional attraction to a specifi c gender or genders 
 Gender identity  Person’s sense of his or her own gender 
 Gender dysphoria  Psychological  distress  caused by a birth gender that is incongruent with 

gender identity 
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by many institutions across the country. When exposed to LGBT education, stu-
dents perform more comprehensive histories, hold more positive attitudes toward 
LGBT patients, and possess greater knowledge of LGBT healthcare concerns than 
students with little or no clinical exposure [ 9 ]. 

 Maintaining a nonjudgmental attitude is a critical fi rst step in obtaining a thor-
ough and accurate history with transgender individuals. Strategies for improving 
open communication include asking patients if they have a preferred name other 
than the one listed in their medical record and using the pronoun that matches  their 
  gender identity rather than their sex (if there is uncertainty—ask). A sexual history 
is essential to comprehensive health assessment; however, providers often fail to 
initiate such discussions due to personal discomfort or perceived lack of skill. 
Although this may be the case, studies validate that patients prefer their providers to 
ask about their sexual health [ 10 ]. Providers can provide a respectful and empathetic 
environment by reassuring their patients that these are routine and confi dential parts 
of the clinical encounter. Open-ended questions can include:

•    Whether the patient is sexually active.  
•   Whether the patient has sex with men, women, or both.  
•   Whether the patient is using protection against sexually transmitted diseases.  
•   [If the patient has a vagina] whether the patient engages in vaginal and/or anal sex.    

 Certain health  c  oncerns impact the transgender population at a higher rate and 
should be specifi cally addressed. Some of these include  t  obacco use,    substance 
abuse, HIV, self-harm, violence, and victimization [ 2 ]. According to a National 
Transgender Discrimination Survey, 57 % of transsexual individuals reported expe-
riencing family rejection, 53 % were verbally harassed or disrespected in a place of 
public accommodation, 40 % were harassed when presenting ID, 26 % lost a job, 
and 19 % were refused medical care [ 2 ]. The lifetime  suicide attempt   rate in the 
transgender community is 41 %, compared to 1.6 % in the general population and 
anxiety and depression rates are reported as higher than that of the general commu-
nity [ 2 ,  11 ,  12 ]. Proposed contributors to anxiety and depression include lack of 
social support, stigma, discrimination, and  minority stress.   Minority stress is a con-
cept proposed  by   Meyer:

  [B]ased on the premise that gay people in a heterosexist society are subjected to chronic 
stress related to their stigmatization. Minority stressors were conceptualized as: internal-
ized homophobia, which relates to gay men’s direction of societal negative attitudes toward 
the self; stigma, which relates to expectations of rejection and discrimination; and actual 
experiences of discrimination and violence. The  mental health effects   of the three minority 
stressors were tested in a community sample of 741 New York City gay men. The results 
supported minority stress hypotheses: each of the stressors had a signifi cant independent 
association with a variety of mental health measures. Odds ratios suggested that men who 
had high levels of minority stress were twice to three times as likely to suffer also from  high   
levels of distress [ 13 ]. 

   The  model   has since been tested in the transgender community. Respondents had 
a high prevalence of clinical depression (44.1 %), anxiety (33.2 %), and somatiza-
tion (27.5 %). Social stigma was positively associated with psychological distress, 
supporting the relationship between “minority stress” and mental health and con-
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fi rming psychological illness resulting from a non-accepting culture rather than the 
gender conformity itself [ 14 ]. 

    Therapy 

 For a variety of reasons, many transgender individuals  forego   hormonal and surgical 
therapies, which are neither medically required nor expected [ 2 ,  4 ]. If therapy is 
opted for, specifi c medical health care concerns are twofold: those effects resulting 
from transgender-specifi c therapy (hormones and surgery) and those relating to the 
anatomy present. The anatomy present, or   birth anatomy   , can lead to a sensitive 
medical discussion. 

 Medical therapy options for transgender men include hormonal and surgical 
interventions. Hormonal interventions include endogenous hormonal suppression 
(blocking female sex hormone production) and exogenous testosterone use. Surgical 
options are more complex and include mastectomy, hysterectomy, oophorectomy, 
and genital reconstruction (phalloplasty). Medical history should include menstrual 
history, desired and undesired effects of hormonal therapy. Sexual history should 
include vaginal sex and contraception, with the physical exam that may include a 
breast or pelvic exam. A penile exam may be included if the individual has had 
 sexual reassignment surgeries (SRS)     . 

 Medical therapy options for transgender women include hormonal and surgical 
interventions. Hormonal interventions may include endogenous hormonal suppression 
(blocking male sex hormone production), exogenous estrogen and occasional proges-
terone use, and antiandrogen use to  block androgen receptors   (spironolactone to pre-
vent terminal hair growth and fi nasteride to prevent scalp hair loss). Surgical options 
are more complex and include breast augmentation, orchiectomy, vaginoplasty, and 
other feminizing surgeries. Medical history may include prostate as well as urinary 
symptoms, and desired and undesired effects of hormonal and antiandrogen therapy. 
Sexual history should include libido and the ability to get and maintain erections. 
Exam can include a breast or a prostate exam and may include the female anatomy as 
urological and  vaginal   complications can occur after sexual reassignment surgeries. 

 Because medication use and surgical information may not be volunteered, 
prompted questions may be necessary. Specifi c questions should include prescrip-
tion use (including whether purchased online or from a nonmedical source) and 
non-prescription hormones, which may not be listed on the intake form. Unique to 
the transgender female population is the use of  injectable silicone   into breasts, hips, 
and buttocks in an attempt to shape or change body contours [ 15 ]. This practice can 
involve needle sharing, the use of industrial-grade silicone or contaminated 
biological- grade silicone, and failure to use proper or aseptic injection techniques. 
All such practices can have adverse health consequences, including tissue necrosis, 
infection, infl ammatory granulomas and may not be disclosed during the clinical 
encounter without specifi c questioning by the provider [ 16 ].  
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     Legal Issues   

 Despite some laws protecting individual healthcare rights, transgender individu-
als face many complex legal issues. The Affordable Care Act of 2010 prohibits 
sex discrimination in federally funded health care facilities, and in 2012 the fed-
eral Department of Health and Human Services clarifi ed that this includes dis-
crimination based on transgender status. The Act also forbids insurance providers 
from refusing coverage based on a preexisting conditions, including being trans-
gender [ 17 ]. 

 Other issues include the acquisition of identity documents, marriage rights, bath-
room rights, and healthcare access. Name changes are generally straightforward, but 
many agencies require surgery to change a birth certifi cate and driver’s license. In 
2010, the US State Department stopped requiring surgery for issuing passports to 
transgender people and began asking instead for proof of “appropriate clinical treat-
ment for gender transition to the new gender” [ 18 ]. Marriage and spousal rights also 
pose legal challenges. There are the nuances of transgender people bathroom rights—
many establishments do not provide unisex or family restrooms. Lambda Legal states:

  The medical community (and increasingly, employers, schools and courts) now recognize 
that it is  e  ssential to the health and well-being of transgender people for them to be able to 
live in accordance with their internal gender identity in all aspects of life—and that rest-
room usage is a  necess  ary part of that experience [ 19 ]. 

        Conclusion 

 Transgender individuals, like all individuals, deserve access to high quality health-
care. Taking complete transgender medical and surgical histories, performing 
appropriate transgender guided physical exams, and providing the best medical 
therapies with appropriate monitoring is necessary for this group as it is for all 
groups. It is the responsibility of the  he  althcare community to become educated in 
all of these important areas of transgender health.  

    Recommendations 

    Education 

•     Providers should have a thorough understanding of the differences among groups 
within the LGBT community and familiarize themselves with both the medical 
and vernacular terminology used within the transgender population.  

•   Patients should determine the name and gender pronoun by which they and their 
signifi cant others are referred.  
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•   Healthcare workers should serve as their patients’ advocates, dispelling misin-
formation among colleagues and students and correcting and/or reporting offen-
sive language and behavior.  

•   Clinicians should stay abreast of developments in their fi elds that will help 
address transgender-specifi c concerns.     

    Clinical Decision-Making 

•     Providers should perform a comprehensive health assessment by obtaining a full 
sexual history using open-ended questions.  

•   Providers should provide a respectful and empathetic environment by reassuring 
patients that these assessments are a routine and confi dential part of the clinical 
encounter.  

•   Clinicians should be aware of and address concerns that impact transgender 
patients at higher rates, including tobacco use, substance abuse, HIV, self-harm 
violence, and victimization.  

•   Providers should be aware of and attempt to mitigate barriers to care, including 
minimal social support, fi nancial struggles, and lack of education.     

    Facility Environment 

•     Health professionals should document and internally report on a range of demo-
graphic data from their transgender patients in order to obtain a clear picture of 
their patient population and specifi c resources needed.  

•   Clinic and hospital areas should provide unisex restrooms in all patient areas.         
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    Chapter 11   
 Looking Past Labels: Effective Care 
of the Psychiatric Patient       

       Leslie     S.     Zun       and     John     S.     Rozel    

            Introduction 

 A is a 42-year-old male,  w  ell known to the ED with a history of paranoid schizo-
phrenia, who presented via  Emergency Medical Services (EMS)      for altered  mental 
status  . He was found lying on a sidewalk. A cursory physical exam was unremark-
able. Mild bradycardia was noted but vitals were otherwise unremarkable. He was 
minimally responsive on interview and was felt to be catatonic and was transferred 
to the  psychiatric emergency service (PES)      in an adjoining part of the hospital. 
After transfer to the psychiatric inpatient service, a small amount of  fresh blood   was 
noted trickling down his neck prompting closer physical examination. A fresh, 
small puncture wound just above the hairline behind the ear was noted and he was 
promptly transferred back to the ED for management of a gunshot wound. 

 B is a 46-year-old female transferred from the ED to the PES. The transfer 
occurred at shift change with the triage nurse reporting that the patient was anxious, 
tachycardic, and had just walked over from the outpatient anxiety clinic. The nurse 
explained she had not done the triage and “all I know is we’re busy and she’s from 
the anxiety clinic so she’s yours.” On arrival, B was immediately recognized by the 
psychiatric inpatient service staff as a psychiatric nurse who worked at the anxiety 
clinic. She was returned to the ED for further management of her  myocardial 
infarction  . 

 C is a 26-year-old male with severe intellectual disability and communication is 
limited to a pidgin sign language. He is brought in by a community crisis team after 
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a neighbor called and complained that he was wandering around the neighborhood. 
A full physical examination is done and he is noted to be emaciated, disheveled, and 
has patterned bruises, scars, and cigarette burn marks on his body of varying ages. 
He tells the physician and social worker that he is afraid to go back home because 
his uncle hurts him. The social worker calls the local adult protective services offi ce 
who state they can start an investigation “in a few days” as long as a police report 
has been started. The police are called and the responding offi cer dismisses the 
concerns “I know C, he’s not right in the head. He probably did it himself; don’t you 
know that’s what those crazies do?” 

 These examples highlight a variety of  pitfalls   in the care of people with mental 
health issues in ED settings. They are, in many ways, the tip of the iceberg. Patients 
awaiting psychiatric admission being boarded for hours, days, even months in emer-
gency departments can be highly disruptive to operations at a major cost [ 1 – 3 ]. 
Demands by psychiatric services or hospitals for excessive, unnecessary diagnostic 
tests for “medical clearance” can escalate costs [ 4 ,  5 ]. Most concerning, the pres-
ence of a psychiatric diagnosis becomes, in and of itself, a risk factor for worse 
medical outcomes [ 6 ]. 

 People with  mental health   issues including those with psychiatric and substance 
use disorders, dementias, and intellectual and developmental disorders commonly 
face special challenges because of their mental health conditions. These challenges 
arise from systematic issues and from  stigma   [ 7 ]. These factors impact emergency, 
inpatient and outpatient medical settings [ 8 – 10 ]. The impact of these barriers 
includes poor outcomes with elevated morbidity and mortality due to preventable 
causes, elevated costs of care due to overuse and underuse  errors  , and disruption of 
ED operations due to inadequate internal and external resources. Several examples 
of these barriers are discussed and evidence based interventions are identifi ed.  

    Discussion 

 The reduction in inpatient psychiatric beds and lack of community mental health 
resources has had a signifi cant effect on the ED. Studies have demonstrated that the 
emergency department has become the treatment facility for person with  mental 
illness  .  Larkin  ’s 2005 study of ED usage reported 53 million mental health related 
visits to US ED’s annually. This number represented an increase from 4.9 to 6.3 % 
of all ED visits from 1992 to 2001.  Th     e most frequent diagnoses were substance-use 
disorders 22 %, mood disorders 17 % and anxiety related 16 %. More recent state-
wide analysis found that there was an increase of 5.1 % from 2008 to 2010, for a rise 
of mental health related chief complaints to 9.3 % of all ED visits. These patients 
are admitted at a rate of 31.1 %, which is 2.3 times greater than other types of 
admissions [ 11 ]. There is a similar pattern of high use in the pediatric population. 
One study found that 1.6 % of all ED patients in this age group presented  with   men-
tal illness. The most frequent complaints were substance use disorder (24.2 %) and 
anxiety disorder (16.6 %) [ 12 ]. 
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     Sti  gma and Diagnostic Overshadowing 

 Stigma is a pattern of unfair and inaccurate beliefs about a class of persons. One of 
the cardinal dangers of stigma is diagnostic overshadowing: the misattribution of 
symptoms of physical illness to mental illness [ 13 ]. This may happen because a 
person is known to have a mental illness or because they are perceived to have a 
mental illness. Stigma in health care settings is driven by providers, including, vex-
ingly, mental health professionals themselves [ 14 ]. Stigma from health profession-
als varies with the type of mental illness; overdose, alcohol and drug dependency 
and anorexia rate high on the list of stigmatized conditions [ 15 ]. One study found 
that psychiatrists had more negative attitudes and stereotypes than the general popu-
lation for patients with schizophrenia and major depression [ 16 ]. Although there is 
a lack of studies that directly examine the attitudes of emergency providers to 
chronically mentally ill, it is reasonable to extrapolate from the psychiatric litera-
ture. Indirect studies of ED staff do identify stigma as a cause of diagnostic over-
shadowing within the emergency setting [ 13 ]. This stigma, in turn, adversely affects 
the providers and health system and even the patients themselves, in a phenomenon 
called  self stigma  . People with mental illness face perceptions of the need for 
secrecy, lower self-esteem, and shame and external fears of social exclusion, preju-
dice and discrimination [ 15 ]. 

 Recent studies looking at stigma and diagnostic overshadowing in EDs have 
identifi ed it as a signifi cant issue. Freidman reviewed the  neg     ative and derogatory 
 attitude   of ED staff towards patients with mental illness. The author found unfavor-
able attitudes towards patients with substance use and overdose as well as a dislike 
for anorexic and borderline personality patients. Another study in the emergency 
setting found that the ED staff had unhelpful attitudes about patients with self-harm. 
Almost 80 % of the staff viewed these patients as attention seeking [ 17 ]. Emergency 
medicine professionals identify lack of knowledge and expertise in dealing with 
mental health issues as well as their personal attitudes as a factor. Patients also iden-
tifi ed poor rapport and interaction with mental health services as an issue [ 18 ]. 

 Diagnostic overshadowing in emergency departments is also identifi ed as a major 
concern of patients and their families, along with wait times and attitudes of staff 
[ 19 ]. The attitude of staff can lead to worse outcomes. Suicidal behavior can elicit 
mostly negative feelings among staff members. In some  studi  es, this attitude was a 
key determinate to whether the patient commits suicide. If these attitudes are not 
acknowledged and properly managed, they may  lead   to premature discharge [ 20 ].  

     Systematic Disparity   

 Disparity of care for the mental health patients is also a systems issue. It is thought 
that psychiatric patients are not treated “on par” with other patients seen in the  ED  
[ 21 ]. This difference is refl ected in how the patients are triaged, assessed, treated, 
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and referred. Triage systems frequently do not properly assess the severity of 
patients with  mental illness  . Patients in psychiatric crisis are not given the same 
resources as are those who present with acute myocardial infarcts or  cerebrovascu-
lar   accidents. Psychiatric patients are rarely given medications that treat their under-
lying illness, especially when they board in the ED. In some locales, psychiatric 
patients are sent out of the ED without proper mental  healt     h referrals [ 22 ].  

    Inadequate Resources outside of the  Medical Emergency 
Department   

 The present problem of overfl ow of psychiatric patients into the ED results from the 
“ perfect storm  ” of the lack of inpatient beds, reduced outpatients services, limited 
number of mental health professionals and lesser number of crisis services. The lack 
of public funding and large number of underfunded and unfunded patients has 
intensifi ed the problem. Diminished resources have led to a boarding problem in 
many EDs across the USA. More than 70 % of ED administrators report boarding 
of psychiatric patients for more than 24 h, with 10 % reporting that patients waited 
more than 1 week for an inpatient bed [ 23 ]. This has also produced situations in 
which patients are sent home without ever getting an appropriate mental health 
evaluation. A study from California found that 23 % of the ED patients were sent 
home without seeing a mental health professional due to a lack of resources [ 24 ]. 
The Joint Commission set a standard to address the problem of boarding with a 
focus on behavioral health patients, LD.04.03.11. The hospital manages the fl ow of 
patients with a particular focus on patients at risk for boarding due to behavioral 
health. The problem of boarding psychiatric patients in the ED led the Washington 
State Supreme Court to rule that this practice is illegal. However, they did not pro-
vide any resolution to this problem.   

    Medical Clearance 

 The medical clearance process is designed to determine if the patient has a medical 
problem that is causing or exacerbating the patient’s presentation. An appropriate 
history, physical exam, mental status testing, and clinically indicated testing can 
differentiate medical from  psychiatric illness  . Unfortunately, the testing performed 
by emergency physicians may not meet the requirements of the psychiatrists. 
Studies have demonstrated that emergency physicians test based on clinical indica-
tions and psychiatrists tend to  test   based on routines. This creates a confl ict between 
the physicians that may increase health care costs. The medical clearance process 
has been made more diffi cult by high rates of concurrent medical illness and sub-
stance use disorders amongst people with mental illness which also need appropri-
ate assessment by  emergency      physicians.  
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    Conclusions 

 Mental health patients commonly use emergency services. Their use of emergency 
services is impacted by limited clinical resources, overcrowding and boarding, 
stigma and disparity in care. There are a number of evidence based interventions 
that can reduce this  i     mpact and improve the quality of care of people with psychiat-
ric illnesses.  

    Recommendations 

    Specialized Treatment Providers 

 When possible, specialized psychiatric emergency services should be utilized and, 
if possible, be located within or near the ED. When this is not possible, even a des-
ignated psychiatric clinician, nurse or other mental health professional integrated 
into the medical emergency department may be helpful [ 8 ]. One urban ED facing a 
surge in mental health volume with a psychiatric emergency service took the added 
step of embedding additional staff from a local crisis center in the ED with signifi -
cant success [ 25 ].  

    Improved Physical Plant Design 

 While added space is always valuable, physical crowding in and of itself is a signifi -
cant risk factor for escalation and violence that should be avoided when possible 
[ 16 ]. Separate areas for people with active mental health concerns that allow privacy 
and which maintain a calmer, less stimulating environment may be helpful [ 26 ]. 
Care should be taken to assure those areas have adequate staffi ng for observation of 
patients and should be reserved for those patients where the sole or primary concern 
is mental health without signifi cant medical comorbidity.  

    Evidence Based Interventions for Agitation 

 Physical intervention for agitation, also known as “takedowns,” constitutes one of 
the most dangerous events for patients and health care providers [ 27 ]. Project BETA, 
“Best Practices for the Evaluation and Treatment of Agitation,” constitutes a set of 
guidelines for care of agitated people in emergency settings. These consensus 
guidelines, developed by the American Association of Emergency Psychiatry, cover 
assessment, verbal de-escalation, and medical management of agitation [ 28 ].  
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    Evidence Based Assessment 

 Suicide attempts and completions following medical ED visits are frequent and may 
follow presentations for non-psychiatric concerns [ 29 ,  30 ]. Especially noteworthy is 
the fi nding that a large number of people evaluated for non-psychiatric issues will 
reveal signifi cant suicidality, ideation in 8–11 % and intent in up to 2 %, if they are 
screened [ 31 ,  32 ]. There are a variety of evidence-based suicide screening tools use-
ful for adults and adolescents in ED settings [ 31 ]. The Suicide Assessment Five- 
Step Evaluation and Triage (SAFE-T) model has been developed by Substance 
Abuse and Mental Health Services Administration as a simple tool for screening for 
suicide risk [ 33 – 35 ].  

    Knowledge and Skill Development 

 Lack of knowledge and skills are identifi ed by emergency medicine professionals as 
a source of frustration and cause of stigma and diagnostic overshadowing [ 13 ]. 
Educational interventions about mental health have been shown to be effective at 
decreasing stigma in multiple health care settings including emergency departments 
[ 36 – 38 ]. Training can encompass broad understanding of mental health issues, sys-
tems issues, stigma itself, and the use of person-fi rst language in verbal and written 
communication [ 39 ]. This knowledge and training gap is even more signifi cant as it 
relates to pediatric mental health [ 12 ].  

    Service User Involvement 

 The use of patient navigators, people who have undergone medical treatment for 
similar conditions, is increasingly common in medical settings; the analogy in men-
tal health is the use of peer supports. Peer supports are people who are in recovery 
from a mental health or substance use disorder and use their experiences to help 
others. They are increasingly common in a variety of mental health settings includ-
ing crisis centers and EDs [ 40 ]. Peers and patient advisors can also provide valuable 
insight in program development and physical plant design [ 40 ,  41 ]. Involving peers 
and family members in treatment delivery and program design can provide invalu-
able momentum in achieving person and family centered care [ 42 ]. Consumers, 
peers and family members are eager to collaborate with hospitals and emergency 
departments in the design and delivery of care [ 14 ,  43 ].  
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    Public Policy Advocacy 

 Ultimately, many of the factors that impact the care of people with mental health 
issues in emergency settings are not under the control of the emergency department, 
the hospital, or the patients and their families. Public policy advocacy including col-
laboration with community stakeholders and efforts to infl uence state and federal 
policy, regulation, and legislation may be the only way to address many of these 
issues [ 44 ].      
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    Chapter 12   
 Disability and Access       

       Anne     Beth     Smith     

            Introduction 

 The term “disability” refers to  diffi   culties encountered in any area of human func-
tion: impairments of specifi c body functions, challenges in executing particular 
movements that result in limitations to activity, and restrictions of participation in 
routine daily activities [ 1 ]. This chapter will focus specifi cally on the provision of 
 quality care   to the physically disabled. Physical disabilities are a broad group, and 
it is diffi cult to write recommendations that are appropriate for all  types   of disabil-
ity. Furthermore, patients’ experiences of having a disability and the severity of that 
disability vary widely [ 1 ]. 

 Physical disability may be caused by  medical illness   (infectious diseases, or 
chronic non- communicable disease) or  trauma  . Worldwide, it is estimated that 
approximately 15 % of the population lives with some form of disability [ 1 ]. This 
number varies across countries and economic regions, and reporting a single dis-
ability prevalence rate worldwide is very diffi cult [ 2 ]. Different defi nitions, survey 
methodologies and grading systems affect the results reported from individual 
countries. Most questionnaires or grading systems use measures of individual 
impairments, e.g., sight, mobility, hearing. This simplifi es the concept of disability, 
which is a  complex interaction   of physical condition, social environment, and psy-
chological response to people and events [ 1 ]. Globally, those made vulnerable by 
disabilities are at higher risk for poor education, unemployment, abuse and dis-
crimination. Infectious diseases are a signifi cant cause for disability in low and 
middle income countries—HIV/AIDS, malaria and trachoma causing the most dis-
ability and physical impairment [ 3 ].  Rare diseases   like polio and leprosy still occur 
in some low-income countries and may cause signifi cant physical disability. 
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  Non- communicable chronic diseases  , including diabetes, cardiovascular disease 
and cancer, account for an increasing proportion of disability worldwide. An aging 
global population and changes in lifestyle related to diet, alcohol, and physical 
activity have contributed to this change [ 3 ]. Road traffi c accidents, occupational 
injury, interpersonal violence and humanitarian crises and wars constitute the 
remainder of causes of physical disability [ 3 ]. 

 Those with disabilities face challenges both with their healthcare needs and their 
 activities   of daily living. Poverty is a known  risk factor   for disability and those in 
developing countries face an added burden of environmental factors, where lack of 
sanitation or access to immunisations independently increases the risk [ 3 ]. 
Healthcare expenses are higher for those with disabilities, placing strain on already 
scarce resources [ 3 ]. Building and home infrastructure may be unsuitable for access 
for disabled people, even if they do have assistive mobility devices [ 4 ]. There is a 
lack of accurate, quantitative research on those with disabilities in low and middle 
income countries. Those in developed countries face other challenges—while they 
may have health services that support their needs, they are more likely to stop work-
ing or have lower incomes than their non-disabled colleagues [ 3 ]. Discrimination 
and negative attitudes towards the disabled are universal, both from medical person-
nel and the general public. 

 Mobility and access are challenges for both developing and developed countries. 
In low or middle income countries,  there   may not be resources to fund assistive 
devices like wheelchairs or walking frames. Only an estimated 5–15 % of disabled 
people in developing nations have access to assistive mobility devices. The infra-
structure of residential and commercial buildings in many developing nations is not 
conducive to access for disabled people, particularly those living in poverty or infor-
mal housing [ 4 ]. In developed countries where these devices are more likely to be 
available, if wheelchair ramps or wide door entrances are not in place, the disabled 
may be left without access. 

 Physical disability brings with it unique medical and psychosocial healthcare 
needs.  Quality care   involves effectiveness, safety, timeliness, equity, patient cen-
tredness, and effi ciency [ 5 ]. In the context of these principles, this chapter will 
defi ne quality care for patients with physical disability.  

    Discussion 

 The physically disabled may present to emergency  departments   for a number of 
reasons: their visit may involve an injury or medical condition that is the cause for 
their newly diagnosed disability; they may have a new medical problem related or 
unrelated to the disability; or they may have a problem which requires a primary 
care practitioner but do not have a “regular” doctor. In any event, the emergency 
department (ED) staff need the necessary skill set to assess and treat the physically 
disabled person with appropriate dignity and medical skill. 
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 Infrastructure and equipment should be suitable for those with impaired mobility 
or using assistive devices. Doors and bathrooms should be  wheelchair accessible  , 
and additional hand railings and large fl ush handles and taps should be available [ 6 ]. 
Staff should be available to assist the physically disabled to mobilize when they 
need to, and to assist with specifi c tasks if help is required. Those who are hard-of- 
hearing should be offered written alternatives of information or questions, and sig-
nage should be clear and in large print with good colour contrast, to enable the 
partially sighted to fi nd their way around. Brightly coloured or contrasting coloured 
fl oor tiles or coverings should be employed to clearly demarcate areas for the par-
tially sighted [ 6 ]. Floors should be non-slip and have no raised joins or seams [ 6 ]. If 
required, an escort or family member who may assist with translation and move-
ment around the department should accompany the patient. Those with indwelling 
catheters or stoma bags  sho  uld have access to the appropriate care for these items. 

 The internationally accepted symbol of accessibility (usually a line drawing of a 
person in a wheelchair within a square) should be clearly displayed at all entrances/
ramps/toilets specifi cally designed for wheelchair or other device  accessibility  . 
Corridors, bathrooms and rooms should be wide enough to allow wheelchairs to 
pass through and to turn around. Ramps at entrances should be clearly marked for 
wheelchair access and should have adequate hand railings for grip [ 6 ]. 

 In acute illness or  injury   that may cause disability, appropriate emergency man-
agement and early referral to the appropriate inpatient specialty are essential. In the 
case of  medical illness   causing disability (for example stroke or acute myocardial 
infarction), early and aggressive supportive and resuscitative management should 
be instituted to prevent morbidity and mortality [ 7 ,  8 ]. Simple “ABC” measures like 
appropriate fl uid administration, airway management and invasive/non invasive 
ventilator support will prevent further deterioration before admission. In the case of 
injuries, whether from large road traffi c accidents, or smaller interpersonal violence 
incidents, a structured approach of a primary survey, followed by a comprehensive 
secondary survey is required. Early wound closure, suffi cient fl uid management, 
aseptic technique and appropriate use of blood products, along with early operative 
interventions if required will prevent complications that may cause or worsen dis-
ability [ 9 ,  10 ]. Neurovascular examinations should be  meticulous   and documented 
clearly, particularly if any local anaesthetic or sedative agents are to be given. The 
patient and/or family should be counselled honestly regarding the illness or injury, 
and the potential outcomes and prognosis. The acute phase of the disease marks the 
beginning of a massive transition from “normal” to “disabled” for many people, and 
a compassionate and informative approach at this stage may help ease the transition. 
Early involvement of a  multidisciplinary   team, and the individualised rehabilitation 
plans should be employed [ 11 ]. 

 Patients with a known disability may present with a medical condition as a result 
of their disabled state. Poorly mobile patients or immobile patients are at increased 
risk for pneumonia,  thrombo-embolic disease and decubitus ulcers   [ 12 ]. Indwelling 
lines and catheters are an infection risk, and those patients who are living in care 
institutions are at risk for nosocomial infections [ 13 ]. Many patients (or their fami-
lies), particularly after years of living with a disability, will have a  good    understanding 
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of the functional baseline and should be able to give a good history of their medical 
illnesses. As with any patient, a thorough history and examination are essential, but 
particular attention should be paid to the long term care and psychosocial aspects of 
the disabled patient [ 14 ]. 

 The professional caregivers and family members of physically disabled patients, 
particularly those with a severe disability who are care dependent, should also be 
consulted as carer compassion fatigue is a very real concern and may negatively 
affect the patients’ care. Compassion fatigue may negatively affect the relationship 
between the carer and the patient, and cause feelings of depression, hopelessness 
and anger in the carer. Healthcare providers should be particularly vigilant with car-
ers or family members of the severely disabled (require full nursing care), and those 
who have an associated mental disability or  behavioural disturbance  . These patients 
and their carers should be referred to social services to ensure that suffi cient social 
support is in place for them. Respite care may be offered in the form of planned 
short term admissions into care facilities [ 15 ,  16 ]. 

 Long term care plans and primary health provision should be reassessed at every 
contact with healthcare, including in the ED. Those with disabilities express greater 
dissatisfaction with healthcare, particularly those without independent medical 
insurance. There is also reduced use of preventative healthcare provisions in those 
with a physical disability [ 17 ]. In low or middle income countries, or developing 
nations, creative plans will have to be made to better accommodate the physically 
disabled, especially if assistive devices such as mobility scooters or even wheel-
chairs are not available. Realistic treatment goals and the disease progression and 
prognosis should be addressed at every contact with healthcare providers.  Treatment   
goals and decision making should be patient centred. The benefi ts of diet, appropri-
ate weight loss and exercise programmes should be emphasised to the disabled 
patient, as all of these will improve mobility and overall outcome, as well as having 
the additional mortality benefi ts [ 18 ]. 

 A  multidisciplinary team   approach is required for the long term  quality care   of 
patients with physical disabilities. A primary care physician or general practitioner 
will act as the fi rst contact point in the healthcare system, as well as a referral point 
for further specialist care. A good relationship between the primary care physician 
and the disabled patient will increase overall health seeking behaviour and  pati  ent 
satisfaction.  

    Conclusion 

 Physically disabled people are prevalent in every society in every nation. The cause 
of the disability may vary according to disease patterns and standard of living; how-
ever, the challenges faced by those with a physical disability are similar challenges 
worldwide. Emergency departments are often the fi rst point of contact with the 
healthcare system, either as a fi rst presentation with the disease causing the disabil-
ity, or with a complication arising from it. Quality care in the ED involves both 
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treatment and counselling for acute illness or injury that may result in disability, as 
well as recognition of the concomitant complications. The infrastructure and equip-
ment in EDs should accommodate those with a physical disability. The psychoso-
cial aspects of disability should not be ignored, but rather ought to be a priority at 
every visit. Physically disabled people should, as far as possible, be encouraged to 
function in mainstream work, school and living settings. Assistive devices, working 
animals  a  nd technology are all options to improve function and assist with activities 
of daily living.  

    Recommendations 

 –     To ensure quality care in the emergency department, staff should be trained and 
able to not only manage the physical or medical complaints of disabled people, 
but to address psychosocial and support systems too.  

 –   Emergency departments should be designed to have barrier free access for the 
physical disabled, ensuring the infrastructure is both safe and accessible for 
those with physical disabilities.  

 –   Patients who present with acute injuries or illnesses that may lead to disability in 
the long term should have appropriate emergency care in the ED. Early referral 
and admission to the relevant inpatient team are required. Honest and clear com-
munication regarding the potential disability and prognosis should be given to 
the patient.  

 –   Medical staff should be aware of specifi c medical risks that present with long 
term physical disability, particularly for patients who live in a care facility or 
those with indwelling catheters and feeding tubes.  

 –   Long term care should be reassessed at every visit and multidisciplinary teams 
involved throughout the care process to ensure that the patient receives an indi-
vidualised approach to their rehabilitation and reintegration in to “normal” life.        
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    Chapter 13   
 Racial and Ethnic Disparities 
in the Emergency Department: A Public 
Health Perspective       

       Edward     Stettner     ,     Leon     L.     Haley     Jr.     , and     Sheryl     L.     Heron     

            Introduction 

          The state of health care delivery seems to be fi lled with challenges, ranging from 
concerns about rising health care costs, to medical errors and patient safety and the 
numbers of uninsured and underinsured Americans. While the recently introduced 
Affordable Care Act ( ACA)      seeks to address many of these concerns, its impact on 
reducing the number of uninsured is just now being seen, while its impact on quality 
and patient safety remains unknown. To further complicate matters, the issue of 
racial and ethnic disparities in health care not only continues to exist in our delivery 
models, but in many domains also has seemingly worsened. According to the 
Institute of Medicine ( IOM     ), despite years of attention to these disparities and 
improvements in overall health care, the racial gap in American’s health remains, 
and in some areas continues to widen [ 1 ]. 

 Both the general medical literature as well as literature specifi c to emergency 
medicine is replete with examples of racial and ethnic disparities showing differen-
tial utilization in areas of cardiology, disease prevention, pain management and 
“gatekeeping” activities; many of these will be discussed in detail throughout this 
chapter. African-Americans die from nearly every major disease or cause at rates 
higher than whites; the top three causes of death in the USA are the same for blacks 
and whites, but the rates of death for black people are strikingly higher: heart dis-
ease (20 %), cancer (16 %), and stroke (47 %) [ 2 ,  3 ]. 

 Further,  minorities and non-English speakers   have greater diffi culties access-
ing health care services. Minorities are disproportionately more likely than the 
general population to be uninsured, and are overrepresented among those in 
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 publically funded health systems; even when individuals have the same health 
insurance and similar access to providers as non-minorities, research shows that 
racial and ethnic minorities tend to receive a lower quality of health care than 
white patients [ 4 ]. 

 This chapter will discuss  these         disparities from a public health perspective; spe-
cifi cally why these racial and ethnic disparities threaten to impede the efforts to 
improve the nation’s health. We will: (1) provide background information, includ-
ing a review of the  Institute Of Medicine (IOM)   report on health care disparities and 
public health implications; (2) describe the racial and ethnic compositions of indi-
viduals in the ED setting from the perspective of both the patient and health care 
provider; (3) discuss the most prevalent disease presentations to the ED that are 
likely to have racial and ethnic disparities; and (4) give conclusions and general 
recommendations on how to address disparities in emergency health care. 

    The  Evidence  : The IOM Report 

 In 2002, in response to a mandate from Congress, the IOM published a landmark 
analysis of health disparities in the USA. Focusing on disparities rather than health 
outcomes, the IOM reviewed over 600 papers on health disparity, and even when 
controlling for confounders including insurance status, access to care and disease 
severity, found overwhelming evidence that minorities were less likely than whites 
to receive needed services, including clinically necessary procedures [ 5 ]. In general, 
this research showed the following:

•    African-Americans and Hispanics tend to receive a lower quality of care across 
a range of disease areas, including cancer, cardiovascular disease, HIV/AIDS, 
diabetes, mental health and other chronic and infectious diseases.  

•   African-Americans are more likely than whites to receive less desirable services 
such as amputation of all or part of a limb.  

•   Disparities are found across a range of clinical settings including public and 
private hospitals, teaching and non-teaching hospitals.  

•   Disparities are associated with higher mortality among minorities who do not 
receive the same services as whites (e.g., surgical treatment for small-cell lung 
cancer) [ 6 ].  

•   Specifi c coverage of emergency medicine (EM),          as reported by  Cone   et al., is 
minimal [ 7 ]. There is brief discussion of the Emergency Medical Treatment and 
Active Labor Act (EMTALA) in a chapter on patient and system-level factors 
that contribute to racial and ethnic disparities. Discussion on the study by  Lowe   
et al. has found that, after controlling for age, gender, time of day, type of man-
aged care organization and triage score, African-Americans were approximately 
1.5 times more likely than whites to be denied insurance authorization for their 
ED  visit   [ 8 ].     
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    Potential Sources of  Racial and Ethnic Disparities   

 The IOM report notes that many sources—including those related to characteristics 
of patients, health systems and the clinical encounter—may contribute to racial and 
ethnic disparities in care [ 5 ]. 

 Some researchers speculate that there may be subtle differences in the way that 
members in different racial and ethnic groups respond to treatment, particularly 
with regard to some pharmaceutical interventions. For example, when taking warfa-
rin for anticoagulation, blacks tend to require higher dosing than other ethnic 
groups, with Asians requiring the lowest dose [ 9 ]. Others have theorized that minor-
ity patients may receive a lower quality of care because of differences in health- 
seeking behaviors. As such, minority patients are more likely to refuse recommended 
services and delay seeking health care. These behaviors can develop as a result of a 
poor cultural match between patient and provider that in turn may lead to mistrust, 
misunderstanding of provider instructions, poor interactions with the health care 
system and inadequate access. A small group of studies have found that African- 
Americans are slightly more likely (approximately 3–6 %) to reject medical recom-
mendations, but these small refusal rates do not explain the differences [ 5 ]. More 
research is needed to understand the reasons behind these refusals and, if explained, 
the different strategies for helping patients to make informed decisions. 

 The IOM study considered other causation factors that may be associated with 
health care disparities. Limitations in the operation of the health care system as well 
as legal and regulatory challenges may contribute. These  include   [ 5 ]:

•    Cultural and/or linguistic barriers (e.g., the lack  of         interpretation services).  
•   Fragmentation of the health care system.  
•   Factors related to minorities being disproportionately enrolled in lower-cost 

health plans where the demands on service utilization are controlled.  
•   Where minorities receive care (less likely to seek access in a private physician’s 

offi ce even when insured at the same level as whites).    

 The other additional factor is related to the clinical encounter itself. According to 
the IOM, three mechanisms might be operative in health care disparities from the 
provider’s side of the exchange [ 5 ]:

•    Bias or prejudice against minorities.  
•   Greater clinical uncertainty when interacting with minority patients.  
•   Beliefs or stereotypes held by the provider about the behavior or health of 

minorities.    

 As we will discuss, there is ample evidence that ethnic differences result in dispa-
rate care, but studies examining the reasons for this difference are scant and still 
developing. As of yet, there is no direct evidence how and why prejudice, stereotypes 
and bias infl uence care. There is a large body of social psychology research that dem-
onstrates that stereotyping is an almost universal human cognitive function and, con-
scious or not, impacts the perception, interpretation and retrieval of  information   [ 10 ]. 
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 With these factors in mind, the role of the  Emergency         Medicine health care 
 professional is signifi cant as racial and ethnic communities seek health care in the 
ED. There is literature to suggest that an increase in the size of vulnerable popula-
tions served by EDs, such as ethnic minorities, the poor and the working poor, is an 
important contributor to increases in ED visits [ 11 ,  12 ]. As a result, emergency 
department patients are especially vulnerable to the impact of disparities in care. 
Evidence of disparate emergency medical care has been well documented in the 
literature, and we will discuss several of these areas below. 

 The IOM report clearly notes patient, provider and system level factors, beyond 
access-related issues, which may contribute to racial and ethnic health care dispari-
ties. This section of the report highlights ways in which health disparities can occur 
among various demographic groups in the USA, particularly as they relate to the 
aforementioned individual patient risk factors, such as lower socioeconomic status, 
environmental risks in minority communities and health-related cultural beliefs of 
the patient and the health care provider [ 13 ]. In the following section of this chapter, 
we will also examine the recommended strategy of workforce diversity, particularly 
as it relates to physician characteristics and related factors within the patient–physi-
cian dyad. The public health model of defi ning the problem, identifying the risk and 
protective factors, creating interventions and evaluating the effect of these interven-
tions will be examined in the context of what the literature notes on health care 
disparities stated  above  .  

    Individual Factors:  Lower Socioeconomic Factors   

 Health disparities have been linked to socioeconomic status ( SES  ). Lillie- Blanton   
and colleagues noted that minority patients were less likely than white patients to 
receive medical care from private physicians and less likely to have a primary care 
provider [ 11 ]. In the Emergency Medicine Patients Access to Healthcare Study 
( EMPATH  )   , investigators noted that minority patients were more likely to access 
the ED for their general health care than white patients, and reported fi nancial 
 reasons         for seeking care in EDs [ 12 ]. This behavior was also noted in a study of 
acute asthma among adults presenting to the ED, where ED management were 
similar for all racial groups but SES accounted for most of the observed acute 
asthma differences [ 14 ]. 

  SES   is also linked to insurance status. Racial and ethnic minorities are less likely 
than white Americans to have health insurance, which is the most signifi cant barrier 
to health care. African-Americans are less likely to have private or employment- 
based health insurance compared to white Americans and are more likely to have 
Medicaid or other publicly funded insurance. Native Americans, Alaska natives, 
Asian Americans, and Pacifi c Islanders also have a disproportionately high rate of 
uninsurance [ 15 ]. It is clear that lower SES and lack of insurance in ethnically 
diverse communities are a signifi cant barrier to health care access. As a result, 
many of these disadvantaged groups turn to the ED for health care. Despite these 
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fi ndings and the need for African-Americans to seek care in the ED,  Lowe   et al. 
noted that African-American patients enrolled in managed care organizations 
( MCOs  )    were more likely than whites to be denied authorization for emergency 
department (ED)  care   [ 8 ].  

     Health-Related Beliefs   of the Health Professional 
and the Patient 

 Health care professionals are held to the highest professional standards and ethics, 
which ideally should prevent disparities in how health care is rendered in the physi-
cian–patient encounter. Van Ryn’s work supports the idea that physicians’ percep-
tions of patients were infl uenced by patients’ sociodemographic characteristics; 
specifi cally, physicians in her study tended to perceive African-Americans and mem-
bers of low SES groups more negatively on a number of dimensions than they per-
ceived whites or members of the middle and highest third of SES. Among her 
fi ndings, SES correlated with physicians’ perceptions of patients’ personality, abili-
ties, behavioral tendencies, and role demands, while race was found to impact assess-
ment of patient intelligence, feelings of affi liation toward the patient, and beliefs 
about patient’s likelihood of complying with medical advice [ 16 ]. Clinical uncer-
tainty, provider beliefs  and         stereotypes, and patient mistrust of the health care system 
are cited in the literature as important factors contributing to disparate treatment. The 
theory of uncertainty implies that a physician’s vagueness in understanding and inter-
preting information from patients may contribute to disparities in care and can lead 
to minority patients getting either more or less care than white  patients   [ 5 ,  17 ].  

     Workforce Environment and Diversity      

 The physician–patient dyad has been based on the common belief of trusting one’s 
doctor, yet many workforce factors may play a role in differences in the delivery of 
medical care.  Burgess   et al. stated that stereotyping and bias is not simply a product 
of the individual provider but is caused by features of the health care setting that 
decrease cognitive capacity, features such as fatigue, overload, and time pressure. 
Moreover, these conditions have been shown to be more prevalent in settings that 
predominantly treat minority patients [ 18 ]. This is particularly noteworthy given the 
ED setting where fatigue, overload and time pressure are natural parts of the work. 

 Also impacting the physician–patient relationship is the demographics of both 
parties. A number of studies have demonstrated increased patient trust and more 
appropriate medical recommendations in race concordant rather than discordant 
encounters, where patients felt more satisfi ed with their health care when treated by 
a physician of the same race [ 19 ,  20 ]. In cases of language differences, this is even 
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more evident. Language barriers and lack of interpreter services impede health care 
delivery in the ED setting.  Bernstein   and colleagues noted that use of trained inter-
preters can increase clinic utilization, decrease 30-day total and ED return charges, 
and reduce disparities between English-speaking patients and non-English non- 
interpreted patients in a number of services at the index ED  visit   [ 21 ].  

             The Evidence: Literature Related to Care in the  ED   

 The IOM report was a landmark publication in that it was the fi rst large-scale 
government- sponsored examination of racial and ethnic disparity in health care. As 
mentioned earlier, however, coverage of emergency medicine in this report is scant. 
While this was due in part to the relative paucity of academic research in this area 
at the time of the report’s publication, more recent literature focusing on emergency 
care sheds light on this issue. While a complete review of the breadth of literature 
on health care disparities is beyond the scope of this chapter, we will address some 
of the most signifi cant research in areas relevant to emergency  medicine  . 

     General Medical Care   

 The impetus to examine disparity in the ED stems from the overwhelming evidence 
on inequality in health care in general, where studies examining the provision of 
general medical care have identifi ed dramatic differences. A 1994 comparison of 
care provided to nearly 10,000 Medicare benefi ciaries (including ordering of diag-
nostic studies such as serum chemistries and chest x-rays as well as the provision of 
therapies including diuretics and antibiotics) demonstrated signifi cant defi ciencies 
in the treatment of black patients [ 22 ]. An even larger study published in 1997 com-
pared the provision of major therapeutic and diagnostic procedures in 77 disease 
categories among 1.7 million hospital encounters. African-American patients were 
signifi cantly less likely than whites to receive a major therapeutic procedure in 
nearly half of these categories [ 22 ]. Other researchers have demonstrated similar 
disparities with Hispanic patients. These studies provide a glimpse into the wide-
spread and deeply ingrained problem of health care disparity.  

    Chest Pain and Acute Coronary  Syndrome   

 The past 15 years has seen a marked increase in the number of papers examining 
disparity in cardiac care. Recent studies of patient presenting to the ED with chest 
pain have demonstrated both signifi cantly lower utilization of diagnostic tests 
including EKGs and chest x-rays as well as cardiac enzymes and telemetry moni-
tors in addition to delays in obtaining these studies for non-white patients [ 23 – 25 ]. 
These differences in care persist in patients suspected of, or diagnosed with, acute 
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coronary syndromes ( ACS  ) and acute myocardial infarction (AMI). Studies have 
shown that non-white patients are signifi cantly less likely to undergo cardiac stress 
testing, receive reperfusion therapies including cardiac catheterizations, and be 
treated with newer evidence-based medications [ 26 – 28 ]. In patients who do receive 
thrombolytics or percutaneous coronary intervention, door-to-therapy times are sig-
nifi cantly longer for African-American, Hispanic,  and         Asian patients [ 28 ]. 

 There is some evidence to suggest that these treatment disparities can be partially 
attributed to care variation between participating hospitals, rather than within each 
of the individual sites. However, even with multivariate analysis to factor out this 
effect, the study still reported that minority groups received substandard care [ 28 ]. 
It is vital to recognize that this inter-hospital variability itself is an example of race- 
related disparity, as hospitals with poorer performance tended to treat a preponder-
ance of African-Americans, Hispanics, and Asians. This type of systematic race 
disparity occurs throughout society, and is emblematic of the inherent class differ-
ences in American society. 

 Interestingly, there is evidence that this racial inequality can be overcome. An 
examination of nearly 1500 AMI patients within the equal-access, government- 
subsidized Department of Defense health care system demonstrated no race-based 
variability in the rate of immediate revascularization procedures [ 29 ]. This single- 
payer system provides guaranteed care to active and retired military, as well as their 
family members. The fact that a closed system that ensures equal access to care is 
able to overcome disparities seen in almost every other health care system demon-
strates that these problems are not insurmountable. The design of this health care 
system where there is no disparity in access or management guidelines could help 
guide modifi cations to bridge the racial gap in cardiac  care  .  

     Trauma   

 There is a small but growing body of  lite        rature addressing disparities in ED care of 
the trauma patient. In the broader trauma literature, however, a number of examples 
are evident. From pre-hospital mortality rates to ED evaluation to post-injury recov-
ery, trauma care is fraught with examples of the health care race gap. 

 Motor vehicle collisions ( MVCs  )    are one of the leading causes of death, espe-
cially in individuals younger than 34 years of age. While in the past three decades 
there has been a steady decline in MVC-related fatalities, minorities and those of 
lower socioeconomic status bear a disproportionate burden of MVC deaths. A 2003 
study examining nearly 16,000 MVC related fatalities found increased risk of death 
for both Hispanic and black patients, though this affect was ameliorated for 
Hispanics when accounting for socioeconomic status [ 30 ]. In addition to identifying 
factors including educating level and alcohol use, this paper proposes much needed 
changes in public health outreach and education to bridge these  gaps  . 

 More recent studies continue to fi nd signifi cant disparities in trauma mortality in 
patients of all ages. A 2010 analysis of neatly 17,000 pediatric trauma patients 
found a markedly higher risk of mortality for both black and Hispanics, and identi-
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fi ed self-pay (i.e., uninsured) status as the greatest contributor to the mortality gap 
[ 31 ]. As with other areas of medical care, there is concern that some of this differ-
ence may be directly related to the quality of hospitals accessible to minority and 
socioeconomically disadvantaged patients. Of over 190,000 patients admitted to a 
trauma center in Pennsylvania between 2000 and 2009, patients admitted to hospi-
tals that treated a higher concentration of blacks (>20 %) had a 45 % higher odds of 
death and a nearly 75 % higher chance of death or major complication than those 
treated in hospitals with fewer minority admissions. Interestingly, blacks and whites 
admitted to the same hospitals experienced no difference in either death or major 
complications within individual institutions [ 32 ]. This fi nding is important because 
not only does it give further evidence of systematized disparity within a health sys-
tem, but shows that differences can be overcome through standardization of  care  .  

     Cerebrovascular Accident   

 The prevalence of  stroke         in the African-American and Hispanic populations is well 
documented. African-Americans and Hispanics have a higher stroke frequency, 
higher mortality rate, and larger incidence of risk factors including diabetes and 
hypertension [ 33 ]. Literature examining this disparity, however, is scant. Early stud-
ies found a signifi cantly lower rate of administration of tissue-type plasminogen 
activator (tPA) to non-white stroke patients, but more recent literature has identifi ed 
delays in time to hospital arrival as the single-most important factor in this 
difference. 

 For patients who were evaluated within the recommended time window for treat-
ment, this disparity essentially disappeared [ 34 ,  35 ]. This provides yet another of 
both the inherent bias in a system of unequal access and the promise of standardized 
care as a way to bridge the care  gap  .  

     Asthma   

 It is well-established that not only do African-Americans and Hispanics have a 
greater incidence of asthma, but they also have more severe symptoms, are more 
frequently hospitalized, and often receive substandard outpatient care [ 14 ,  36 ]. 
Recent investigations have sought to establish whether similar disparities exist 
within the ED. 

 A review of more than 1800 adult patients enrolled in the Multicenter Airway 
Research Collaboration ( MARC  )  study   examined whether racial or ethnic differ-
ences existed in the presentation and management of patients in the ED. The results 
were mixed. The investigators found that, while African-American and Hispanic 
patients presented with more severe respiratory symptoms and a history of more 
severe disease than did whites, the ED treatment they received was similar, and 
discharge rates were not statistically different. The disparity in asthma severity was 
largely eliminated through multivariate analysis for socioeconomic status [ 14 ]. 
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A second study by the same investigators found similar results for children with 
asthma presenting to the ED. A proportionally lower use of inhaled corticosteroids 
was found in minority populations, which likely contributed to their more severe 
symptoms [ 37 ]. 

 Despite what appears to be “less of a treatment gap for asthma, there remain 
signifi cant differences in prevalence, symptoms severity and outcome for patients 
from differing ethnic groups. In an analysis of asthma cases between 1996 and 
2007, the highest prevalence,  E        D visit rate, and death rates occurred in blacks when 
compared to other racial groups. Interestingly, despite a substantially lower diagno-
sis rate, Hispanics too required more ED visits and had a proportionally higher 
incidence of deaths than whites [ 38 ]. Socioeconomic status, barriers to care, and 
genetic as well as environmental factors were all identifi ed as contributing to these 
fi ndings, and the authors posited that culture-specifi c education and outreach can be 
effective in offsetting these  areas  .  

     Pain Control   

 There is a fairly substantial body of literature documenting disparate analgesic 
usage in the ED. In 1993, a retrospective cohort study compared analgesic use in 
Hispanic and non-Hispanic whites with isolated long-bone fractures. After control-
ling for multiple variables including injury severity, the investigators found that 
Hispanics were twice as likely as non-Hispanic whites to receive no analgesic in the 
ED [ 39 ]. A follow-up study utilizing a visual analog scale of perceived pain found 
no signifi cant difference in either patient or physician estimates of pain severity 
with a similar degree of disparity between patient and physician estimates for whites 
and Hispanics [ 40 ]. The authors concluded that physician capacity for assessing 
pain severity was similar for each ethnic group, and therefore could not account for 
their early fi nding of disparate analgesic use. And an additional study by the same 
primary investigator, and found that African-Americans with long bone fractures 
were much less likely to receive analgesia in the ED [ 41 ]. Again, none of the study’s 
covariates could account for this discrepancy. 

 Two other studies merit consideration, as they analyzed analgesic prescription 
for a variety of conditions, including long-bone fractures, acute non-traumatic back 
pain, and migraine headache. The fi rst presented volunteer physicians with a variety 
of scripted clinical vignettes using African-American, Hispanic, or white patients 
presenting with migraine headache, back pain, or ankle fracture. The authors report 
no race or ethnicity-related difference in frequency of opioid prescription, but did 
fi nd that “socially desirable”  characteristics         (i.e., a “high prestige occupation and a 
strong relationship with a primary care provider”) were associated with increased 
rates of narcotic use [ 42 ]. The authors admit, however, that as their study was con-
ducted on volunteer physicians in a non-medical setting, their results may not trans-
late into clinical practice. A study published that same year examined analgesic 
prescription rates among Hispanic, African-American, and white patients with 
migraine headache, back pain, and isolated long-bone fractures. While rates of 
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 analgesia were similar for all three groups with extremity fractures, whites were 
more likely than both African-Americans and Hispanics to receive pain control for 
headache and back pain [ 43 ]. Perhaps the similar results in pain control for long-
bone fractures indicate heightened awareness of the need for analgesia in the ED, 
but clearly, areas of racial disparity  remain  .   

    Other Studies and Future Directions 

 A few other studies have been published indicating disparity in other areas of ED 
care. An observational analysis of a full-year sample of pediatric appendicitis cases 
in California and New York demonstrated signifi cantly increased rupture rates in 
Hispanic, Asian, and African-American children, with some geographic variability 
[ 44 ]. A chart review of 1.2 million adolescent ED visits for sexually transmitted 
diseases demonstrated that, not only are males more likely to be treated than 
females, but that Hispanic patients were particularly at risk for undertreatment [ 45 ]. 

 These studies clearly demonstrate that racial and ethnic health care disparity 
exists within the ED. Many of these areas remain inadequately studied and there are 
other areas the literature has yet to address. Further examination of these and other 
disease presentations are needed to further explore areas of ethnic and racial inequal-
ity in ED care.   

    General  Recommendations            

 Our research demonstrates a need to increase awareness of racial and ethnic dispari-
ties in health care among the general public and key stakeholders, and to increase 
health care providers’ awareness of disparities. Despite EM’s philosophical, histori-
cal, and legislative mandate to care for all who present to the ED regardless of racial 
or ethnic background, we are not immune to these problems. 

    Legal, Regulatory, and  Policy   Recommendations 

 There are a number of important public policy steps that should be taken to elimi-
nate racial and ethnic disparities. Among these steps, we need to (1) avoid fragmen-
tation of health plans along socioeconomic lines, and take measures to strengthen 
the stability of patient–provider relationships in publicly funded health plans; (2) 
increase the proportion of underrepresented US racial and ethnic minorities among 
health professionals; (3) apply the same managed care protections to publicly 
funded HMO enrollees that apply to private HMO enrollees; and (4) provide greater 
resources to the US Department of Health and Human Services Offi ce of Civil 
Rights to enforce civil rights laws [ 5 ].  
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     Health System Interventions      

 From a health systems perspective, there are a number of important potential inter-
ventions. These include: (1) promoting the consistency and equity of care through 
the use of evidence-based guidelines; (2) structuring payment systems to ensure an 
adequate supply of services to minority patients, and limit provider incentives that 
may promote disparities; (3) enhancing patient–provider communication and trust 
by providing fi nancial incentives for practices that reduce barriers and encourage 
evidence-based practice; and (4) promoting the use of interpretation services where 
community need exists. The use of community health workers and multidisciplinary 
treatment and preventive care teams should also be supported [ 5 ].  

     Education   

  Educational         interventions are as important as health system and public policy inter-
ventions. We need to implement patient education programs to increase patients’ 
knowledge of how to best access care and participate in treatment decisions. 
Emergency medicine literature also supports integrating cross-cultural education 
into the training of all current and future health professionals as well as diversifying 
the medical and emergency medicine workforce [ 46 – 48 ]. 

 As Jordan  Cohen  , president of the Association of American Medical Colleges, 
stated in a 2003 article in   Academic Emergency Medicine   , “There must be a diverse 
medical student and faculty group in order for students to live and work and experi-
ence the diversity that is critical for developing the sensibilities that we call cultural 
competence. That is an important element in reducing disparities in healthcare over 
time” [ 49 ]. 

 Minorities are underrepresented in academic emergency medicine compared to 
other specialties, and their status lags behind that of white academic EM physicians. 
Therefore, academic departments of emergency medicine must identify strategies to 
facilitate the recruitment, retention, and promotion of minority faculty [ 50 ]. As 
stated in the literature, efforts to recruit minorities and to eliminate disparities in 
health care require strong  leadership   [ 49 ].   

    Conclusion 

 Disparities in medical care in the emergency medical arena require our continued 
attention and concerted efforts if we are to reduce disparate health care outcomes of 
the patients we serve. Emergency Medicine literature examining the issue is the fi rst 
step toward fi nding solutions. The next step would be in improved data collection, 
such as targeting methodological issues (i.e., study design that incorporates within- 
group comparisons of subgroups within the Hispanic or Asian population) and 
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controlling for confounders.          This methodology is a fundamental requirement for 
producing high-quality research on disparities [ 51 ].  Richards   and  Lowe   aptly note 
that Emergency Medicine has a different lens from other medical specialties, in that 
ED professionals care for all comers and are therefore more apt to respond uni-
formly. They also note that ED professionals must determine the extent of the prob-
lem within the specialty using rigorous databases and scientifi c research. To the 
extent that disparities exist, the causal factors need to be identifi ed and studied. This 
will lead to further action through the development of appropriate interventions and 
the tracking of outcome measures, and ultimately to progress toward eradicating 
racial disparities in health care [ 52 ].     
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    Chapter 14   
 Vulnerable Populations: The Homeless 
and Incarcerated       

       Ava     Pierce     

            Introduction 

 The number of  persons   included in vulnerable populations has been steadily increas-
ing. More than 1.5 million individuals experience homelessness in the USA every 
year [ 1 ]. A more than 12 % increase in  homelessness   has been reported by cities in 
the USA from 2007 to 2008 [ 2 ,  3 ]. There are more than 10 million people incarcer-
ated worldwide, with 2.3 million imprisoned within the USA, 1.6 million in China, 
and 0.9 million in Russia [ 4 ,  5 ]. A study by  Greenberg   revealed that recent home-
lessness was 7.5–11.3 times more common among  incarcerated persons   compared 
to the general population. Homelessness and incarceration appear to increase the 
risks of each other [ 6 ]. Homeless people often encounter multiple barriers to access-
ing health care, yet they experience high levels of  chronic and acute medical prob-
lems   [ 7 – 9 ]. There are also  heath disparities   between prisoners and the general 
population [ 4 ]. Prisoners often have limited access to health care after release from 
prison.  

    Discussion 

  Homeless people   often do not have the skills that are required to navigate the health 
care system [ 7 ,  10 ].  Homelessness   is associated with diffi culty in accessing primary 
care, high levels of chronic illness and morbidity, and unmet health needs [ 1 ,  11 –
 19 ]. A study by  Hibbs   found that the age-adjusted mortality was 3.5 times greater 
for homeless patients compared to those who were not homeless [ 2 ,  20 ]. 
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 The perception of  unwelcomeness   among homeless patients in health care set-
tings may in part refl ect negative attitudes towards homeless people in those set-
tings. A study by  Fine   to assess attitudes towards homeless people in the ED 
suggested that negative attitudes and beliefs about  homeless people   were more 
prevalent among teachers than learners. His results demonstrated that the  empathy 
and interest   among medical students might be directed towards providing holistic 
care and gaining increased insight into the context of homelessness. He concluded 
that department case-management might improve care for chronic issues and sup-
port physicians caring for homeless patients in the ED [ 21 ]. 

  Masson   documented that medical students’ observations of physicians’ actions 
and comments while caring for homeless patients infl uence students’ subsequent 
views [ 21 ,  22 ]. Role-modeling could have a detrimental effect on medical students 
if faculty or residents have negative beliefs toward homeless patients. The  attitudes 
and beliefs   that health care professionals have about disadvantaged patients in gen-
eral, and homeless people in particular, can have a signifi cant effect on therapeutic 
interactions. Past studies have documented homeless people’s sense of being unwel-
come in health care settings [ 21 ,  23 ,  24 ]. 

 Incarcerated  individuals   are a vulnerable minority group with limited access to 
medical care [ 25 ]. The number of incarcerated individuals has increased by more than 
one million over the last decade. The USA has the highest rate of incarcerated persons 
with 756 per 100,000 people compared to 145 per 100,000 worldwide [ 4 ,  5 ,  26 ]. 

  Prisoners   have a higher incidence of physical and psychiatric disorders compared 
to the general population. The health  disparity   between prisoners and the general 
population has been attributed to socioeconomic and behavioral factors including 
increased rates of intravenous drug use which leads to an increased risk of infectious 
diseases and increased alcohol abuse and smoking, which have increased the risk of 
cardiovascular disease and some cancers. Approximately one in seven prisoners has 
a mental illness. In a  systematic review and meta-analysis   of 62 surveys and 23,000 
prisoners, 4 % were found to have psychosis, 10–12 % major depression, and 40–70 
% personality disorders [ 4 ,  27 ]. A  review   of reception to incarceration studies by 
 Fazel   documented that approximately 10–24 % of women and 17–30 % of men were 
diagnosed with alcohol dependence or misuse [ 4 ,  28 ]. Misuse or dependence on 
illegal  drugs   at reception to incarceration was present in 30–60 % of women and 
10–48 % of men. Post-traumatic stress disorder has been documented to affect up to 
a fi fth of prisoners [ 4 ,  29 ]. When compared with the general population of similar 
ages, the highest risks are estimated to be for substance misuse and abuse, antisocial 
personality disorder, and psychosis [ 4 ,  27 ,  28 ].  Mental illness   has been shown to 
increase the risk of crime and repeat offending [ 4 ,  29 – 32 ]. 

  Epidemiological studies   have consistently reported HIV infection rates in incar-
cerated individuals that are higher than the general population [ 4 ,  33 ,  34 ]. Hepatitis 
B and Hepatitis C  infections   are also common in prisoners. The most important 
independent risk factor for transmission of HIV and viral hepatitis in prison is the 
use of  non-sterile injecting equipment   [ 4 ,  35 ]. Prisoners have a higher prevalence of 
tuberculosis than the general population [ 4 ,  36 ,  37 ]. Most  chronic illnesses   seem to 
be more common in prisoners than the general population. A survey of US prisoners 
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by  Wilper   noted higher age-adjusted rates of diabetes, hypertension, asthma, and 
arthritis [ 4 ,  38 ]. Suicide is the leading cause of death in prisons and accounts for 
approximately half of prison deaths [ 4 ]. Studies have shown that up to 20 % of pris-
oners’ health problems are either unrecognized or treated late [ 25 ]. 

  Physicians   can work in partnership with underserved patients to decrease  com-
munication barriers and foster   therapeutic self-empowerment by increasing their 
awareness of the use of patient-centered communication in clinical settings. 
 Prejudices   that physicians hold about homeless or incarcerated patients can be a 
barrier to communication. These prejudices can undermine constructive communi-
cation between physicians and underserved patients [ 39 ]. 

 Another barrier to communication with the underserved is the difference in med-
ical knowledge between providers and underserved  patients  . Physicians train to 
acquire technical vocabularies and specialized approaches to problem-solving based 
on cues, hypotheses, and differential diagnoses.  Underserved patients   frame their 
illnesses with words that are common and signifi cant to them. Many of the words 
physicians use become lost in conversation to these patients. A communicative 
asymmetry exists between the physician and the patient leaving both parties com-
municatively incompetent [ 39 ]. 

 Physicians and patients often communicate in different interactive frames. They 
frequently have different expectations of the clinical encounter. Physicians com-
municate about the disease while patients communicate about their perception of 
what is wrong and what that means to them. The way physicians conceptualize 
 clinical decision-making   is vastly different from the way patients view their own 
illness. Although underserved patients are fl uent in their own language and explana-
tory models, many physicians in clinical encounters perceive only a patient’s lack 
of formal knowledge about disease. Doctors therefore often confuse patients by not 
explaining the logic behind their statements.  Underserved patients   frequently leave 
these encounters feeling uninformed and frustrated that their concerns were not 
heard [ 39 ]. 

 Physicians alter their communication styles depending on the socioeconomic status 
of their patients. Ill underserved patients also alter their communication style in physi-
cian–patient encounters. Many become passive and don’t ask questions and therefore 
their physicians may not be aware of their true communicative intentions [ 39 ]. 

 Two central concepts that affect physician patient communication are  language 
and power  . Underserved patients often have minimal power or control in their phy-
sician–patient relationships. Power, control, and treatment plans are negotiated 
through language. Underserved patients often receive the least time and attention 
from physicians, but have the greatest need to close the gaps in knowledge and 
power. The use of  discourse strategies   will facilitate more effective sharing of infor-
mation and power in the clinical setting [ 39 ]. 

 Physicians use technical vocabulary that underserved patients frequently do not 
understand. Physicians can judge patient understanding  by   closely listening to the 
patient’s response to their use of jargon. When patients use their own vernacular 
speech, physicians should clarify to assure mutual understanding [ 39 ]. 
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 Mishler et al. described a  method      of communication called the “ language of 
attentive patient care     ,” where physicians’ listening and responding skills are linked 
to patients’ speech. It suggests that physicians should structure their questions and 
statements in response to the expressed needs of the patient.  Mishler   focuses his 
analysis on three parameters: (1)  Attentiveness  —how patients’ concerns and under-
standings are acknowledged and taken seriously by the physicians; (2)  Facilitation  —
how patients are encouraged to tell their stories in their own words and how their 
stories then come to be told; and (3)  Collaboration  —whether there is recognition of 
and support of patients as partners with physicians in the ongoing process of care 
[ 39 ,  40 ]. The language of attentive patient care demands that physicians listen to the 
ways patients express their concerns. This method helps physicians conduct medi-
cal interviews with an enhanced understanding of patients’ concerns, working to 
support the physician’s role as a witness, therefore mitigating the power differential 
often present in clinical encounters with underserved patients [ 39 ,  41 ]. 

 Physicians can also use  self-empowering language   through disclosure of per-
sonal attitudes and choice of words. In this approach, physicians express ownership 
of feelings and thoughts in their interactions with patients with an emphasis on 
personal values in response to patient concerns. Habitual statements of patient care 
are replaced with words chosen for purposes of empathy, self-disclosure, and 
empowerment. By self-disclosing information, physicians can show they share a 
common concern with patients or they might enlist empathy to understand patient 
feelings. Physicians can also encourage patient self-exploration of thoughts. This 
communication style focuses the  explicit discourse   on internal self-identities by 
reminding the physician and the patient of their own common power. Physicians 
must value the patient being empowered and work toward the expression of power 
that originates within the patient. Many underserved feel powerless in the health 
care system and society and can benefi t from treatment approaches of this nature 
which recognize both their individual abilities to change and the therapeutic nature 
of successful change [ 39 ]. Patient-centered communication infl uences patients’ 
health through perceptions that the clinical encounter was patient centered and 
through perceptions that common ground was achieved with the physician [ 42 ]. 

 Homeless individuals often use the ED for non-emergent medical needs because 
demands for food, shelter, and safety supersede obtaining primary  care  . Homeless 
individuals are more likely present to the ED via ambulance because of their lack of 
transportation. Ku et al.  documented   an increased tendency toward ED usage shortly 
after recent ED use or hospital admission, therefore contributing to ED overcrowd-
ing [ 2 ,  43 – 46 ]. In this study,  homeless people   were three times more likely to have 
been evaluated in the same ED within the preceding 3 days and were twice as likely 
to have a visit to the ED after a hospitalization within the previous week. Homeless 
individuals’ visits to the ED were associated with acute injuries and primary diag-
noses related to  psychiatric illness and substance abuse  . The high prevalence of 
concomitant substance abuse and psychiatric illness can make treating the homeless 
population more challenging.  Comprehensive discharge planning   is required for 
homeless patients due to their comorbid psychiatric and substance abuse issues 
combined with their lack of consistent and safe shelter [ 2 ,  47 ,  48 ]. 

A. Pierce



155

  Incarcerated persons   may be distrustful of health care personnel because in the 
past, prisoners were subjected to harmful experimentation under the auspices that 
the research would advance medical science [ 49 ,  50 ]. Understanding where health 
care workers’ ideas regarding how care should be provided can be instrumental in 
limiting or eliminating deferential or less than empathetic care. Health care  provid-
ers   must understand how assumptions, stereotypes, and fears can hinder delivering 
quality, compassionate care. Health care workers must be aware of the inclination to 
label incarcerated people as dangerous based on perception, appearance, and media 
accounts. Essential and supportive care must be provided to all patients [ 49 ]. 

  Street medicine      focuses on the health needs of homeless individuals through 
mobile teams that provide care in locations where homeless people are found.  Howe   
documented four categories of best practices that support the delivery of high qual-
ity care in the context of Street Medicine and they include: (1) the use of mobile 
vans, (2) development of Street Medicine-specifi c electronic medical records, (3) 
collaboration with community clinics and providers from these clinics, and (4) pro-
vision of comprehensive social support by establishing links to resources such as 
housing, sources of income, and insurance [ 51 ]. 

 As the number of homeless has increased, so has the number of shelters. 
Transitions of care between the  health care system and shelters   are also increasing. 
In 2010, approximately 7 % of all homeless individuals and 13 % of newly home-
less individuals seeking housing at a shelter were received directly from the hospital 
[ 52 ,  53 ]. There is  often   inadequate coordination of care during these transitions, 
which may further perpetuate high rates of acute care service use by homeless indi-
viduals [ 2 ,  44 ,  52 ]. Sixty percent of homeless individuals interviewed by  Greyson   
reported that they delayed going to a hospital when they knew they needed care, and 
of those, 44 % indicated that they had done so due to a concern that they would not 
receive the care they needed. 42 % indicated that they delayed seeking health care 
because they were concerned that they would not be able to fi nd shelter for the night 
upon discharge [ 52 ]. 

  Medical respite care      is defi ned by the National Health Care for the Homeless 
Council as acute and post-acute care for homeless persons who are too ill or frail to 
recover from a physical illness or injury on the streets, but who are not ill enough to 
be in a hospital [ 52 ,  54 ]. Medical respite has been shown to improve outcomes for 
homeless patients [ 52 ,  55 ,  56 ].  Shelter-based patient navigators   can help homeless 
patients with post-discharge coordination of care [ 52 ,  57 ]. Partnerships between 
hospitals and community-based organizations can improve care while reducing 
costs, and is one Medicare innovation funded by the Affordable Care Act [ 52 ,  58 ]. 

 Hospital providers must not only make sure that housing issues are solved but 
also make sure there are not defi cits in coordination and communication between 
the two systems. Patients have been discharged to shelters, but then were turned 
away if the discharge occurred too late in the day. These failures in coordination 
represent missed opportunities to improve outcomes of care.  Targeted interventions   
to improve the coordination of care for the most vulnerable patients who are high 
utilizers of acute care can improve patient outcomes and reduce overall cost of care 
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[ 52 ,  59 ,  60 ]. Health care providers should consistently assess housing status and 
arrange safe transportation to shelters upon discharge [ 52 ].  

    Conclusion 

 Communication between physicians and underserved patients fails principally 
because of inadequately shared information and a power asymmetry in the  physi-
cian–patient relationship  . Underserved patients fi nd themselves increasingly at the 
margins of medical care in part because of contextual barriers in the physician–
patient relationship. Discourse  strategies   are of critical importance with the under-
served [ 39 ]. 

 Physicians must acknowledge the issues of the underserved. By improving their 
communication skills, physicians can be more effective at recognizing the disem-
powering forces of discrimination that underserved patients encounter and assist 
their patients by acknowledging the patients’ strength and courage in surviving 
these forces [ 39 ]. 

 The emergency  department      presents a window of opportunity where early inter-
vention strategies may be implemented to improve the  health status   of homeless 
patients [ 7 ].  Intensive case management   has been shown to reduce ED use and result 
in better health outcomes by connecting homeless patients with available commu-
nity resources [ 21 ,  61 ,  62 ]. Greater attention must be given to the hospital services 
that are provided to homeless people so that not only their health needs, but also 
their behavioral, environmental, and psychosocial needs are addressed effectively 
and effi ciently [ 7 ]. Improved integration of health care facilities and shelters as 
overlapping systems of care may improve the quality of transitions of care and 
health care outcomes for homeless patients [ 52 ]. 

 The disproportionate degree of  physical and psychiatric disease   in prisoners 
presents both unique public health challenges and opportunities for public health 
intervention. For many underserved individuals, prison provides an opportunity for 
diagnosis, disease management education, counseling, and treatment that they 
would not otherwise receive. Upon release from prison, the previously incarcerated 
return to their communities with their physical and psychiatric morbidity occasion-
ally untreated and sometimes worsened and they can act as reservoirs of infection. 
Psychiatric morbidity leads to increased suicide rates and contributes to repeat 
offending. Treating mental and physical illnesses of prisoners can improve public 
health [ 4 ]. 

 Providing  quality care   for vulnerable populations, including homeless and incar-
cerated individuals, is challenging. Delivering  culturally competent care   to this vul-
nerable population can help decrease health care disparities and improve health care 
outcomes for these individuals. Health care systems can have a signifi cant impact 
on public health by delivering integrated health and social services to vulnerable 
populations. Cost-effective approaches to socio-medical  integration   of care are crit-
ical to promoting the health and welfare of underserved individuals.  
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    Recommendations 

•     Incorporating health screening and promotion around addictions, mental health 
disorders, and infectious diseases will enhance understanding of homeless 
patients.  

•   Specifi c discourse strategies are of critical importance when communicating 
with the underserved.  

•   Academic physicians can teach discourse strategies which will facilitate a more 
effective sharing of information and power in the clinical setting.  

•   The high prevalence of repeat ED visits by homeless patients, underscores the 
need for policy remedies for homelessness in the USA.  

•   Identifying risk factors for re-presentation to the ED should facilitate screening 
and early referral to hospital and community-based services for vulnerable 
populations.  

•    Physicians   can work in partnership with underserved patients to decrease  com-
munication barriers and foster   therapeutic self-empowerment by increasing their 
awareness of the use of patient-centered communication in clinical settings.  

•   Treating mental and physical illnesses of prisoners can improve public health.  
•   Hospital providers should consider housing a health concern.  
•   Hospital and shelter  providers   should communicate during discharge planning.  
•   Discharge planning should include safe transportation.        
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    Chapter 15   
 Vulnerable Populations: The Elderly       

       Anne     Beth     Smith     

            Introduction 

    Over the last few decades, the number of elderly patients—defi ned as over age 60—
has steadily increased, in both  developing and developed countries  . This trend is 
likely to continue, and the expected global population of elderly is projected to be 
1.2 billion by 2025 [ 1 ]. Currently, 60% of the elderly live in developing countries. 
Globally, the average life expectancy at birth has improved, while fertility rates and 
birth rates have declined [ 1 ]. This, coupled with better and more advanced medical 
care, and improved nutrition and sanitation, have led to a larger than ever population 
of elderly people. 

 As the global population ages, the percentage of patients accessing medical care 
also increases. This presents unique problems to  healthcare providers and systems  . 
This chapter will focus on some of the challenges faced by those providing care to 
elderly patients and how the quality of this care can be improved. 

 In addition to the added burden of elderly patients, many healthcare providers 
may be inadequately trained to effectively manage the elderly. A multidisciplinary 
team approach is required, and  healthcare providers   need to be trained and gain 
expertise in the specifi c healthcare challenges facing the elderly. Although some 
countries which have a large elderly population have adequate training and focus in 
geriatrics at medical school level (Norway, the Netherlands), many do not (Spain, 
Germany) [ 2 ]. Coupled with a lack of training, there may be still be opposition and 
negative perceptions from healthcare providers that the fi eld of geriatrics is “bor-
ing” and “frustrating” [ 3 ]. In developing countries, the fi eld of geriatrics is often 
underdeveloped, and coupled with a lack of resource, healthcare providers may not 
be suffi ciently equipped to deal with the elderly [ 4 ,  5 ]. 
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  Quality care      may be defi ned by six specifi c aims, represented here by the 
mnemonic STEEEP [ 6 ]. Quality care should be:

    S afe—to ensure that  patients   are not harmed during medical attention and care.  
   T imely—to ensure reduced waiting times and avoiding harmful delays.  
   E ffective—that services provided are based on scientifi c knowledge, preventing 

under or over use of treatment modalities.  
   E ffi cient—that waste of supplies, human resources, equipment or consumables 

does not occur.  
   E quitable—that the quality of care is consistent regardless of geographic location, 

patient characteristics or socio economic circumstances.  
   P atient-centered—that care takes into account individual preferences, concerns and 

values, and ensuring that the patient is part of the decision making  process  .    

 In the context of the elderly patient, this chapter will examine the above aims in 
the following areas of medical care: Long term and primary healthcare; the acute 
setting and emergency departments; palliative and end of life care; and transitions 
of care between any of the above.  

    Discussion 

    Acute Care: the Emergency Department 

 Elderly patients make up some 20% of emergency department (ED) visits [ 7 ]. 
 Healthcare providers   in EDs may fi nd elderly patients challenging due to the higher 
burden of severe illness and the complexity required in making a diagnosis [ 8 ]. The 
traditional model of ED care (a linear approach from triage, history and physical 
examination, special investigations and disposition) often does not take into account 
several elements essential to the care of elderly patients: their functional status, 
social situation and emotional or cognitive state [ 9 ,  10 ]. “Geriatric friendly” EDs 
need to have a broader approach to these patients, and focus on improving quality 
of life, while paying attention to the delicate relationship between the patient and 
their family or care providers [ 10 ]. EDs which serve a signifi cant percentage of 
 geriatric patients   should be staffed appropriately with nurses, doctors and auxiliary 
medical services such as physiotherapists and occupational therapists who are 
skilled in diagnosing, managing and discharging elderly patients. 

 Elderly patients often present with atypical or unusual complaints, and their clini-
cal signs may be masked by normal physiological variances due to their age, or by 
psychological or cognitive decline. Any acute illness may cause  profound loss of 
autonomy  , put the elderly patient at risk of falls, delirium or  immobili  zation [ 9 ]. A 
classic example of a potentially dangerous condition frequently missed in the elderly 
is chest pain: in patients over 65, there is a threefold incidence in “atypical” presenta-
tions of acute coronary syndromes, which not only causes a delay in getting them to 
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the ED, but also notable delays in getting treatment which may lead to an increase in 
mortality [ 11 ,  12 ]. Elderly patients often also have multiple co- morbidities, which 
infl uence prognosis and disposition regardless of the presenting complaint. 

  Polypharmacy   is a very common problem with elderly patients presenting to 
EDs. These may take multiple medications with potential drug interactions, have 
diffi culty remembering the times to take them, or have trouble understanding the 
prescription they are given. Adverse drug reactions occur more frequently in this 
particular group of patients, although this is frequently not recognized by emer-
gency physicians [ 13 ].     Screening criteria   such as the  Beers   criteria, a tool specifi -
cally designed to warn physicians of drugs that have high incidences of adverse 
reactions in the elderly; developed by the American Geriatric Society and available 
at low cost from amerciangeriatrics.org, should be readily available and used for 
elderly patients at any presentation to a healthcare facility, and all current prescrip-
tions should be checked before supplying further medication that may cause adverse 
drug reactions or interactions with those currently prescribed [ 14 ]. 

 The  physical environment   in the ED can play a great role in improving the patient 
experience, and this is particularly important for the elderly, who may be anxious 
and disoriented on arrival in the ED. Their co-morbidities or presenting complaint 
may put them at high risk for falls and the development of delirium, both of which 
will increase length of stay and worsen prognosis [ 15 ]. Simple measures such as 
providing comfortable reclining chairs and furniture with sturdy armrests will go a 
long way to prevent adverse events in the ED. Mattresses should be thick and soft, 
and preferably able to redistribute pressure to prevent skin breakdown and pressure 
sores on thin and friable elderly skin. Floors should be non-slip, with no raised joins 
or seams. Light, matte wall and fl oor colours with minimal patterns should be 
employed to assist the elderly patient in orientating themselves and seeing clearly in 
the department. Elderly patients may have high frequency hearing loss, and be more 
sensitive to background noise, thus acoustic enhancements such as sound absorbing 
materials (curtains, ceiling tiles) will improve the patient experience and create a 
more private and secure environment for examinations and clinical counselling. 
Access to bathrooms and examination rooms should be wheelchair or walking 
frame friendly, and the entire ED clearly signposted. 

 Managers and physicians who are concerned about the quality of care provided 
to elderly patients in their  EDs   should institute Continuous Quality Improvement 
( CQI        ) measures to track these patients through their units and should maintain a log 
of adverse or dangerous events. Suggested data for collection in such a CQI pro-
gramme would include: numbers of geriatric patients compared to total patient load; 
percentage of admissions and readmissions among the elderly as compared to the 
total ED population; percentage of deaths in each age group; and episodes of sus-
pected or confi rmed geriatric abuse. More disease- specifi c   data can also be col-
lected to gain a greater understanding of the burden of disease specifi c to the ED’s 
elderly population. Some suggested parameters include numbers of falls—resulting 
in blunt abdominal trauma, hip fractures or death; medicine management, including 
screening for high risk drug interactions and polypharmacy; and the incidence of 
delirium and use of chemical or physical restraints [ 16 ].  
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    Long Term and Primary Healthcare for the Elderly Patient 

 As patients age,  they   may require increasing assistance with daily care—both for 
medical care as well as for activities of daily living. Determining where this care is 
provided and who should provide it is often diffi cult for healthcare providers, 
elderly patients and their families. 

 Care scenarios for the elderly range from living at home completely indepen-
dently, to living in care facilities, where patients require full care and are completely 
dependent on others for their daily needs and nursing care. In between these two 
extremes, there are many options, including assisted living facilities, adult “day 
care” centres and community care. 

 It is more cost-effective, and often provides improved quality of life, to keep 
elderly people in their own homes and provide supportive community care, than to 
place them in institutions or healthcare facilities [ 17 ]. 

 A coordinated team of healthcare workers, which should include a general inter-
nist to act as a fi rst point of contact with medical services and the coordination of 
care, a nurse to  coordinate nursing care   needs such addressing changes or medica-
tion administrations, a social worker to act as a link to support and social services 
such as day care centers and meal provision services, an occupational therapist to 
visit the patient at home and ensure that access and mobility is suitable, a physio-
therapist to ensure mobility and safe transfers, and provide assistive devices where 
needed, and home help to assist with cleaning and home maintenance [ 17 ]. 

 Providing good home support or community care requires buy-in from health-
care policy makers, politicians, health budget planners as well as patients and 
healthcare workers themselves. The fi nancial support and provision of  human 
resources   remain a challenge, even in developed countries [ 18 ]. In many developing 
countries, elderly patients live in households with multigenerational families who 
are their primary caregivers [ 19 ]. Home-based care resources and research in devel-
oping countries is often focused on other diseases perceived to present a higher 
burden, such as HIV/AIDS. 

 For all elderly patients and their long term  healthcare   providers, discussion 
around the goals of care should take place and be agreed on in advance. This 
becomes particularly relevant for palliative care and end of life issues (see below). 
Appropriate outcomes of quality care may include “improved quality of life” or 
“improved physical function”. Outcomes such as “reduction of mortality” may 
prove less important [ 20 ]. 

 Nursing home and long term care facilities should develop and monitor quality 
care indicators specifi c to the needs of elderly people and ensure their ongoing safe 
and sensitive care [ 21 ].  Parameters   such as the incidence or risk of falls, the provi-
sion of adequate pain relief or end of life care, and the screening and management 
of polypharmacy and adverse drug reactions are all examples of care indicators 
which should be closely monitored. 

 Two additional topics which must be addressed when dealing with the long term 
care of the elderly are carer compassion fatigue and depression in the elder. 
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Compassion fatigue occurs in both formal (healthcare-trained) and informal carers 
[ 17 ,  22 ]. It may cause depression and alter the relationship between the carer and 
patient, and at worse, result in abuse or early  institutionalization   [ 23 ,  24 ]. Careful 
screening, education and self-awareness are required to identify and treat compas-
sion fatigue. 

  Depression   in the elderly is common and often unrecognised. Those with 
prior depression, bereavement, disability and sleep disturbances are at higher 
risk for depression [ 25 ].  

    Palliative and End of Life Care in  Geriatric    Patients   

 Palliative care and end of life care are not the same thing. All terminal disease pro-
cesses will follow a similar progression. Initially curative treatment may be offered, 
where the goal of treatment is curing the patient of the disease. At a point when it is 
realized that the disease is too advanced or terminal, the goal may be changed to 
palliative care. The treatment goals here focus on improving quality of life and 
relieving symptoms such as nausea or pain. End of life or hospice care refers to the 
care offered to patients who have advanced end stage disease, and where life- 
prolonging treatment may be considered to prolong suffering [ 26 ]. Geriatric patients 
with various conditions, for example, dementia, cancer or cardiac failure, may pres-
ent to healthcare providers at any of these stages requesting care. It is important to 
take into account the patients’ medical history and the treatments offered so far 
when making a decision regarding their future management. 

 One should also consider various disease trajectories. All dying falls into one of 
these four projected trajectories: sudden death such as massive myocardial infarc-
tion or stroke; terminal illness, where quality of life and function gradually decreases 
over time; organ failure, where an overall decrease in function and quality of life 
continues, with acute events along the way which may temporarily improve or 
worsen the situation; and frailty, where patients may begin with a poor baseline of 
function that will gradually decrease, but continue at the baseline for some time 
before death occurs [ 27 ]. Geriatric patients may die from any one of these trajecto-
ries, and may present for healthcare several times along this path. Death is the natu-
ral and inevitable end of all life. Assisting patients and their families to accept when 
they are in the palliative care phase of their lifetime may prevent expensive, uncom-
fortable and unnecessary tests, procedures and  medications   [ 26 ]. 

 Patients may present to EDs or other healthcare providers for one of three reasons—
for relief of symptoms caused by their primary condition, for secondary conditions of 
disease or trauma or, more unusually, as a fi rst presentation of a terminal condition. In 
all circumstances, honest communication regarding the goals of  treatment with the 
patient and their family is warranted. Unfortunately, the time pressured and frequently 
chaotic environment of the ED may result in inadequate care for palliative patients and 
expedient admission to hospital—which may not be in the patients’ best interests or 
wishes. Quality ED palliative care delivery requires cooperation from hospital and 

15 Vulnerable Populations: The Elderly



166

hospice programmes.    Helping patients and their families defi ne the desired goals of 
care and remain at the centre of the decision making process is essential to providing 
quality palliative care. These are diffi cult questions which seldom have “yes/no” 
answers, and so the approach should be a broader one, eliciting the overall goals and 
feasible options before deciding on specifi c  treatments   [ 28 ]. 

 Advance care planning is fraught with diffi culty—different countries and even 
hospitals have different legal policies, but the principle of letting the patient decide 
in advance how they would want to be treated or want to die lies at the heart of all 
of these. Advance planning documents are generally either instructional directives 
which provide guidance regarding specifi c interventions, or proxy directives, which 
designate a surrogate decision maker. Unfortunately, in a crisis these documents 
may not be useful—particularly with the acutely unwell geriatric patient where a 
great deal of anxiety, confl ict and uncertainly exists [ 29 ]. More useful are carefully 
directed conversations with family or the patient at the time of presentation, clarify-
ing prognosis and allowing the patient to be the decision maker. In general, it is 
better to clarify “big picture” goals and not get caught up in specifi c isolated inter-
ventions—e.g. “patient does not want to be ventilator dependent” vs. “patient does 
not want to be intubated” [ 30 ]. 

 The approach to the elderly palliative care patient who presents to the ED or 
other healthcare provider should always be to provide care that improves quality of 
life. This includes symptom management, exclusion of reversible secondary dis-
eases or conditions which will improve quality of life if treated, and discussion 
regarding future care and goals of treatment [ 26 ]. An assessment of the patients’ 
performance status, as well as the likely performance status after the immediate 
condition is managed, should be done [ 26 ]. If the patient has reached the end of life 
phase, the patient should be referred appropriately to hospice services, who will 
assume the fi nal care of the  patient  .   

    Conclusion 

 As numbers of geriatric patients continue to  rise   worldwide, healthcare provid-
ers will need to become adept at assessing and managing the unique challenges 
that the elderly provide.  

    Recommendations 

•     To ensure quality care for the elderly in emergency departments, staff should be 
trained to recognise the atypical disease presentations the elderly may present 
with, and also implement screening for conditions such as polypharmacy.  

•   Infrastructure and equipment in emergency departments should enhance the 
comfort and safety of the elderly patients who are treated there.  
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•   Consultation with services such as palliative care and hospice should be readily 
available.  

•   As far as possible, elderly patients should be managed in the community, or at 
home, with help and support from medical and social services.  

•   Both formal and non-formal carers should be closely watched for compassion 
fatigue and respite offered when necessary.  

•   Elderly patients with terminal disease should be involved in their treatment goal 
decision making process.  

•   Symptom control, management of reversible conditions and a discussion around 
the wishes of the patient in the context of their prognosis are essential elements 
of quality care in the palliative geriatric patient.        
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    Chapter 16   
 Vulnerable Populations: Children       

       Kevin     Ferguson      ,     John     S.     Misdary     ,     Alex     Diaz     , and     Darcy     Mainville    

                  Introduction 

    Amongst the  pediatric patient population   there are clearly defi ned disparities that 
appear to be associated with race and ethnicity, even after accounting for socioeco-
nomic variables. These disparities extend from the individual patient encounter, 
through hospital systems, to the national health care system, and include a lack of 
funding for medical research of diseases that predominate in distinct racial or ethnic 
 populations  . Disparities at the individual encounter level include inadequate analge-
sia of long bone fractures, and at the systems level, inadequate translation services. 
Demonstration of the issue at the national health care systems level is how the 
extensive National Institutes of Health (NIH)-funded research program has mark-
edly improved treatment of cystic fi brosis, a disease predominantly found in people 
of European heritage. As a result, in one generation the life expectancy of a patient 
diagnosed with cystic fi brosis has been greatly extended. In contrast, NIH funding 
has not provided for research that could produce a signifi cant increase in the life 
expectancy of patients with sickle cell anemia, a disease predominantly found in 
people of African descent. While the care of cystic fi brosis now includes new medi-
cations and specialized treatment protocols, including lung transplantation, the 
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treatment of sickle cell anemia remains as management by crisis, i.e., reacting to 
acute illnesses or complications of sickle cell disease, but permitting the underlying 
pathology to  remain      unchanged. There have been, remarkably, no signifi cant thera-
peutic breakthroughs, despite extensive advancement in knowledge of the human 
genome [ 1 ]. 

 It is unlikely that  health care    disparities   are the result of overt bigotry and racism; 
the extent of the disparities seen and measured in our health care system cannot be 
accounted for by isolated acts of bigotry, and no argument is being made of rampant 
racism among the providers in emergency medicine. Indeed, most emergency medi-
cine providers are more familiar and facile with multicultural patient populations 
than many other providers. Rather, these fi ndings are likely a result of  culturally 
insensitive systems   and processes in the delivery of health care. Disparities may 
also be due to some degree of inadequate cultural awareness or poor utilization of 
 cultural competencies   on behalf of the health care providers. Emergency medicine 
providers, in general, do not develop as in-depth relationships with patients as do 
primary care providers or pediatricians.  The   ability of emergency medicine provid-
ers to bridge the cultural divide with their patients would contribute greatly to 
diminishing the  disparities in health care   provided by  emergency departments.       

    Discussion 

    Some of the pediatric disparities found in the  emergency department   may be related 
to the insurance status and other socioeconomic  factors  . Children from low-income 
families are more likely to be uninsured or covered by public insurance and less likely 
to have private insurance than patients who come from middle-income families. Payer 
type alone has an infl uence on patient follow-up and compliance [ 2 ,  3 ]. In a 2013 
study of 409 patients, 111 were prescribed medications and 364 were given specifi c 
follow-up instructions. Subtypes of insurance status were associated with medication 
noncompliance. Both insurance status and low-acuity discharge diagnoses were asso-
ciated with follow-up noncompliance. In this case, the disparity of health insurance 
status is a predictor of poor aftercare and compliance for pediatric ED. 

 Children from low-income  families      are less likely to be seen in a private physi-
cian’s offi ce than are middle to high-income children [ 2 ]. They are also less likely 
to be on medications prescribed by a primary care physician, less likely to have 
signifi cant diseases diagnosed early, and are less likely to visit hospital outpatient 
clinics [ 4 ]. These factors and others contribute to the increased utilization of the 
emergency department by children of  low-income families  ; some estimate that 
these visits account for 25 % of these children’s medical expenditures. Low-income 
children are less likely to have offi ce-based visits and are also less likely to have 
referrals to specialty care. Parents of low-income children are more likely than 
middle- income parents to report that they were provided with poor quality care, 
specifi cally that physicians are less likely to listen to their complaints or to clearly 
explain the diagnostic and therapeutic reasoning [ 2 ,  4 – 6 ]. 

K. Ferguson et al.



171

    The State Children’s Health Insurance Program (SCHIP) program was created 
through Balanced Budget Act of 1997 to address the 11 million American children 
that were uninsured and therefore at increased risk for preventable health problems. 
The beginning of the SCHIP in most states has had a positive effect on the insurance 
status of pediatric patients, their access to care and ability to follow up. In one study 
on the impact of the program, the authors found that in a population of children 
which was 25 % white, 31 % black, and 44 %  Hispanic  , 62 % were uninsured for 
greater than or equal to 12 months before SCHIP. Before SCHIP, greater than 95 % 
of  white   children had any coverage, compared with 86 % of black or 81 % of 
Hispanic children. Almost all children obtained coverage through SCHIP (95 % or 
greater for each group). Before SCHIP, black children had signifi cantly greater rates 
of inadequate coverage (no coverage or Medicaid vs. commercial insurance) rela-
tive to white children (38 % vs. 27 %), whereas white and Hispanic  children rates   
were essentially the same, 27 % vs. 29 % [ 7 ]. 

 After SCHIP, disparities in access to care were eliminated, with unmet needs at 
19 % for all racial and ethnic groups. Before  SCHIP  , a greater percentage of white 
children made all/most appointments relative to black or Hispanic children (61 %, 
54 %, and 34 %, respectively); all groups improved during SCHIP, eliminating 
access disparities. Parents’ survey responses regarding their visit quality improved 
for all groups, but preexisting racial/ethnic disparities remained, with improved but 
still lower levels of satisfaction among parents of Hispanic children [ 7 ].       However, 
socio-demographic and health system factors did not account for disparities in 
either the pre-SCHIP or post-SCHIP periods. These socio-demographic and health 
system factors cannot fully explain the disparity in health care received by Hispanic 
 and African American children   in the emergency  department  . Utilization patterns of 
service were similar for low and middle-income black children and were universally 
lower than for white children. Therefore, while income and insurance status ade-
quately explains some of the disparity seen, there clearly are other forces at  work  . 
We explore some of the documented race and ethnicity related disparities that 
appear to be independent of income and insurance status. 

       Disparities  in Patient Access to Care   

 Several studies have demonstrated that, for children treated in emergency depart-
ments, wait times are associated  with race and ethnicity  . This again may be explained 
partially by the utilization rates of these groups of emergency departments for pri-
mary care and also payer status. However, research suggests other potential causes, 
such as lack of cultural competency, language barriers, social factors, and outright 
discrimination. Data collected from the National Hospital Ambulatory  Medical   
Care Survey on patient visits to EDs from across the USA during the study period 
of 1997–2000 suggested that for patients 15 years of age or younger who presented 
to EDs there may be nonclinical infl uences on triage and wait times for patients that 
appear to correlate to race and ethnicity. In this study over a 4-year period, 20,633 
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patient visits were surveyed. The wait time for all groups was 43.6 ± 1.7 min. There 
were signifi cant unadjusted intergroup differences in wait times from 38.5 ± 1.6 min 
for non-Hispanic whites, 48.7 ± 0.5 min for non-Hispanic black, and 54.5 ± 0.1 min 
for Hispanic children. Triage status was categorized as <15 min: 17.1 %, 15–60 
min: 41.4 %, 1–2 h: 25.1 %, and >2–24 h: 16.4 %. There were signifi cant unad-
justed differences in triage status according to race, with 14.6 % of white patients 
being placed in the > 2 hour immediacy range, compared with 18.8 % of non- 
Hispanic black patients and 20.0 % of Hispanic patients. In a linear regression anal-
ysis with wait time as a dependent variable and with  adjustm  ent for potential 
confounders, including payer status, the results were statistically signifi cant that 
Hispanic patients waited longer than white patients [ 8 ]. Once again there are several 
potential explanations for this observation outside of discrimination, including cul-
tural incompetence, language barriers, and social  factors  . 

 These data and similar data from the National Hospital Ambulatory Medical 
Care Survey have identifi ed nonclinical factors on the delivery of pediatric emer-
gency care. Black and Hispanic patients are more likely to have longer length of 
stay in the emergency department even though these patients did not show signifi -
cant difference in documented pain scores, use of diagnostic procedures, 72 hour 
return visits or hospital admission rate. The application of diagnostic or treatment 
protocols appears to ameliorate this effect [ 8 – 11 ]. In EDs that use decision rules for 
X-rays, CT scans, and other diagnostics showed less disparity in their use. Similar 
results come from use of treatment protocols for pain, asthma, fever, etc. 

  T  hese disparities in emergency care extend to pediatric patients and their parents 
with limited English language profi ciency. There are several reports of both the 
increased length of stay as well as increase frequency of return visits (including 
return visits requiring admission) for patients of families with limited English lan-
guage profi ciency. Investigations of almost 120,000 patients demonstrated that 
patients with limited English language profi ciency have a higher likelihood of return 
visits for admission of 1.30. This risk of return visits remained signifi cant after 
controlling for age, emergency severity index, and presentation time. These children 
were 1.43 times more likely to return and need admission than English language 
speaking patients.    Adjusted and unadjusted emergency wait times were also signifi -
cantly greater for Hispanic children than for white children, and Hispanic children 
waited 10.4 % longer than white children treated in the same emergency depart-
ment. These wait times were not signifi cantly affected by payer source. These 
authors concluded that there is a sizable racial and ethnic disparity in children’s wait 
times as well as care quality based on race and/or  ethnicity   [ 8 ,  12 ,  13 ].  

       Disparities  in Patient Evaluation   

 Particularly disturbing is that the increased length of stay has not led to greater 
diagnostic accuracy. In a 2014 publication in  Pediatrics , racial and ethnic disparities 
were found in the rate of appendix rupture [ 14 ]. This is a wholly preventable nega-
tive outcome. In the study of Hispanic and Asian children in the state of California, 
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both groups had higher odds of appendix rupture prior surgery. These differences 
paralleled the state’s proportion of immigrant children. Multivariate adjustment for 
family, social economic and hospital characteristics did not attenuate these dispari-
ties [ 15 ]. While the authors did not subdivide these patients by their English lan-
guage profi ciency, both immigrant groups were at a higher risk of delayed emergency 
care and subsequent appendiceal rupture than both white and African American 
patients. This fi nding suggests that immigrant status or language profi ciency was a 
contributing factor in the delay in diagnosis and surgery. In a different study,  multi-
variate analysis   suggested African Americans as compared to Caucasians were less 
likely to develop appendicitis; however, they were more likely to have a compli-
cated appendicitis. Hispanics were both more likely to develop appendicitis and 
more likely to have  complicated appendicitis  . Finally, both minority groups were 
more likely to have an open, as opposed to laparoscopic, appendectomy [ 16 ]. 

 Again,    another potential contributor to disparity is having public insurance or 
being uninsured, since patients with private insurance were also less likely to have 
complex appendicitis compared to children in public insurance or self-pay status. 
African American children with appendicitis have lower hospitalization rates, 
greater rates of perforation, a longer delay to surgery, and lower laparoscopic rates. 
In contrast, Hispanic children have higher rates of appendicitis and complex dis-
ease. In a similar study which compared the treatment differences related to ethnic-
ity of children with acute appendicitis, Hispanic and Asian children have  higher 
  odds of rupture in California, whereas Asian and black/African American children 
have higher odds in New York [ 15 ]. These differences again roughly parallel to the 
state’s proportion of immigrant children in these groups. Adjustments for family, 
socioeconomic, and hospital characteristics did not eliminate the disparities. These 
authors found evidence of signifi cant racial/ethnic disparities in rate of appendiceal 
rupture, in two large but dissimilar states. Hispanic ethnicity with limited English 
profi ciency is an important risk factor for  appendiceal perforation   in pediatric 
patients with abdominal pain. Among patients with moderate clinical severity, 
 Hispanic ethnicit  y with limited English profi ciency had lower imaging rates. 
Immigrant groups may be  most      at risk for delayed emergency care. The treatment 
of African American  and Hispanic children   overall was associated with a longer 
hospital stay  and   higher charges. Given the lower incidence of appendicitis in 
African American children but a greater incidence of complex appendicitis, the dis-
parity in surgical management of minority children is disturbing.    

 There is also a discrepancy in the rate of diagnostic testing amongst minority 
children compared to white children [ 9 ,  17 – 19 ]. A 2013 publication in  Pediatric 
Emergency Care  demonstrated that racial disparities in laboratory and radiological 
testing were found in pediatric emergency department patients [ 9 ]. Of the 49,000 
individual patients, 31 % had laboratory testing and 30.5 % had radiologic testing. 
African Americans had adjusted odds ratio for getting tested of 0.93, and specialty 
consultation odds ratio of 0.91, compared to non-Hispanic. Subgroup analysis of 
these visits demonstrated that evaluations for conditions using protocols have a 
lower disparity rate in laboratory over radiologic testing by race than conditions for 
which there were no treatment protocols. For example, children being evaluated for 
upper respiratory infections for which there is no evaluation protocol were more 
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likely to have  disp  arities than children with head injury for which there are 
protocols. 

 Other investigations demonstrate that patient race, age, and presentation to  a 
     pediatric vs. general hospital were also associated with disparate use of neuroimag-
ing in children with closed head injuries [ 18 ]. In one study which included 50,835 
pediatric visits in the 5-year sample, of which 1256 were for head injury, 39 % 
underwent evaluation with neuroimaging. In multivariable analyses, factors associ-
ated with neuroimaging included white race, older age, or presentation to a general 
hospital vs. a pediatric hospital. The effect of race was  seen   less at the pediatric 
hospitals [ 18 ]. While there was an increased use of neuroimaging in patients with a 
higher injury severity, the data  presented   did not evaluate the inappropriate use of 
neuroimaging use in minority vs. white patients in low severity of injury patients. In 
some of these cases the increases of neuroimaging may have been detrimental to 
white pediatric patients seen with minor head injuries due to the increased lifelong 
risk of ionizing radiation to which they were exposed.    

 Conversely, when evaluating adolescent females with potential sexually trans-
mitted disease related complaints, African American  and non-private insurance 
patients   were nearly fi ve times more likely to be tested for sexually transmitted 
diseases [ 19 ]. In the multivariable sub analysis, being black American was associ-
ated with increased performance of sexually transmitted disease testing. This fi nd-
ing is most telling as it may indicate a subliminal effect of socialization of the health 
care  professionals  . Providers believing that African Americans are more likely to be 
sexually promiscuous, will hence see them as being at higher risk of sexually trans-
mitted diseases than other adolescent females. As stated above, while it is unlikely 
that overt racism and bigotry plays a role in most of the disparities that are observed, 
it is certainly a possibility that learned cultural biases are playing a role in the 
thought processes and decision-making of these  providers  .  

     Disparities   in  Patient Therapy      

 Since the late 1990s there have been multiple reports of under treating pain both in 
children as a group and minority children in the emergency department [ 20 ,  21 ]. 
Undertreatment of painful conditions in minority children has been documented in 
multiple publications. Treatment of painful conditions in children can be a signifi -
cant problem and also more diffi cult due to the aversion some physicians have to the 
use of narcotics as well as the concern for adverse effects from these medications. 
In one study of 878 patients, 60 % received a prescription for an opioid-containing 
medicine, while 19 % received a prescription for an analgesic that was available 
over-the-counter at emergency department discharge [ 20 ]. Patients that identifi ed as 
African American, biracial, and Hispanic/Latino had signifi cantly lower rates of 
opioid analgesic prescriptions. White patients had lower rates of over-the-counter 
analgesic medicine at discharge.  Minority patients   were also less likely to have 
fracture reduction in the emergency department compared to white patients. The 
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conclusion of several authors has been that race and ethnicity are associated with 
variable analgesic prescription patterns in children treated with long bone fractures 
in the emergency department [ 21 ].  Race/ethnicity   is associated with different anal-
gesic prescription patterns in children treated in the emergency department for a 
long-bone fracture. The use of opioid analgesics and abdominal pain patients in the 
emergency department has seen similar  dispar  ities [ 20 ]. 

 In 2013,  Pediatric    Emergency        Care  reported that black children were less likely 
to receive any analgesia while being evaluated in the emergency department com-
pared to white children, who were used as a reference group. In a report on pediatric 
trauma patients, out of 1,945 patients, 58 % being white; 29 % black, and 13 % 
Hispanic, after multivariable adjustment, black patients were less likely to receive 
any analgesic treatment or opioid treatment; took longer to receive analgesia, with 
a mean difference in time to analgesic treatment of 32 minutes; and were less likely 
to receive reassessments of pain, compared with white patients [ 21 ]. In this particu-
lar study there were no ethnic disparities in most of the care measures between 
Hispanic and white pediatric patients. There were no disparities in pain assessment, 
pre- and post-procedural neurovascular assessment, procedural monitoring, or suc-
cess of joint reduction across the racial/ethnic groups. Recent studies demonstrate a 
reduction in this disparity; however, there remains a distinct difference in the rate 
and the amount of narcotic prescribing for black and Hispanic patients as opposed 
to white  patients  .    

 Similar outcome disparities have been noted in pediatric pneumonia and asthma 
[ 22 – 26 ]. Data published in the  Journal of Health Care for the Poor and Underserved  
in 2004 showed that minority populations were admitted at younger ages and were 
more likely to be admitted through the emergency department than white patients. 
 Substan  tial variation exists in both types of care and outcomes for pneumonia in 
pediatric patients among different ethnic/racial groups. Several studies have demon-
strated substantial differences in asthma rates as well as severity among minority 
children. Among the potential variables listed previously, geographic location, spe-
cifi cally large urban centers and areas with poor air quality, likely affects asthma 
care. Asthma was more prevalent  among   black children than white children, but not 
signifi cantly different between Hispanic children and white children. When strati-
fi ed by income, data reveals that only among children from families with incomes 
less than half the federal poverty level did black children have a higher risk of 
asthma than white children. Black vs. white differences did not exist at higher 
income levels, as those groups likely lived in areas with better air quality [ 22 – 26 ].   

    Conclusion 

 The review above and multiple other publications have already demonstrated that 
the problem is multifactorial. These factors include fi nancial and payer status, cul-
tural incompetence, systems related problems, learned cultural bias, and in a small 
percentage of cases, overt bigotry. Due to this multifactorial relationship it is rea-
sonable to conclude that multiple remedies will be required.     
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    Recommendations 

     1.    While only responsible for a small percentage of the problem, there are likely 
some providers that are simply racially and culturally intolerant. These providers 
need to be identifi ed, educated, and advised that such behavior is not acceptable. 
Those unable or unwilling to alter their behavior should be reassigned to areas 
that would not allow them to impact patient care.   

   2.    Cultural competency education; in the same way as billing compliance and 
Health Insurance Portability and Accountability Act (HIPAA), specifi c cultural 
competency educational modules and testing on a regular basis should be imple-
mented. All institutions should be encouraged to screen for disparities, identify 
the source, and bring resources needed to resolve disparities. Institutions should 
also be encouraged to track response to these remedies and refi ne them as needed. 
Such education should be part of new employee orientation as well as regular 
and ongoing training for all staff that have direct patient contact.      

   3.    Improving access to care through reimbursement process. Given that SCHIP is 
now nearly universal, and full implementation of the Affordable Care Act is 
anticipated to increase coverage for the vast majority of Americans, pediatric 
patients should now have access to both primary care and specialty consulta-
tions. One may expect disparities based on payer status to diminish. Those at the 
margins who are not eligible for these programs will still continue to rely on the 
emergency room as the safety net of the health care system. However, given that 
the fi nancial burden of uncompensated care is being lightened, health care sys-
tems should be in an improved position.   

   4.    Decreasing disparities using diagnostic and treatment protocols. Several authors 
have identifi ed that in situations where diagnostic or treatment algorithms are in 
place, disparities in these areas are greatly diminished. Furthermore, these proto-
cols are typically evidence-based and should improve care for all. Once vali-
dated, they should be put forth as best practices. Quality markers and core 
measures should be attached to their use for reimbursement. This will provide 
fi nancial rewards for the implementation. Where possible, institutions should be 
encouraged and incentivized or rewarded for creating treatment protocols and 
practice guidelines for providers designed to eliminate disparities in the diagno-
sis, evaluation and treatment of all patients. It will be most advantageous for 
many of these to become quality markers to be used for reimbursement purposes. 
By improving access to care, removing disparities, and providing follow-up and 
specialty treatment, the overall costs to the health care system should be greatly 
reduced.    Since patient care should improve in these events, providers incorporat-
ing these best practices should be rewarded.   

   5.    Universal ability and use of translators. Under current federal civil rights law, 
health care facilities are required to provide language translation services at no 
additional charge to a patient in need. Depending on the facility, this requirement 
can be seen as anything from a suggestion to a best practice. Facilities must pro-
vide full time translation services on an as-needed basis.   
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   6.    Further research into the causes and potential solutions. Future research efforts 
should be aimed at defi ning solutions for the problems that have been identifi ed. 
While there may very well be additional disparities to be defi ned, it is also 
important to begin establishing what the appropriate remedies for the identifi ed 
disparities are. Research identifying management treatment  protocols   as well as 
best practices and defi ning which should be core measures will signifi cantly 
advance this effort.   

   7.    Make reducing known disparities a core measure and tie their reduction to both 
institutional and provider reimbursement. Most institutions track core measures 
and provide rapid feedback to providers on their performance in adhering to 
them. Since improvement in many of these disparities like length of stay for 
appendicitis, and advanced imaging for minor head injuries will also save the 
institution money, addressing these will be doubly rewarding. There is also likely 
going to be an improvement in patient satisfaction if wait times are reduced and 
interpreter services are more available.            
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    Chapter 17   
 Religio-cultural Considerations When 
Providing Health Care to American Muslims       

       Ugo     A.     Ezenkwele      ,     Gholamreza     Sadeghipour     Roodsari     , and     Aasim     I.     Padela     

            Introduction 

    Background 

          Culture is a set of beliefs, customs, and ways of thinking and, while a potentially 
separate aspect of one’s identity, religion informs culture and impacts the meaning 
making activities of human behavior. Culture and religion can impact the commu-
nication between  patients and health care providers  , and informs for both parties the 
meanings attached to illness, preventive health care, and understandings of how 
illnesses are ameliorated [ 1 – 3 ]. 

 The importance and necessity of cultural awareness in health care delivery has 
been discussed extensively in the extant health literature [ 4 ,  5 ].  Defi ned   as “the abil-
ity of the health care providers to understand and respond to the unique cultural 
needs brought by patients to the health care encounter” [ 4 ], cultural awareness can 
affect diagnosis and treatment of diseases and may reduce minority health dispari-
ties by helping reduce miscommunication and promoting greater understanding and 
satisfaction within the patient–provider dyad [ 1 ,  5 ,  6 ]. Cultural awareness leads to 
cultural competency as a “set of congruent behaviors, attitudes, and policies that 
come together in a system, agency, or amongst professionals and enables them to 
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work effectively in cross-cultural situations” that engenders delivery of health care 
responsive to unique cultural needs [ 5 ,  7 ]. 

 Some studies have reported that health care providers may hold the belief that 
“treating patients equally, regardless of their ethnicity and culture” [ 8 ] is suffi cient 
for quality health care delivery. However, this attitude is viewed by some health care 
experts to refl ect a  “cultural blindness”   [ 8 ,  9 ]. Seeing all patients in the same way 
may overlook the specifi c needs of each social, cultural, and religious group and 
result in a lack of patient-centered care and the perpetuation of health care disparities 
[ 5 ,  7 ]. Instead, patient centeredness and cultural competence, two different but over-
lapping concepts, call for addressing the specifi c cultural needs of each patient and 
mitigating the disparities resulting from the lack of cultural accommodations [ 10 ]. 

 The lack of culturally sensitive care can impair health care delivery in many dif-
ferent ways, the most prominent being poor patient–doctor communication and dis-
criminatory care provision [ 3 ,  12 ]. In the emergency medical setting, effective 
communication is critically important for several reasons. Emergency departments 
( EDs  ) act as a triage center and the initial patient–provider communication may 
dictate the sorts of clinical care delivered downstream [ 3 ]. In critical and highly 
emergent situations the possibility for misunderstanding to lead to low quality care 
is high; thus, clear communication that attends to the cultural dimensions of patient’s 
understandings of health and disease is critical for providing quality care [ 3 ,  11 ]. 

 Studies show that racial, ethnic, and religious  minorit        y populations receive lower 
quality care, even with equal insurance status and income [ 2 ,  6 ]. Some of these dif-
ferences in health outcome relate to poor cross-cultural communication skills on the 
part of the provider that may lead to mistrust, stereotyping, and discrimination. 
Culture and  religion-based discrimination   can appear in two forms: direct discrimi-
nation, which includes deliberate unfair treatment of a cultural, ethnic, or religious 
group, and an indirect form where the health care provider does not appreciate the 
beliefs and practices of the patient due to ignorance and may not be aware of the 
patient’s specifi c health care needs because of a lack of cultural awareness [ 12 ]. 

 Fortunately, intolerance of stereotyping, cultural competency training, diversifi -
cation of the health care workforce, and clinical system modifi cations that are 
attuned to the religious and cultural sensibilities of patients are effective means for 
addressing concerns regarding miscommunication and discrimination and may help 
to reduce health disparities [ 1 ,  3 ,  11 ].  

    The Muslim American Population 

 There are 1.57 billion Muslims in the world comprising 23 % of the total world 
population [ 13 ]. The estimated number of Muslims in the USA varies considerably 
from 2.5 to 8 million [ 8 ,  13 – 16 ]. There are many reasons for the wide variance in 
Muslim population estimates including the lower likelihood of  self-reporting 
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Muslim identity   especially in a post-9/11 climate that is at time hostile to Muslim 
identity and the lack of religious affi liation captured by national census data [ 16 ,  17 ]. 

 In the near future, Islam is expected to be the second largest religion in the  USA 
        [ 8 ]. A common mistake is to confl ate “Arab” ethnicity for “Muslim” identity. The 
word “Arab” refers to a regional ethnicity or group of individuals tied by a shared 
language, while the word “Muslim”  defi nes   a much larger religious group with com-
mon beliefs and values that may not share ethnicity and language [ 12 ]. Indeed only 
20 % of the Muslims in the world are Arab and in the USA, Arab descendents at 
highest estimation comprise only 25 % of the total number of Muslims [ 15 ,  17 ,  18 ]. 

 One fourth of the Muslim American population is African American and another 
one fourth is from the Middle East and North Africa, including Arabs [ 18 ]. Around 
25–34 % is from South Asia, mainly including Pakistan, Bangladesh, Indonesia, India, 
and Malaysia [ 18 ]. Muslims, therefore, are a very heterogeneous population, espe-
cially in North America, and come from very different cultural, educational, and socio-
economic  backgrounds   [ 15 ]. Despite this and the fact that individuals have different 
levels of religiosity, Islam plays a central role in daily life of Muslims, they share simi-
lar values and ideologies and certain religious beliefs are homogenous [ 15 ,  19 ]. 

 Around 65 % of Muslim population in the USA is foreign born and most of them 
(94 %) reside in metropolitan areas [ 17 ]. Furthermore nearly one-third of Muslim 
Americans reside in Michigan, California, New York, and Illinois [ 20 ].   

    Discussion 

    Health Disparities Among Muslim  Americans         

 Studies focusing on health issues of Muslim Americans are limited in number and 
much of the extant health literature is not empirically based [ 16 ,  17 ]. Nonetheless, 
the available research confi rms that several key Islamic values and concepts impact 
the health behaviors and hence are important to recognize and acknowledge for the 
delivery of  religio-culturally sensitive health care  . 

 Since 9/11, Muslims are a target of hate and discrimination in the USA and many 
feel unwelcome in the health care system [ 7 ,  17 ]. For example, Muslim women 
report being harassed for wearing  hijab  in the health care environment [ 12 ,  17 ]. 
Muslim  immigrants   also fi nd the health care system in the USA complicated and 
confusing. Language barriers, cultural misconceptions and perceptions of disrespect, 
discrimination, mistrust of the system, lack of knowledge about their religious and 
cultural practices, fear of poor treatment, and gender preferences in health care are 
some of the posited reasons leading to health inequities in this population [ 6 – 9 ,  20 ]. 
In a recent study, 83 % of  health care providers   reported challenges while providing 
care for Muslim women and 94 % of patient participants (Muslim Women) reported 
that the health care providers did not understand their cultural needs [ 21 ].  
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    Islam and Islamic Beliefs 

 Islam is one of the three Abrahamic religions, along with Christianity and Judaism, 
and shares many beliefs with these two faiths including the belief in  life and judg-
ment after death  , one’s moral accountability to God and social teachings regarding 
caring for the indigent [ 12 ,  22 ]. Islam was established in seventh century by 
Mohammad in Mecca, Saudi Arabia [ 8 ,  15 ]. Shortly after his death,          Muslims 
divided into two main branches:   Sunnis ,   which includes the majority (80–90 %) and 
a   Shiite  minority   (10–20 %) who mainly live in Iran, Iraq, and parts of Lebanon [ 15 , 
 17 ]. There are two main sources for Islamic morality: the Qur’an, which is consid-
ered to be the literal word of God conveyed to the Prophet Mohammad, and the 
  Sunnah   , which includes the statements, tacit approvals, and actions of the Prophet 
Mohammad [ 15 ,  23 ]. Of note the Qur’an is also held to be a source of healing and 
a comfort for the ill, and thus Muslim patients may recite it or have others do so 
while in the hospital [ 15 ,  23 ]. 

 For some Muslims, the community religious leader, called an  Imam  or   Shaykh   , may 
provide religious guidance regarding treatment decisions. These leaders can be helpful 
in encouraging healthy behaviors (e.g., sending messages during religious gatherings) 
and performing life and death rituals, and are seen as a source of religious guidance for 
Muslim patients and providers facing moral dilemmas in health care [ 14 ,  24 ].  

    General Beliefs about Health and the US Health Care System 
among Muslim  Americans   

 Islam encourages the use of science and medicine [ 17 ] and many Muslims respect 
Western medicine’s healing capacity [ 9 ,  20 ,  25 ]. Physicians are held in high regard 
with great respect and trust in Muslim communities and therefore, patients tend to 
submit to their authority without questioning [ 20 ,  22 ]. Qualitative studies have 
shown that Muslim populations do not consider good health as solely the absence of 
disease; but rather good health is perceived as a state of balance and poor health as 
a state of imbalance [ 25 ]. 

 There is, in general, the expectation that patients will receive medications: either 
a prescription to take home or an injection at the hospital. If the health care provider 
does not prescribe any medicine, the patient may think nothing was done. Therefore, 
managing expectations or an explanation about the importance of other kinds of 
treatment or consultation may be  required   [ 25 ].  

     Prayer   

 One of the fi ve pillars of Islamic worship is prayer. Muslims are enjoined to pray fi ve 
times a day at specifi c intervals starting at dawn and extending into the night with the 
time of prayer slightly changing daily according to the changes in daylight hours. The 
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most important prayer of the week occurs on Friday around midday and it is a congre-
gational prayer usually performed in mosques [ 15 ].  F        or prayer, Muslims must stand 
facing Mecca, the holy city in Saudi Arabia. Therefore, patients may ask about com-
pass directions so that they may face northeast which is the direction towards Mecca 
in North America [ 15 ]. During prayer Muslims observe cycles of standing, bending, 
and kneeling with the head on the fl oor [ 15 ]. If the patients cannot stand up, they can 
pray sitting in a chair or bed and prayer should not be interrupted until fi nished [ 22 ]. 
A quiet environment should be provided for the patient during prayer, if possible [ 2 , 
 8 ]. Neutral prayer space has been reported as one of the key health care accommoda-
tions asked by Muslim Americans, along with no interruption during the prayer [ 7 ]. 

 Before prayer, Muslim patients may request to perform a ritual ablution called  wudu  
including washing of the face, hands, arms up to the elbows, and feet [ 15 ,  20 ]. Also 
important is the general cleanliness of the area. For prayer, one’s body, clothes, and 
place should be free of “dirtiness,” including blood, stool, and urine. For this reason, 
patients usually prefer the bathroom to a bed pan, and use a prayer rug for  prayer   [ 2 ,  8 ].  

     Fasting   

 Fasting during the month of Ramadan is mandatory in Islam.          The Islamic calendar 
is lunar and therefore the time of Ramadan varies and can be in any of the four sea-
sons. As a result, Muslims may face greater challenges when Ramadan occurs dur-
ing the longer, hotter summer days [ 15 ,  22 ,  26 ]. During the month, Muslims avoid 
eating, drinking, and sexual activity from dawn to dusk. Generally, Muslims eat a 
light meal before dawn and a complete meal after sunset. After sunset, there is usu-
ally a family feast and therefore food consumption may paradoxically increase dur-
ing Ramadan [ 15 ,  20 ]. 

 Although people who are travelling, menstruating women, and sick individuals 
are exempt from fasting, many Muslims try to fast during illness because not fasting 
is perceived as a personal failure [ 15 ,  20 ,  22 ,  26 ]. We recommend a thorough history 
to include questions about fasting because it can impact the care being provided, 
i.e., a diabetic Muslim patient on long-acting insulin will need medication adjust-
ment during a fast [ 20 ]. All medications, both oral and injectable, should be adjusted 
to nighttime administration during Ramadan, when possible. Health care providers 
should provide positive support and avoid advising patients not to fast if the patient 
wants to. Muslims may be more likely to take the advice if they believe that their 
health care provider is knowledgeable about fasting [ 20 ,  26 ]. Involving religious 
leaders may help in promoting informed choice (both religiously and medically) 
regarding decisions to  fast   [ 26 ].  

     Diet   

 There are specifi c dietary codes in Islamic law. Not only are pork and alcohol 
strictly prohibited in Islam, but they are considered “religiously dirty.” Therefore, 
any medicine that is prepared using products derived from swine or alcohol is 
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forbidden by most religious authorities [ 19 ,  20 ]. Furthermore, meat should only be 
consumed if it is “ Halal ,” meaning the animal is killed in a particular way and spe-
cifi c prayers are recited before slaughtering the animal.  Halal  food is also perceived 
by some Muslims to be healthier and assists the body to heal [ 7 ,  15 ,  19 ]. If not avail-
able, vegetarian food should be served for Muslim patients who observe these 
dietary regulations [ 20 ].  

    God’s Will and Fatalism 

 Muslims frequently refer to God in daily conversations. “         Praise to God” follows 
statements with positive connotations, including health.  “ In-sha-allah ” (God will-
ing)   is used frequently when any plan, wish, or future result is expected; even when 
making an appointment. These phrases are often a sign of being polite and not being 
assertive about the future [ 20 ]. However, the idea that nothing occurs without the 
will of God is a major doctrine that may impact health behaviors [ 14 ,  22 ,  23 ]. 
Muslims view physicians as the means through which help is received; whereas the 
healing is endowed by God [ 14 ,  22 ,  23 ]. Muslim Americans may also view religious 
leaders (Imam) or family members as adjuncts to healing [ 14 ]. The concept of 
“God’s will,”    however, does not imply that Muslims are fatalistic, but rather that 
they have a personal responsibility to God to maintain their health and should 
actively seek help when necessary [ 20 ,  25 ].  

    Family’s Role 

 The family is a core institution of Muslim  society  . Decisions about important issues 
are often made collectively and many family members are often present at the times 
of birth, illness, and death. Loyalty to one’s family and a respect for the elderly are 
considered important Islamic social teachings [ 9 ,  20 ,  25 ]. Therefore, a health care 
provider should build trust with family members, alongside the patient. Complex 
decision-making may proceed through a family spokesperson—usually the oldest 
male. Providers should be cognizant of the potential norms regarding surrogate deci-
sion-making and familial negotiation [ 12 ,  25 ]. Visiting the sick members of one’s 
community is a communal obligation in Islam and health care providers should 
expect many people to visit the patient, even if they are not directly related [ 27 ].  

    Death 

  Death   is considered to be a parting from this temporal life towards the eternal one. 
It is an occasion for many religious rituals [ 15 ,  27 ]. Near the time of death, family 
members may want to turn the patient’s face toward Mecca and to read  the         Qur’an 
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to the patient. They may want the patient to say “ shahada ” (testimony of faith) [ 15 , 
 20 ,  28 ]. Brain death and organ donation present complicated ethical challenges and 
are treated with some ambiguity in Islamic law. Different authorities have endorsed 
different defi nitions of death. Some acknowledge brain death as equivalent to death 
proper in Islam, while others consider only cessation of the heart beat and respira-
tion as death [ 23 ,  29 ]. Similarly some authorities suggest that organ donation is 
Islamically permissible while others fi nd it problematic. This plurality has its roots 
in the differences among schools of Islamic law and different moral reasoning 
methodologies [ 15 ,  17 ,  23 ]. While some studies have reported that Islamic religios-
ity might negatively affect the attitude towards organ donation [ 17 ,  30 ,  31 ], mosque 
community-based research did not confi rm such a relationship [ 17 ]. It is even 
reported that religion can be a motivating factor among Muslims who agree to organ 
donation [ 31 ]. Ethnicity appears to play a role in organ donation attitudes, with 
Middle Eastern Muslims having the highest rates of belief in cadaveric organ dona-
tion, followed by South Asians and African American  Muslims   [ 17 ,  28 ]. 

 After death, a large group of family members may come to the hospital and par-
ticipate in the grieving process [ 20 ,  28 ]. Religious rituals performed by family 
members may include ritual washing and wrapping of the body in a simple white 
cloth and prompt burial at a Muslim cemetery [ 27 ,  28 ]. Autopsy is another contro-
versial topic. While it is performed on a regular basis in many Muslim countries, it 
is considered undesired because it is believed that the physical body should be 
clean, normal appearing, and not distorted to preserve  dignity   [ 32 ,  33 ].  

     Gender   Roles 

 In Muslim communities, gender is an important factor of  identity         and infl uences 
social roles. It even affects self-reported health, as women are more likely to self- 
evaluate their health as poor [ 34 ]. Separation of genders is a norm of Muslim societ-
ies and depending on acculturation, contact between male and female may be 
limited to only family members. Skin-to-skin contact, even shaking hands between 
men and women, is considered inappropriate and is strongly discouraged, although 
these rules are relaxed somewhat if medical treatment is required. Female patients 
may also deny physical examinations or delay care if the health care provider is 
from the opposite gender [ 8 ,  15 ]. Asking for same-gender health care provider is 
repeatedly the single most frequent cultural accommodation asked by Muslims of 
both genders [ 7 ,  8 ,  15 ]. Islamic law dictates a priority-order for physician selection 
founded upon preserving modesty in cross-gender interaction where Muslim 
patients are encouraged to seek out Muslim physicians of the same gender, and if 
not available a non-Muslim from the same gender [ 35 ]. Touching the opposite gen-
der, even tapping on their shoulder can make the patient very uncomfortable and be 
considered offensive [ 15 ]. If there is no other choice, having gloves on during a 
physical exam may help the patient feel more comfortable since it prevents skin to 
skin contact [ 2 ,  35 ]. Religious teachings also inform dress codes, including cover-
ing of the body of both males and particularly females [ 20 ,  35 ]. Therefore, gowns 
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which adequately cover the patient’s body or allowing them to remain dressed in 
their own clothing is helpful. During the exam, expose only the body part which is 
being examined, and allow the rest of the body to remain covered [ 35 ]. Some 
women may want to follow the rules of  Hijab , in which they are instructed to cover 
the whole body, including the hair, except for face and  hands   [ 17 ,  20 ,  35 ]. 

 Sexual relations prior to and outside of marriage are strictly prohibited by Islamic 
law [ 9 ], thus rates of premarital and extramarital sex are quite low in Muslim com-
munities and those relationships bring stigma and shame to the person and the fam-
ily [ 8 ,  20 ]. It is recommended that sexual history taking be performed with extreme 
sensitivity (in private and indirectly) and only when necessary [ 6 ]. As in all cultures, 
Islamic gender norms are increasingly variable and as attitudes are evolving, tradi-
tional interpretations of gender roles are evolving as  well           .   

    Conclusion 

 Religio-cultural competence is important for delivering high-quality health care. 
This chapter serves as a basic resource for providing culturally sensitive care to 
American Muslims. Although Muslim Americans are a population with a common 
religious identity, signifi cant heterogeneity in religiosity is present within this 
group. It is important, therefore, to take our guidelines as a general framework for 
understanding Muslim patient values and health behaviors while being attuned to 
providing health care accommodations for the specifi c needs and values of the 
“Muslim” patient you are treating [ 9 ,  20 ].  

    Recommendations 

•     Consider same-gender health care provider and principles of modesty. Avoid 
opposite gender skin to skin contact. If opposite gender care cannot be avoided, 
keep the patient covered as much as possible and use a barrier (i.e., gloves).  

•   Involve family. Discuss severe illness or disease with the elder family member 
and involve the decision maker member (after patients’ consent is obtained).  

•   Respect and understand the needs for prayer: space, no interruption, 
cleanliness.  

•   Meet dietary needs, including Halal meat or vegetarian food,          fasting, and adjust-
ments to medication administration.        
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    Chapter 18   
 Disparities and Diversity in Biomedical 
Research       

       Lynne     Holden      and     Lynne     D.     Richardson     

            Introduction 

       Despite the remarkable scientifi c advances achieved by biomedical research over 
the past 50 years, there is convincing evidence that not all segments of the popula-
tion have benefi ted equally from this progress. Persistent differences exist in health 
status and health care outcomes as a function of race, ethnicity, English language 
profi ciency, insurance status, and other social, economic, and demographic  charac-
teristics   [ 1 – 4 ]. Eliminating these disparities in health and health care has been a 
national priority for federal public health and research agencies for the past decades 
but progress towards this goal has been painfully slow [ 4 – 6 ]. 

 The  research community      is central to accelerating the achievement of health 
equity through the creation of scientifi c knowledge to inform our understanding of 
the underlying mechanisms that cause disparities and the development of evidence- 
based interventions to reduce and ultimately eliminate health and health care dis-
parities. This undertaking involves signifi cant conceptual and methodological 
challenges, as well as consideration of the current scientifi c context within which 
research on minority populations occurs, and the diversity and cultural competency 
of the research workforce. Research on health disparities has already yielded sub-
stantial information about the magnitude of the problem as well as insights about 
etiologies, mechanisms, and possible interventions to improve health equity. 
Continuing efforts and new approaches are needed to identify, measure, understand, 
and eliminate disparities. 
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 A 2006 IOM Report noted that the “study of disparities is the study of the mul-
tiple, complex, and sometimes subtle relationships among genetic susceptibility, 
individual behavior, social environment, physical surroundings, disease prevention, 
and treatment interventions that lead to the observed differences in health status and 
health outcomes” [ 6 ]. Over the past decade, it has become widely accepted that 
examination of the social determinants of health is crucial to understanding dispari-
ties and to designing interventions to eliminate them [ 7 ]. Recent advances in 
genomic science and the emergence of personalized medicine are creating new 
ways to identify those at highest risk of poor outcomes and to target treatments to 
optimize benefi ts. Successful development of the science of disparities will require 
the full range of  research approaches  : basic, translational, clinical, epidemiological, 
behavioral, and health  services      research [ 6 ]. 

 Achieving diversity in the biomedical, health services and behavioral research 
workforce is critical to ensuring that the best and brightest minds are available to 
contribute their efforts to our national research goals. Despite long-standing efforts 
from the public and the private sectors to increase the number of scientists from 
underrepresented groups, diversity in the  biomedical research workforce   still falls 
far short of mirroring that of the US population [ 8 ]. This has implications for both 
the quality and the fairness of the research enterprise. Diverse teams working 
together outperform homogenous teams, particularly when teams address complex 
problems in biomedical and behavioral research, technology, and health [ 9 ,  10 ]. 
Increasing  workforce diversity   has also been shown to expand the range of research 
questions, some of which may have been neglected [ 11 ]. Many experts agree that 
development of a diverse research workforce—in basic, clinical, health services, 
and behavioral research—is an essential component of reducing health inequities 
[ 12 ,  13 ]. 

 This chapter reviews the progress that has been made and discusses the continu-
ing challenges to achieving health equity and to building a diversifi ed research 
 workforce  .  

    Discussion 

          The Role of Research in Eliminating Health and Health 
Care Disparities 

 The goal of eliminating health disparities cannot be accomplished by a single sector 
or entity but the role of research and data in driving policy and interventions to 
address health disparities cannot be overemphasized. Research uncovers the dimen-
sions and complexities of health disparities and provides the evidence base for 
actions that can be taken at multiple levels to promote  health equity  . It is research 
that identifi es and measures disparities in health status, health care, and health out-
comes. It is research that has revealed the multifactorial causes of health disparities 
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and the interactions between biological, social and environmental factors [ 6 ,  7 ]. 
Research has documented the role of  bias and stereotyping   on the part of health care 
providers in contributing to unequal treatment [ 14 ]. It is research that precisely 
characterizes the prevalence of various diseases and their complications in specifi c 
population subgroups to allow appropriate diagnostic decision-making and research 
that reveals differential treatment effi cacy across various racial and ethnic groups 
[ 15 ]. It is research that has established the linkage between health inequities and the 
social determinants of health (i.e., the conditions in which people are born, grow, 
live, work, and age) [ 6 ,  7 ,  13 ]. And it is research that formally tests effectiveness of 
patient-level, provider focused, systems-level, and community-based initiatives to 
eliminate disparities. 

 In 2009, the Federal Collaboration on Health Disparities Research ( FCHDR        ) 
was established to increase scientifi c collaboration to eliminate health disparities 
and to explore needs and opportunities for pooling scientifi c expertise and resources 
to conduct, translate, and disseminate research to develop the evidence base for 
policy and practice. The objectives of the FCHDR are to explore the complexity  of 
     addressing the broad biological and nonbiological determinants of health; to develop 
the evidence base; to identify new or improved solutions; and to support and dis-
seminate research. Led by the Offi ce of Minority Health of the US Department of 
Health and Human Services, and the National Institute on Minority Health and 
Health Disparities of the National Institutes of Health, the FCHDR fosters commu-
nication, coordination, and collaboration amongst federal agencies that sponsor 
health disparities research and promotes continued integration of science, practice, 
and policy, including actions on the social determinants of health and community 
engagement [ 7 ].  

    Defi ning and  Measuring   Disparities 

 For many years, disparities research was hampered by a lack of consensus on how to 
defi ne health disparities and how to measure them. Health disparities are more than 
simple differences in health. The term  disparity  connotes a difference that is inequi-
table, unjust, or unacceptable [ 6 ]. Observed differences in health between groups 
vary depending on which groups are observed and what is measured. Characterization 
of a difference as unjust requires a detailed understanding of the nature and etiology 
of the difference and is likely to involve multiple criteria such as avoidability, muta-
bility, and detriment to groups that are disadvantaged in terms of opportunities and 
access to resources [ 6 ]. Groups may be described by gender, race, ethnicity, educa-
tion, occupation, income, place of residence, or other characteristics chosen by the 
observer. The choice of group characteristics may be based on a conceptual model, 
observed empirical differences, or beliefs regarding what is just [ 6 ]. 

 Additional challenges to the investigation of health disparities are presented by 
the requirement for accurate identifi cation and categorization of groups. With 
respect to race and ethnicity, self-identifi cation is generally considered the gold 
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standard [ 16 ]. Often these variables are assigned by clerical, clinical, or research 
staff without inquiry and many authors do not indicate how information about race 
and ethnicity of subjects was obtained [ 15 ,  16 ]. 

 The granularity used to categorize race  an     d ethnicity is another important meth-
odological issue. The most commonly used are those delineated by the Offi ce of 
Management and Budget (OMB) which includes fi ve race categories: (1) American 
Indian or Alaska Native; (2) Asian; (3) Black; (4) Native Hawaiian or Other Pacifi c 
Islander; (5) White; and two ethnicity categories: Hispanic/Latino or non-Hispanic/
Latino. The OMB allows for the designation of multiple race categories by an indi-
vidual but it requires that race and ethnicity be separately designated. This creates 
conceptual issues for those who believe that race and ethnicity should not be con-
sidered separately because these two categories overlap, as well as practical issues 
for researchers since many Hispanic/Latino individuals self-identify only as Latino 
and refuse to designate a  race   [ 17 ]. 

 Data that use large groupings of race and ethnicity may fail to distinguish sub-
stantial differences in health status within some racial groups. For example, data on 
Asians and Pacifi c Islanders are often pooled, masking the persistently poorer health 
indicators of Native Hawaiians. Similarly, patterns are seen in some Hispanic sub-
groups: Puerto Ricans often have signifi cantly poorer measures of health status and 
health outcomes than Mexican Americans, whose status is usually poorer than that 
of Cuban Americans. Presenting measures of health for “Hispanics” masks the sub-
stantial variation among Hispanic subpopulations. Blacks are also quite heteroge-
neous with many ethnic subgroups. There have been many calls for more granular 
collection of race and ethnicity data to identify important health disparities among 
subgroups, an issue that was partially addressed in the 2010 census [ 6 ,  18 ]. 

        Socioeconomic status (SES)   presents different, but equally complex, measure-
ment issues. The concept of SES is a composite of several factors. Classically these 
included individual income, education, and occupation but other factors such as 
household income, childhood income level, parental education, and wealth have 
been shown to infl uence health status and outcomes. Unfortunately, in many research 
studies, this complexity is lost because only one or two of these factors are mea-
sured, rather than incorporating all SES factors relevant for the research question 
being studied [ 6 ]. As a result, conclusions about the relationship between SES and 
health vary widely in the literature, depending on which SES measures were used.    

 Measurement issues in studies that examine race, ethnicity, and  SES   must also 
account for the interactions between these variables. In the USA, there is a nonran-
dom distribution of education and income across racial and ethnic groups [ 6 ]. 
Characteristics such as minority racial/ethnic status and low income or less educa-
tion frequently coexist within populations and may interact with one another to 
produce health disparities. It is well documented that the meaning of specifi c indica-
tors of socioeconomic  status   may differ across groups [ 6 ]. At each level of income, 
for example, African Americans and Hispanics have lower net worth and live in 
worse neighborhoods than whites [ 19 ,  20 ]. The meaning of educational attainment 
also varies across groups with higher education conferring lesser health benefi ts on 
minorities and women, refl ecting lower social and economic returns on education 
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for these groups [ 6 ,  19 ]. Special measurement problems arise for groups that have 
received their education in other countries, where there are different educational 
systems and levels of accreditation. In many populations, the data suggest that one 
cannot adequately study racial and ethnic disparities in health without considering 
socioeconomic factors and vice versa [ 19 ,  20 ]. Ideally, researchers should simulta-
neously examine the effects of race, ethnicity, socioeconomic status, and rural or 
urban residence when evaluating  disparities  . 

 Health care disparities are one particular aspect of health disparities which has 
received substantial attention. Differences in access to health care and the quality of 
health care for racial, ethnic, and  limited English profi ciency   groups have been well 
documented [ 14 ]. While the overall impact of these disparities is considered small 
relative to other determinants of health, health care disparities are of substantial 
interest to the medical community and may be the most amenable to changes within 
the health care system [ 14 ,  15 ]. 

 The US Department of Health and Human Services currently defi nes a “health 
disparity” as “a particular type of health difference that is closely linked with social, 
economic and/or environmental disadvantage. Health disparities adversely affect 
groups of people who have systematically experienced greater obstacles to health 
based on their racial or ethnic group; religion; socioeconomic  status  ; gender; age; 
mental health; cognitive, sensory, or physical disability;  sexu     al orientation or gen-
der identity; geographic location; or other characteristics historically linked to dis-
crimination or exclusion” [ 5 ,  6 ]. 

 It is now clear that many of the underlying risk factors that contribute to health 
disparities are the result of where we live, learn, work, and play. These factors, com-
monly called “social determinants of health,” interact to impact health and contrib-
ute to health disparities. According to The National Partnership for Action to End 
Health Disparities, eliminating health disparities will necessitate behavioral, envi-
ronmental, and social-level approaches to address issues such as insuffi cient educa-
tion, inadequate housing, exposure to violence, and limited opportunities to earn a 
livable wage.  Health equity   is attainment of the highest level of health for all people. 
Achieving health equity requires valuing everyone equally with focused and ongo-
ing societal efforts to address avoidable inequalities, historical and contemporary 
injustices, and the elimination of  health and health care disparities   [ 21 ]. 

 Measuring health equity requires, at a minimum, having population-based data 
on health status, health care, and the social determinants of health that can be disag-
gregated (with adequate sample sizes for reliable estimates) by race; ethnic group; 
markers of socioeconomic status such as income, education, and wealth; gender; 
disability status;  sexual orientation  , and other characteristics that have been associ-
ated with social stigma. Existing routine data systems have known limitations for 
examining race and socioeconomic  status  , but are particularly inadequate for cap-
turing these other important dimensions of equity. 

 Key challenges in measuring health equity that should be addressed as part of 
efforts to eliminate health disparities include:  i      nadequate  numbers of certain highly 
disadvantaged groups, such as  American Indians  , in many routine data sources to 
obtain reliable estimates regarding their health needs; a complete absence of data on 

18 Disparities and Diversity in Biomedical Research



194

some groups, such as  sexual orientation   minorities; and inadequate information 
about social and economic conditions to understand either racial and ethnic or 
socioeconomic disparities, often resulting in erroneous assumptions regarding 
underlying reasons for the  disparities   [ 6 ].  

    Inclusion of Disparities  Populations in Research Studies   

 Despite the substantial practical and methodological challenges involved in gather-
ing accurate individual data on race, ethnicity, language preference, and other rele-
vant demographic and social characteristics, it is imperative that such data be 
routinely collected in all health care settings, all research studies and all national 
datasets. Culturally competent health care requires control of the health care pro-
vider’s biases and prejudices; it also requires accurate group specifi c data on disease 
presentation, prevalence, and processes in minority populations [ 14 ,  15 ]. Lack of 
knowledge regarding population-specifi c information may adversely affect the 
quality of diagnostic decision making for minority patients. Collection of more 
granular data on race, ethnicity, language preference,  socio-eco   nomic  status, gender 
identity and  sexual orientation  , and disabilities in all health surveys, data sets, and 
public health monitoring measures would dramatically enhance the data available to 
clinicians and researchers. Embedding disparities research into all large studies 
(molecular, clinical, and epidemiological), could be achieved through the greater 
inclusion of appropriate measures of race, ethnicity, socioeconomic  status  , and the 
psychosocial and environmental factors that are likely to shape health disparities in 
the population being studied at each time point of data collection. Consistent appli-
cation of a health equity lens on all types of research is needed to generate the data 
required to identify, monitor, and eliminate health  disparities  .  

    Diversity of the  Research Workforce   

       It has been suggested that a diverse team of researchers will be more likely to ask 
and pursue the most appropriate questions in the most appropriate manner to elimi-
nate health disparities [ 11 – 13 ]. According to a 2010 Census Bureau report, minori-
ties will make up half of the US population by 2050 [ 18 ]. However, the makeup of 
the biomedical research workforce does not refl ect the diversity of the population. 
According to the National Science Foundation, underrepresented minorities are less 
likely than whites to attend or graduate from college with a degree in science or 
engineering [ 22 ]. Although underrepresented minorities’ share of science degrees 
has been rising over the past decades, only 6.9 % of doctorate degrees were obtained 
by Blacks, Hispanics, and Native Americans in 2010 [ 22 ]. Similarly, the number of 
underrepresented minorities pursuing a medical degree is lagging behind the 
nation’s demographic shift with only 13.5 % of physicians identifying as Black or 
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African American, Hispanic or Latino, and American Indian or Alaska Native in 
2013 [ 23 ]. Only a fraction of those obtaining science or medical doctoral degrees 
actually conduct research, making the underrepresentation of Blacks, Latinos, 
American Indians, and Alaska Natives even more pronounced. 

 During the fi rst decade of the twenty-fi rst century, increasing the diversity of the 
research workforce had been the focus of several federal initiatives. For example, 
the National Institutes of Health, the nation’s premiere research agency, launched 
both intramural and extramural biomedical research workforce programs to increase 
the number of  underrepresented minorities   in the research workforce pipeline, to 
mentor underrepresented minority scientists and strengthening the infrastructure of 
comparatively under-resourced minority institutions. These programs include 
Minority Access to Research Careers, Minority Biomedical Research Support, 
Research Centers at Minority Institutions, and Diversity Research Supplements. 
Other major federal funders of pipeline programs targeting biomedical research 
include: the Offi ce of Minority Health of the Department of Health and Human 
Services, Centers for Disease Control, and the National Science Foundation. Most 
of these pipeline programs target college students; less than 12 % focus on middle 
or high school  students   [ 24 ]. 

 It has been well documented that throughout the education pipeline, Black, 
Latino, and Native American students are less likely  to      graduate from high school, 
less likely to attend college, less likely to major in biomedical science, and less 
likely to obtain a doctoral level degree [ 22 ,  23 ]. However, it was commonly assumed 
that once minority scientists advanced to the stage of faculty, their chances of 
obtaining funding from NIH as principal investigators would be similar to those of 
white faculty. In 2011, a thoughtful analysis published by  Ginther   and colleagues 
examined data for research grants submitted to the National Institutes of Health 
between FY 2000 and FY 2006. The study sample included 83,188 applications 
from 40,069 unique PhD investigators; of these, 1.4 %, self-identifi ed as Black, 3.2 
% as Hispanic, and 0.05 % as Native American. The study determined that after 
controlling for education and training, employer characteristics, and measures of 
scientifi c achievement such as previous grants, publications, and citations; the like-
lihood of obtaining NIH funding for an R01 grant application, (the most common 
type of investigator-initiated research project grant), black applicants were 10 per-
centage points less likely to receive  research funding   compared with whites [ 25 ]. 

       The results of this study sparked a national debate over lack of diversity in the 
research workforce and the fairness of the NIH review processes. Leadership of the 
National Institutes of Health called the fi ndings unacceptable and responded swiftly, 
affi rming the “urgent need to ensure that the scientifi c talent which is key to our 
nation’s success is nurtured, recognized, and supported across all demographic 
groups” and described multiple objectives related to increased efforts to diversify 
the research workforce including: (1) improving the quality of the training environ-
ment; (2) balancing and broadening the perspective in setting research priorities; (3) 
improving the ability to recruit subjects from diverse backgrounds into clinical 
research protocols; and (4) improving capacity to address and eliminate health  dis-
parities   [ 26 ]. 
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 Within a year, the NIH Working Group on Diversity on the Biomedical Workforce 
recommended a framework for action that included: data collection/evaluation; 
mentoring/career preparation and retention; institutional support at universities/aca-
demic health centers, and at NIH; and bias-related research and intervention testing 
[ 8 ]. The following year a series of new funding initiatives were announced includ-
ing the National Research Mentoring Network (NRMN), Building Infrastructure 
Leading to Diversity (BUILD) and the Coordination and Evaluation Center (CEC). 
Evaluation of the impact of these initiatives is ongoing. 

       Experts agree that increasing the diversity of the biomedical workforce has to 
begin early and continue throughout career development. Early factors cited 
throughout the literature needed to achieve this goal include the elimination in dis-
parities in K-12 education and the continuation of early intervention biomedical 
pipeline programs. The fi rst step is to introduce science in an engaging fashion and 
as a potential career path beginning in elementary school to begin to develop scien-
tifi c minds. This must be accompanied by enrichment from “pipeline programs” 
outside of the primary and secondary educational systems to educate and groom 
individuals from underrepresented groups for research  careers  .   

    Conclusion 

 The elimination of health disparities will require the engagement of the entire spec-
trum of biomedical, clinical, health services and behavioral research. Despite sub-
stantial progress, signifi cant methodological, practical, and workforce challenges 
remain. The collection of granular data on individual demographic and social char-
acteristics in all research studies and in all health care settings is an essential com-
ponent to overcoming these challenges. A culturally competent and diverse research 
workforce is critical to the elimination of health disparities.  

    Recommendations 

•     Careful collection of appropriate measures of race, ethnicity, language prefer-
ence, gender identity and  sexual orientation  , socioeconomic status, immigrant 
status, residential characteristics, psychosocial data, and environmental factors 
should be embedded into large research studies of all types (molecular, clinical, 
epidemiological, and health services) to allow examination of disparities issues 
in the population and condition being studied.  

•   Differential impact of treatments and interventions on racial, ethnic, and disad-
vantaged population groups should be measured in all therapeutic or interven-
tional trials.  

•   Investigations designed to identify or measure disparities should use the “health-
iest” population subgroup as the reference group, with the disparity defi ned as 
the absolute difference between the reference group and each other subgroup.  

L. Holden and L.D. Richardson
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•   Trans-disciplinary research initiatives using both quantitative and qualitative 
approaches are needed to further advance understanding of the underlying causes 
of health disparities, including the biological mechanisms mediating disparities, 
gene–environment interactions, and social factors such as social connectivity, 
stress, and racial/ethnic discrimination.  

•   Effective targeted interventions to reduce health disparities that are tailored (clin-
ically and culturally) for specifi c populations must be developed, evaluated, and 
disseminated.  

•   Established investigators and research institutions should actively seek to 
increase the diversity of their research trainees and facilitate their success, which 
will serve to improve both the diversity and the cultural competence of the 
research workforce.  

•   Innovative middle school, high school, and college programs are needed to pro-
vide Black, Latino, Native American, and disadvantaged youth with research 
exposure and training.        
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   Part II 
   Cultural Competency Case 

Studies: Transitional Introduction              

  The   following cases are provided for use in teaching environments for attending 
physicians, nurses, residents, students, and other health care professionals. Our 
intention in including these case studies is to enhance the chapter material. 
Instructors should feel free to model additional cases on those included here for 
teaching purposes. 

 The cases were developed with a focus on the  Next Accreditation System for 
Emergency Medicine   also known  as   Milestones. These milestones evolved from the 
original Accreditation Council for Graduate Medical Education ( ACGME)      core 
competencies. The majority of our contributors have experience in Emergency 
Medicine, which makes the Emergency Medicine Milestones an appropriate choice 
for inclusion. They were designed for programs to use in semiannual review of resi-
dent performance and reporting to the ACGME. Milestones are knowledge, skills, 
attitudes, and other attributes for each of the ACGME competencies organized in a 
developmental framework from less to more advanced. They are descriptors and 
targets for resident performance as a resident moves from entry into residency 
through graduation. While some of the milestones are applicable to all health pro-
fessionals, these competencies were written specifi cally as guidelines for emer-
gency medicine residency programs. 

       Emergency Medicine Milestones [ 1 ] 

      Emergency Stabilization :   Prioritizes critical initial stabilization action and mobi-
lizes hospital support services in the resuscitation of a critically ill or injured 
patient and reassesses after stabilizing intervention.  

   Performance of Focused    History and Physical Exam :   Abstracts current fi ndings in a 
patient with multiple chronic medical problems and, when appropriate, com-
pares with a prior medical record and identifi es signifi cant differences between 
the current presentation and past presentations.  
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    Diagnostic Studies :   Applies the results of diagnostic testing based on the probability 
of disease and the likelihood of test results altering management.  

   Diagnosis : Based on all of the available data, narrows and prioritizes the list of 
weighted differential diagnoses to determine appropriate management.  

    Pharmacotherapy : S  elects and prescribes appropriate pharmaceutical agents based 
upon relevant considerations such as mechanism of action, intended effect, 
fi nancial considerations, possible adverse effects, patient preferences, allergies, 
potential drug–food and drug–drug interactions, institutional policies, and clini-
cal guidelines; and effectively combines agents and monitors and intervenes in 
the advent of adverse effects in the ED.  

    Observation and Reassessment :   Reevaluates patients undergoing ED observation 
(and monitoring) and using appropriate data and resources, determines the dif-
ferential diagnosis and, treatment plan, and disposition.  

   Disposition :  Establishes   and implements a comprehensive disposition plan that uses 
appropriate consultation resources, patient education regarding diagnosis,  treatment 
plan, medications, and time- and location-specifi c  disposition   instructions.  

   Multitasking (Task Switching) :  Employs   task switching in an effi cient and timely 
manner in order to manage the ED.  

   General Approach to Procedures :  Performs   the indicated procedure on all appropri-
ate patients (including those who are uncooperative, at the extremes of age, 
hemodynamically unstable and those who have multiple comorbidities, poorly 
defi ned anatomy, high risk for pain or procedural complications, sedation 
requirement), takes steps to avoid potential complications, and recognizes the 
outcome and/or complications resulting from the procedure.  

    Airway Management : Performs      airway management on all appropriate patients 
(including those who are uncooperative, at the extremes of age, hemodynami-
cally unstable and those who have multiple comorbidities, poorly defi ned anat-
omy, high risk for pain or procedural complications, sedation requirement), takes 
steps to avoid potential complications, and recognize the outcome and/or com-
plications resulting from the procedure.  

    Anesthesia and Acute Pain Management : Provides      safe acute pain management, anesthe-
sia, and procedural sedation to patients of all ages regardless of the clinical situation.  

   Other Diagnostic and Therapeutic Procedures: Goal-Directed Focused Ultrasound 
(Diagnostic/Procedural) :  Uses   goal-directed focused ultrasound for the bedside 
diagnostic evaluation of emergency medical conditions and diagnoses, resuscita-
tion of the acutely ill or injured patient, and procedural guidance.  

   Other Diagnostic and Therapeutic Procedures:    Wound Management : A  ssesses 
and appropriately manages wounds in patients of all ages regardless of the 
clinical situation.  

   Other Diagnostic and Therapeutic Procedures:    Vascular Access : S  uccessfully obtains 
vascular access in patients of all ages regardless of the clinical situation.  

   Medical Knowledge :  Demonstrates      appropriate medical knowledge in the care of 
emergency medicine patients.  

    Patient Safety :   Participates in performance improvement to optimize patient safety.  

Part II Cultural Competency Case Studies: Transitional Introduction 
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    Systems-Based Management : Part  icipates in strategies to improve health care deliv-
ery and fl ow. Demonstrates an awareness of and responsiveness to the larger 
context and system of health care.  

   Technology : Uses  technolo  gy to accomplish and document safe health care delivery.  
   Practice-Based Performance Improvement : Participates  i  n performance improve-

ment to optimize ED function, self-learning, and patient care.  
    Professional values : Demonst  rates compassion, integrity, and respect for others as 

well as adherence to the ethical principles relevant to the practice of medicine.  
    Accountability : Demonst  rates accountability to patients, society, profession, and self.  
   Patient-Centered Communication :  Dem  onstrates interpersonal and communication 

skills that result in the effective exchange of information and collaboration with 
patients and their families.  

   Team Management : Leads patient-   centered care teams,  ensuring   effective commu-
nication and mutual respect among members of the team.             
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    Chapter 19   
 Case 1: African-American Infant and Family       

       Sheryl     L.     Heron       and     Lynne     D.     Richardson     

            Case Scenario 

 A 3-year-old African-American infant is brought to the  Emergency Department   by 
her 19-year-old mother and her 55-year-old grandmother. The infant is  febrile   to 
104.2 °F and is inconsolable, pulling on her left ear and clinging to her mother. The 
infant is wrapped in several blankets and dressed in fl annel long-sleeved pajamas. In 
the patient treatment area, the resident, a young white man, undresses the infant to 
examine her. The exam is remarkable for a dull left  tympanic membrane   with 
decreased movement on pneumatoscopy: the rest of the physical exam is unremark-
able. The doctor, believing the child to be overdressed, prevents the mother from 
replacing all of the layers of clothing and blankets. The infant’s grandmother 
becomes so hostile that she has to be removed by security. 

    Review of Symptoms 

 Per Mother: The infant has been febrile, inconsolable, and pulling on her left ear. 
She has been drinking fl uids but has decreased intake of solid foods. She denies 
rhinorrhea, cough, and abdominal pain. All other systems are  reported   negative.  
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    Past Medical History 

 None, normal spontaneous vaginal delivery at full-term and immunizations are 
up-to-date  

    Family History 

 Diabetes only. No hypertension, cancer, or other  illnesses    

    Social History 

 The mother and grandmother live together in the same home with the infant. No 
history of tobacco or drug use reported in the home.  T  he infant’s  father   is not with 
the family.  

    Physical  Exam   

  Vital Signs : Temp: 104.2 °F, Pulse: 120, BP: 90/60, Respirations: 20, O 2  Sat 99 % 
on room air 

  General : Healthy appearing infant, inconsolable 

  Cardiovascular : Tachycardia with no murmurs, gallops, or rubs 

  Respiratory : No use of accessory muscles, clear breath sounds 

  ENT : Dull left tympanic membrane with decreased movement on pneumatoscope, 
nose clear, throat clear, no erythema, uvula midline 

  Abdomen : Nondistended, nontender with normal bowel sounds, no 
hepatosplenomegaly 

  Extremities : No cyanosis, no edema 

  Skin : No rashes or lesions 

  Neuro : Grossly  intact  , moves all four extremities, no obvious sign of defi cit 

  Neck : Supple, non-tender, no  aden  opathy, no meningismus  

S.L. Heron and L.D. Richardson
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    Questions for Discussion 

     1.    Why did the grandmother become hostile?

  Attitudes/assumptions: the physician 

  (a)    Medical science is the correct approach to treating this infant.   
  (b)    I am the physician caring for the patient and I believe I know what’s best for 

my patient.   
  (c)    This woman (the grandmother) has an eighth grade reading level and she 

does not understand what needs to be done to care for the infant.   
  (d)    This woman (the grandmother) is interfering with the care of my patient.   
  (e)    This woman (the grandmother) is ignorant and of lower socioeconomic sta-

tus. Because of this, I will not take the time to educate her on my manage-
ment recommendations.    

  Attitudes/assumptions: the grandmother 

  (a)    I’ve raised six children and four grandchildren, I know about babies and 
fever. This doctor thinks I am ignorant just because I’m black and poor.   

  (b)    My daughter can’t handle this situation. She’s young and it’s up to me to 
make sure these people treat my granddaughter right.    

  Gaps in Provider Knowledge 

  (a)    Lack of knowledge of health beliefs/customs by provider including: Folk 
medicine/home remedies. Hot and cold illnesses/hot and cold remedies.   

  (b)    Lack of knowledge regarding this specifi c community: Beware of stereotyp-
ing. Learn/understand the family dynamic, i.e., patterns of housing with 
grandmother serving as primary caretaker while daughter works at her vari-
ous jobs.   

  (c)    Lack of knowledge of disparities/discrimination: African-American people 
have been subject to discrimination in this country. African-Americans may 
be distrustful of authority including medical authority due to a history of 
misuse by researchers (e.g., Tuskegee experiments, HeLa Cells).    

      2.    What actions could have been taken by the doctor to avoid/prevent this unfortu-
nate outcome?

  Cross-Cultural Tools and Skills 

  (a)      Assume the grandmother loves her grandchild and wants what is best for her.   
  (b)      Assume that if you communicate with her effectively, she will recognize that 

you also want what is best for the child.   
  (c)     Acknowledge the grandmother’s experience with children.   
  (d)      Ask the grandmother what she thinks is wrong with the child, and how she 

has been treating the fever at home.       

19 Case 1: African-American Infant and Family
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   3.    What medical issues concern you about this case?

   (a)    The resident should discuss the treatment of fever, the physiologic difference 
between fever and hyperthermia (which supports the “sweat a fever” 
approach) in terms the grandmother and mother can understand.   

  (b)    The resident should collaborate with the grandmother and mother on a treat-
ment plan.       

   4.    Which components of the Emergency Medicine Milestones of the ACGME com-
petencies are incorporated in the case?

   Patient Centered Communication: Demonstrates interpersonal and communica-
tion skills that result in the effective exchange of information and collabora-
tion with the patient.  

  Professional values: Demonstrates compassion, integrity, and respect for others as 
well as adherence to the ethical principles relevant to the practice of medicine [ 1 ].          

    Case Outcome 

    Diagnosis   Left Otitis Media  

   Disposition   Home 

 After an appropriate history is obtained utilizing the principles above, the patient is 
treated for her fever, the patient is given antibiotics for her otitis media, a discussion 
occurs between the physician, the mother, and the grandmother on medical instruc-
tions on how to care for the infant as well as appropriate follow-up with the child’s 
pediatrician. The family was given the time to ask additional questions and was 
further instructed to return to the Emergency Department if the infant did not 
improve.      
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    Chapter 20   
 Case 2: Cambodian Refugee       

       Erika     Phindile     Chowa       and     Christian     Arbelaez    

            Case Scenario 

 A 58-year- o  ld Cambodian male presents to the  emergency   room with the  com  plaint 
of fatigue. He is approached by a resident  physician   who notes that the patient 
appears thin, disheveled, and unkempt. His English is minimal and his affect fl at. He 
came alone today. He reports that he has struggled with feelings of fatigue for years 
now but has been strong enough to overcome such feelings. Over the last few 
months, he feels “weak and without  power  ” and has been unable to overcome these 
feelings. Confused as to why this patient is presenting to the emergency room for 
such complaints, the resident poses a few questions [ 1 – 4 ]. 

 Physician:  So Sir, you presented to the emergency room because you are weak 
and tired? Have you seen your primary care doctor? 

 Patient:  I don’t have a primary care doctor. I have not been to see a doctor for 
years. In Cambodia years ago I may have seen a  traditional    healer  , but 
nothing recently. I had to come today, Doctor. I can barely sleep and 
I keep waking up. I am not sure I can fi ght these feelings any longer. I 
tried taking herbs and  coining   but it has not helped. I also have bad 
dreams. 

 Physician: What kind of dreams do you have? 
 Patient:  Evil things. Spirits coming after me or I am running for my life. Can 

you help me take away these dreams? 
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  Physician  : Have you ever had any bad things happen to you? 
 Patient:  In my youth, I spent time in a  labor camp  . Bad things happened, but 

that is the past. 
 Physician: Sir, are you depressed? 
 Patient:   Depression  ?! Oh no, me? Many things have happened in my life, but 

I don’t believe in such illnesses. 
 Physician: Do you lose interest in the things that you used to do? 
 Patient: Yes. 
 Physician: Have you lost weight? 
 Patient: Yes, but I eat all the time. I don’t understand. 
 Physician: Do you ever think about taking your life? 
 Patient:  Life  ha  s been  tou  gh, but I would never take my life, Doctor. I am 

stronger than that. 

    Review of Symptoms 

 Patient denies any headache, chest pain, shortness of breath. No fever/chills. He 
reports 20 lb. weight loss. No cough, or upper respiratory symptoms. No hemato-
chezia or melena. Has nightmares. He has had polyuria and polydipsia.  

    Past Medical History 

 Denies any medical history.  

    Family History 

 Father had problems with his heart. No other history.  

    Social History 

 Patient has been living alone for some years now. He is a refugee from Cambodia 
and reports having spent some time in a  labor camp   in the past. He lost his family 
during that stay. He denies tobacco use. He drinks about fi ve beers a day and has 
tried to cut down. He is married, but his wife left him a few years ago to stay with 
her family. He thinks it may be because of his drinking problem. He is a factory 
worker currently and makes a little above minimum wage.  

E.P. Chowa and C. Arbelaez
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    Physical Exam 

  Vital signs : Temp: 98.2 °F, Pulse: 90, BP: 180/72, Respirations: 18, O 2  Sat 99 % on 
room air 

  General : Thin, disheveled, poor eye contact, no acute distress 

  Cardiovascular : Regular rate and rhythm, no murmurs, no gallop 

  Respiratory : No  res   pirato  ry distress, bronchi noted bilaterally 

  ENT : Unremarkable 

  Abdomen : Soft, non-distended, non-tender, normal bowel sounds 

  Extremities : Warm and well-perfused. 

  Skin : Areas of ecchymosis over back 

  Neuro : Alert,  answers questions appropriately , motor and sensory grossly intact 

  Psych : Flat affect, no SI/HI, no hallucinations 
 After completing the evaluation, the  physician   informs the patient that his symp-
toms may be concerning for  depression   or  posttraumatic stress   disorder. He does 
however recommend that basic blood work be drawn given the patient has not seen 
a doctor in years and there are some concerning symptoms on his review of systems. 
Patient agrees to blood work, but he is very upset that the doctor thinks he has a 
mental condition. The physician tries to explain what this means to the patient and 
that it does not make him weak, but the patient refuses to understand. While blood 
work is being drawn, the physician consults the psychiatrist for further evaluation, 
given concern for the patient’s ability to take care of himself due to severe depres-
sion. He tells the patient that he has asked  an  other  d  octor to help him fi gure out 
exactly what is going on.  

    Questions for Discussion 

     1.    What factors contribute to the diffi cult H&P?

  Attitudes/assumptions: the physician 

   (a)    The patient is wasting emergency medicine resources and should have seen 
his primary care doctor.   

   (b)    His English is good enough. No need to get an interpreter.   
   (c)    This patient is not very intelligent.    

  Attitudes/assumptions: the patient 

   (a)    The doctor thinks I am crazy.   
   (b)    He does not understand me.   
   (c)    I am only here because I feel weak and need help. I would not have come if 

I did not need help.    

20 Case 2: Cambodian Refugee
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  Gaps in Provider Knowledge 

   (a)    Lack of knowledge of health beliefs/customs: There are multiple barriers to 
obtaining an adequate and effi cient history in Cambodian patients or any 
patient from another culture.   

   (b)    Language Barriers: Obtain a professional interpreter whenever possible. 
Sometimes when the patient speaks a little English, we get comfortable, but 
we will miss key elements of the history. Keep in mind that even with an 
interpreter there may be miscommunication if the patient is not comfortable 
with the sex, age, or social status of the interpreter. Patients may also feel that 
they cannot accurately communicate their problems and needs even with an 
interpreter because of complexity, cultural differences, or other factors.   

   (c)    Lack of knowledge of historical experiences: Prior experiences can lead to 
fear and mistrust. Cambodian refugees may have experienced detailed inter-
rogations where their life was dependent on the content and/or consistency 
of what they said. This may result in discomfort during the history taking or 
reluctance to offer extensive detail in their answers.   

   (d)    Lack of knowledge of stoicism: In general, the Cambodian culture, particu-
larly the older generation, places pride on stoicism. There is a reluctance to 
complain and patients may downplay or deny symptoms. There is also a 
desire not to be a burden on family or health professionals.    

      2.    How could the doctor have improved communication with his patient?

    (a)    Cross-Cultural Tools and Skills:

•    Whenever possible, use a professional interpreter, preferably one who is not 
only bilingual but bicultural as well. Ask the patient if there is any reason 
they are uncomfortable providing a history via this interpreter and/or if there 
is someone else they would prefer to have interpret for them.  

•   With patients who are not forthcoming, ask specifi c questions. Keep in mind 
that patients are rarely intentionally keeping information from you. Use fam-
ily to obtain additional history when you feel the patient may not be fully 
disclosing the extent of their illness.  

•   Try not to anchor on a diagnosis right away. It may be diffi cult to gauge why 
patient has presented to the emergency room through their history, but make 
sure your review of systems is thorough and detailed.  

•   Often a lack of familiarity with western medicine and the chaos of most 
emergency departments are very overwhelming and cause patients to with-
draw. Take time to put the patient at ease and guide them through the process. 
Show respect for the patient and acknowledge their stoicism but remind them 
that you are there to help them and that they are not a burden to you.  

•   Attempt to understand the illness as the patient does. Ask the patient specifi -
cally what they think is causing their illness and what they have done to heal 
themselves thus far. Inquire about visits to Cambodian healers, home reme-
dies and spiritual interventions. By asking about alternative healing methods, 
you will convey an appreciation and acceptance of other forms of health care 
that will help build trust between you and your patient.          
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   3.    Which components of the Emergency Medicine Milestones of the ACGME 
competencies are incorporated in the case?

   Patient Safety: Through history taking, the emergency medicine physician real-
izes that the patient may not be safe going home given his symptoms. He calls 
in for help from a psychiatrist. Before patient is discharged from the hospital, 
he is set up with a social worker, a therapist, and case management.  

  Systems-based Management: The patient not only has medical problems, but the 
physician realizes that he also has psychosocial problems such as depression, 
family social support, and substance abuse. The utilization of laboratory anal-
ysis, psychiatrist, and social workers in the treatment of this patient demon-
strates this milestone. Additional resources such as alliances with community 
health programs would also be useful in this case.  

  Professional Values: Professionalism was exemplifi ed in this case by the resi-
dent’s commitment to understanding and addressing the reason why the patient 
came in. He demonstrated the appropriate decision making in a diffi cult patient 
interview. He realized the cultural factors impacting this patient’s care.  

  Patient Centered Communication: Approaching the patient with attitudes that 
refl ect cultural sensitivity, utilizing linguistic and cultural interpreters when 
necessary and making appropriate medical decisions that account for both the 
patient’s and bio-medical explanatory models of disease all demonstrate com-
petency in patient care. The resident was initially upset when the patient pre-
sented to the emergency room with weakness, but as he continued to speak to 
the patient, he realized that the patient did have some problems that need to 
be addressed. The resident has an appreciation of the cultural factors affecting 
this patient–physician interaction, but still could have called in for help with 
an interpreter or someone in the family for more assistance.          

    Case Outcome 

    Diagnoses: Adult Onset Diabetes and Kidney Disease 

  Disposition : Admitted and was started on insulin and linked up with primary care 
physician, social workers, therapists, and community programs for refugees. 

 When the patient’s laboratory results came back with blood glucose in the 500’s 
and signs of renal failure, the resident realized that this was likely contributing to the 
patient’s weakness and not so much posttraumatic stress or depression (although he 
does have an element of this). The resident realized that he may have missed key 
parts in the patient’s history given cultural and language barriers and wanted to be 
sure the patient understood what was going on. He called for a Cambodian inter-
preter who explained everything to the patient. The patient was very grateful that the 
resident took time to fi nd out exactly what was going on with him. He also says that 
he does get upset about his former experiences and would appreciate more com-
munity support, especially to help stop drinking and get his family back. The resi-
dent made sure to notify the inpatient team about this.      
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    Chapter 21   
 Case 3: Sickle Cell Crisis       

       Bernard     L.     Lopez      ,     Heather     Hollowell     Davis     ,     Traci     R.     Trice     , 
    Leigh- Ann     Jones     Webb     , and     Marcus     L.     Martin    

            Case Scenario 

 A 22-year- old   African  A  merican male  with      sickle cell disease (SCD)  c  omes to  the 
  emergency department (ED)       with pain in all of his extremities typical of his vaso- 
occlusive crisis (VOC) and requests pain medicine. He has never come to this  ED   
before—he “usually goes to the one across town but [he] won’t go back there 
because they never give enough pain medicine.” When asked how much pain he has, 
he states “it’s a 15.” The patient is in obvious distress, writhing in pain. The doctor 
assesses the patient and addresses the need for pain control. 
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    Review of Symptoms 

 Painful extremities, no fever, no chest pain, no cough, no respiratory distress.  

    Past Medical History 

 Sickle cell disease, pneumonia. No known drug allergies.  

    Family History 

 Sickle cell trait, hypertension.  

    Social History 

 Drinks alcohol socially, no smoking or recreational drug use.  

    Physical Exam 

  Vital Signs : Temp: 98.6 °F, Pulse: 110, BP: 135/80, Respirations: 20, O 2  Sat 98 % 
on room air 

  General : Patient writhing in pain 

  Cardiovascular : Sinus tachycardia, normal S1/S2, no murmurs, rubs, or gallops 

  Respiratory : Clear to auscultation bilaterally 

  ENT : Extra-ocular muscles intact, pupils equal and reactive, tympanic membranes 
normal 

  Abdomen : Soft, non-distended, mild diffuse tenderness, no guarding or rebound 
tenderness. 

  Extremities : No clubbing/cyanosis/edema, no tenderness to palpation 

  Skin : Flushed, diaphorectic, otherwise within normal limits. 

  Neuro : Cranial nerves intact, motor and sensory exam normal  

    ED Course 

 An IV was started,  IV   morphine was promptly  o  rdered by the doctor  and   adminis-
tered by  t  he nurse. The patient’s pain was adequately controlled during his 2-h stay 
in the ED. No labs or  radio  graphs were ordered.  
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    Questions for Discussion 

     1.    What would prevent cross-cultural communication?

  Attitudes/Assumptions: the physician 

  (a)    Administering high doses of opioids for sickle cell pain crisis will create an 
addiction and a crossover effect of illicit drug use [ 1 ].   

  (b)    The patient is overestimating his pain because he’s an addict and he wants 
more medicine.   

  (c)    The patient does not have “real” pain and is simply seeking narcotics.    

  Attitudes/Assumptions: the patient 

  (a)    These doctors never give enough pain medication. They’re not taking care of 
me. I have to emphasize how much pain I’m in so they will give me enough 
medicine for pain relief.   

  (b)    The doctor and nurses are not the same race/ethnicity as me and therefore 
don’t understand my pain. They may not even care about me as much as 
other patients.    

  Gaps in Provider Knowledge 

  (a)    Lack of knowledge of community: beware of stereotyping. Learn/under-
stand more about the unique nature of this disease, how to best treat pain, 
and that treating acute exacerbation of pain does not necessarily lead to drug 
addiction [ 2 ].   

  (b)    Lack of knowledge of cultural disparities/discrimination: African American 
people have been discriminated against in this country. African American 
people may be mistrustful of the medical profession [ 3 ]. Microaggressions 
or recurrent injustices experienced over years of interactions with the health 
care system may further contribute to patients’ ill perceptions [ 4 ]. 
Additionally, differences in race and ethnicity may infl uence the way patients 
express their symptoms (physicians may not understand a patient’s expres-
sion of his or her symptoms [ 5 ].   

  (c)    Lack of knowledge of unconscious bias: understand that people view the 
world based on the knowledge and experiences gained during life. These 
views may confl ict and cause a less than optimal interaction. Recognition 
that unconscious bias exists will lessen potential confl ict.   

  (d)    Lack of knowledge of language barriers: The physician’s level of fl uency in 
patients’ primary language and comfort with utilizing interpretive resources 
is an important factor in effective physician–patient communication. This is 
essential to assessing pain. Additionally, recognition of patients’ varying lit-
eracy and specifi cally, health literacy levels is important [ 5 ].    

      2.    What barriers to care do sickle cell patients have? 

 Although pain medicine prescribing rates for patients presenting to the ED with 
a chief complaint of pain have markedly increased since 2001, physicians still, in 
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general, undertreat pain. More specifi cally, there has been no narrowing in the 
racial/ethnic disparity in opioid prescribing across all types of chronic pain [ 1 ]. 
This is important as the vast majority of SCD patients are African American. 
Physicians may underestimate the amount of pain that a patient may have. 
Perceived discrepancies between patient behavior and patient behavior/body lan-
guage and pain score may lead to mistrust between both parties. Physicians may 
have confl icting responsibilities (i.e., duty to the patient and duty to protect the 
public from opioid diversion) [ 4 ]. 

 During busy times in the ED, sickle cell pain is often given a lower priority 
and patients may not receive timely analgesic administration. Thus, prolonged 
time between doses of pain medication may occur. There is a fear that opioid 
administration will create drug addiction and a crossover effect of illicit drug use 
[ 6 ]. Healthcare workers may not believe that the patient is truly in pain and that 
they have presented to the ED to simply obtain opioids. In addition, most sickle 
cell patients are African American; most emergency physicians and nurses are 
not African American, and there is mistrust from the patients. Patients may also 
present melodramatic in order to receive the pain medications that they need. 
Concerns about drug abuse, physician reluctance to prescribe opioids, and disbe-
lief of patients’ report of pain severity are barriers to effective sickle cell pain 
management. Lastly, patients may be uninsured or underinsured and thus may 
not have a primary care physician or hematologist to manage their chronic pain 
in the outpatient setting. This lack of continuity of care lends itself to variations 
in pain management and potential dissatisfaction.   

   3.    What actions should be taken by the doctor to avoid/prevent stereotyping in this 
situation? 

 Treat this patient in a kind and caring manner like you would any other patient. 
Obtain a good history and do a thorough physical exam. Be knowledgeable 
about the pathophysiology of this unique disease with special attention to the 
issues surrounding inadequate analgesic treatment. Moreover, education with 
regard to cultural competence and its effect on the patient–doctor relationship is 
equally important. Lastly, be aware of one’s own unconscious biases.   

   4.    What medical issues concern you about the case? 

 Pain (and its relief) is the primary concern for this patient. Vaso-occlusive 
crisis (VOC) is the most common condition in adult patients with SCD pre-
senting to the ED [ 7 ]. Severe pain is a medical emergency that requires 
prompt treatment. 

 Patients with SCD are at high risk for serious complications of disease. 
Numerous organ systems can be affected by sickle cell disease: pulmonary (intra-
pulmonary shunting, embolism, infarct, pneumonia), vascular (anywhere), liver 
(hepatic infarct, hepatitis secondary to transfusion), gallbladder (gallstones), 
spleen (acute sequestration crisis), urinary (infection, hematuria), genital 
(decreased fertility, impotence, priapism), skeletal (bone infarcts, osteomyelitis, 
aseptic necrosis), cardiovascular (congestive heart failure), central nervous system 
(stroke), skin (stasis ulcer), eye (retinal hemorrhage, retinopathy) [ 8 ]. 
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 Ancillary testing should, as is the case with any ED patient, be guided by the 
history and physical examination. Given the risk of signifi cant complications of 
the disease, a low threshold for ordering tests should exist, especially if the 
patient is unknown to the hospital or ED. In this case, the patient typically seeks 
care at another institution and is not known to the hospital. The most useful tests 
in the case of VOC are the complete blood count (CBC) and reticulocyte count 
as these demonstrate the level of anemia and red blood cell (RBC) production. 
This should be obtained in the case of atypical presentation of VOC, pain refrac-
tory to analgesia, or evidence of complications.   

   5.    How should you manage this patient’s pain? 

 While a wide variety of analgesics may be used, parenteral opioids represent the 
most common and most effective treatment for sickle cell crisis pain. Adequate 
analgesia with opioids may be achieved with intravenous (intermittent via IV 
push, continuous via infusion, patient-controlled analgesia) or intramuscular 
injection. While its effectiveness is unclear, practitioners may choose to add adju-
vants such as an H-1 histamine antagonist such as diphenhydramine. A nonsteroi-
dal anti-infl ammatory medication such as ketorolac has been used effectively. If 
ED management is successful, the patient may be discharged to home with oral 
narcotics such as hydromorphone or oxycodone. In cases of inadequate analgesia 
in the ED, the patient should be considered for inpatient analgesic therapy.   

   6.    Which cross-cultural skills could the physician use with this patient? 

 Treat this patient no differently than you would any other patient. Obtain a good 
history and do a thorough physical exam in a compassionate manner. 

 Communicate effectively to the patient that you want the best for him and that 
you want to work with him to get his pain under control. 

 In collaboration with the patient, determine the goal of treatment. Reiterate 
that pain will be eased, not eliminated.   

   7.    What components of the Emergency Medicine Milestones of the ACGME com-
petencies are incorporated in the case? 

 Diagnosis: Based on all of the available data, narrows and prioritizes the list of 
weighted differential diagnoses to determine appropriate management and 
demonstrates cross-cultural clinical skills by recognizing the severity of pain 
in patients with vaso-occlusive crisis with sickle cell disease 

 Pharmacotherapy: Understands the choice of proper analgesics for acute vaso- 
occlusive crisis pain 

 Anesthesia and Acute Pain Management: Provides safe, acute pain management 
regardless of the clinical situation 

 Professional values: Demonstrates compassion, integrity, and respect for others 
as well as adherence to the ethical principles relevant to the practice of medi-
cine by demonstrating sensitivity to patient’s distress rather than stereotyping 
or making assumptions of drug-seeking behavior. 

 Patient Centered Communication: Demonstrates interpersonal and communica-
tion skills that result in the effective exchange of information and collabora-
tion with the patient.       
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    Case Outcome 

 Diagnosis: Sickle cell vaso-occlusive crisis. 
 The patient’s painful crisis was treated in a timely fashion with adequate doses 

of intravenous opioid. The history and physical examination revealed no evidence 
of a complication of SCD. As the patient’s pain was typical for his prior VOC, no 
tests were obtained. The patient was discharged home on oral pain medication and 
told to follow-up with his primary care physician. While the patient was new to 
this ED, both the physician and the patient interacted well and a satisfactory out-
come was achieved.     
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    Chapter 22   
 Case 4: Mongolian Spots       

       Heather     Hollowell     Davis      ,     Leigh-Ann     Jones     Webb     , and     Marcus     L.     Martin    

            Case Scenario 

 A 16-year-old  L  atino  fem  ale presents to the  emergency department (ED)   with  her   
6-month-old baby boy. She states that she was  wo  rking much of the weekend and 
the child was under the direct care of her boyfriend. Mother states that today she 
noticed some  bruising   on the back and buttocks of the child that do not seem to 
bother him (see Fig.  22.1 ). Mother’s boyfriend is in the waiting room.

      Review of Symptoms 

 Per mom: No fussiness, no vomiting or diarrhea, no fever, eating and drinking 
normally.  
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    Past Medical History 

 Normal vaginal delivery with uncomplicated birth. Full-term. Immunizations are up 
to date. No signifi cant medical history.  

    Family History 

 A 2-year-old sibling was recently evaluated in the ED for a left humerus fracture, 
reportedly sustained after a fall while at the playground.  

    Social History 

 Lives with mom, older sibling, and grandmother. No smokers in the household. 
Mom works at a local restaurant. The patient attends daycare during the week. He 
has “a lot of babysitters who chip in with him and his brother” on weekends.  

    Physical Exam 

  Vital Signs : Temp: 98.6 °F, Pulse: 130, BP: 90/60, Respirations: 24, O 2  Sat 97 % on 
room air, Weight: 7.5 kg 

  General : Alert and playful, drinking milk and sitting on mother’s lap, no acute 
distress 

  Fig. 22.1    Child with Mongolian Spots. With permission from Hackbart BA, Arita JH, Pinho RS, 
Masruha MR, Vilanova LC. Mongolian spots are not always a benign sign. J Pediatr 
2013;162(5):1070. © Elsevier. [ 10 ]       

 

H.H. Davis et al.



221

  Cardiovascular : Regular rate, normal S1/S2, no murmur, rubs, gallops 

  Respiratory : Clear to auscultation bilaterally, no wheezes 

  ENT : Clear tympanic membranes bilaterally, nares unremarkable, normal 
oropharynx 

  Abdomen : Soft, non-tender, non-distended, normal bowel sounds, no rebound or 
guarding 

  Extremities : Moving all extremities symmetrically, no clubbing/cyanosis/edema, no 
tenderness 

  Skin : Hyperpigmented, non-tender, irregularly shaped bluish gray to deep brown, 
macular lesions of varying sizes on buttocks and sacrum 

  Neuro : Grossly intact,     acti  ng appropriately for age, able to sit independently 

  Eyes : Normal appearing,  pu  pils  equal   and reactive bilaterally, extra-ocular move-
ments intact, no retinal hemorrhages  

     Questions  for Discussion 

     1.    How should you obtain the history?

It is important to be sensitive to the needs of the patient and the family. Approach 
the family objectively and nonjudgmentally. Obtain history from both sources: 
the patient’s mother and the boyfriend. Interviews should be separate and care-
fully scrutinized for consistency. In addition, the history should include any 
medical history of the child and family. Special attention should be given to any 
bleeding disorders, psychosocial history and review of systems [1]. If possible, 
elicit more information regarding the sibling’s recent injury. Discussing both the 
patient as well as family dynamics with the pediatrician or family physician may 
be helpful in obtaining collateral information. Often, the child’s previous exam 
is well documented in both the inpatient (routine newborn exam) as well as the 
outpatient setting. The child’s primary doctor will have important records regard-
ing growth, milestones, and any potential patterns of suspicious injury for which     
the child presented for evaluation.

Attitudes/assumptions: the physician

   This young mother is inexperienced and may not be providing an appropriate his-
tory. The boyfriend, mother, or both may be abusing the child. The mother may 
have animosity against the boyfriend and may be trying to teach him a lesson. 

Attitudes/assumptions: the mother   

   The doctor should believe the history I am providing since I’m the mother. 
Doctors think that all teenage mothers are alike and that we don’t take good care 
of our children.  
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       2.    What physical fi ndings are suggestive of child abuse?

   Providers must maintain a high level of concern for cases of non-accidental 
trauma. In a retrospective analysis studying a cohort of patients over 7 years, 
Thorpe et al. demonstrated that approximately one third of children with healing 
abusive fractures in the study had presented in various care settings previously 
with trauma related complaints [ 1 ]. Health care providers are increasingly relied 
upon to diagnose whether an injury is secondary to abuse. A misdiagnosis of 
child abuse can have serious repercussions on the child and family. Alternatively, 
a missed detection of abuse can have lethal consequences for the child [ 2 ]. A 
thorough evaluation including physical exam and imaging can provide corrobo-
rative evidence to support clinical suspicions of abuse [ 2 – 4 ]:  

  General: poor feeding, failure to thrive, evidence of poor care  
  HEENT: boggy scalp hematoma, step off/deformity of skull, bruising of ears or 

neck, hemotympanum, Battle’s sign, retinal hemorrhage  
  Extremities: circumferential burns  
  Skin: ecchymosis, especially in varying stages of healing or bruises in protected 

areas (back, genitals, chest, abdomen, thighs), human hand marks and other 
patterned markings, bite marks, burns  

  Neuro: irritability, listlessness  
  Imaging: intracranial hemorrhage, skull fractures (abuse more likely bilateral, 

comminuted, depressed), fractures in multiple stages of healing, bucket- handle 
fracture, scapular fracture, posterior rib fractures, spinous process fractures, 
sternal fractures, rupture of liver/spleen, ruptured viscous, duodenal hematoma      

   3.    What do fi ndings on the physical exam of this patient suggest?

   The child appears to be well cared for. The physical exam shows that the lesions 
of concern are well defi ned and in the typical distribution suggestive of Mongolian 
spots. Extensive presence of Mongolian spots should raise suspicion for con-
comitant inborn errors of metabolism [ 5 ]. In addition to non- accidental trauma, 
the differential diagnosis includes other dermatological conditions involving der-
mal melanocytosis, which can be differentiated largely by clinical history and 
will not be discussed in this chapter.   

  ED Course 

  Upon further questioning of the mother, she noticed the bruising a few months 
ago shortly after birth and they have gotten more bluish/black. The patient does 
not seem to be affected by the areas and there is no discomfort. Mother states she 
has never hit her child nor has witnessed any type of physical abuse. Patient is 
attempting to crawl, but mother does not remember her son falling down. They 
do not have steps in the home and both parties suggest that the child is very 
closely supervised at all times. Mom feels safe at home and around her boy-
friend. The boyfriend states that he “loves the little man” and would never hurt 
him. He remembers the bruising always being there although they have gotten a 
little bigger over the last few months.   
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  Gaps in Provider Knowledge 

  Congenital dermal melanocytosis, more commonly referred to as Mongolian 
spots, are fl at birthmarks with wavy borders and irregular shapes that appear at 
birth or shortly after birth. They may occur in up to 80 % of Asian, African, Native 
American, and Latino heritage, while seen in less than 10 % of Caucasians. There 
have been reports that a patient can have a Mongolian spot superimposed on 
another Mongolian spot, which commonly looks like a bruise [ 6 ]. Mongolian 
spots appear bluish gray to deep brown or black. They often appear on the base of 
the spine, on the buttocks and back and even sometimes on the ankles or wrists 
[ 7 ]. They are typically referred to as aberrant Mongolian spots if they occur near 
the occiput, temple, shoulders, and limbs. Skin texture is classically normal. 
Although these spots can last into adulthood, most resolve by 6 years of age [ 8 ]. 
According to one study, more than 40 % of infants with Mongolian spots had 
complete resolution at one year. Multiple patches, extrasacral position, size larger 
than 10 cm and dark-colored lesions were markers of persistence after a year [ 9 ]. 
For persistent lesions, cosmetic treatment may include laser therapy, bleaching 
creams, and cosmetic camoufl age creams. Routine labs are usually not indicated.      

   4.    What components of the Emergency Medicine Milestones of the ACGME com-
petencies are incorporated in the case?

   Diagnosis: Based on all available data, narrows and prioritizes the list of weighted 
differential diagnoses to determine appropriate management and appropriately 
concludes that the skin fi ndings are not the result of non-accidental trauma.  

  Medical Knowledge: Demonstrates appropriate medical knowledge in the care 
of emergency medicine patients. Demonstrates cross-cultural clinical skills 
by recognizing that Mongolian spots are a benign non-traumatic lesion found 
in some populations and applies this knowledge to patient care.  

  Professional Values: Demonstrates compassion, integrity, and respect for others 
as well as adherence to the ethical principles relevant to the practice of medi-
cine, including diverse populations.  

  Patient Centered Communication: Demonstrates interpersonal and communica-
tion skills that result in the effective exchange of information and collabora-
tion with patients and their families across a broad range of socioeconomic 
and cultural backgrounds. Exercises nonjudgmental, appropriate, compas-
sionate communication and care to both patients and their families.          

    Case Outcome 

    Diagnosis: Mongolian Spots 

 The physician spoke with both the mother and boyfriend separately and did not 
obtain a history of abuse. The physician realized that the lesions had been present 
since birth, not in various stages of healing; thus, not consistent with child abuse. The 
provider was able to verify the child’s baseline exam with his pediatrician, who noted 
no previous concerns for abuse in the outpatient setting. The mother and boyfriend 
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were educated on Mongolian spots and the likelihood that they would fade over time. 
In addition, they were informed on child safety and childproofi ng the home. 

 Disposition: The patient was discharged home with mom to follow up with his 
pediatrician. The mother was instructed if new lesions appeared, or if she had any 
concerns to return to the emergency department in a timely manner.      
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    Chapter 23   
 Case 5: Death Disclosure       

       Tammie     E.     Quest     

            Case Scenario 

 A 46-year- old   African  American   woman presents to the  emergency department   in 
cardiac arrest. The patient is known to be on hospice care for  metastatic cancer  . The 
patient is pronounced dead in the emergency department 15 min after arrival in 
asystole. The emergency physician pronounces the patient dead and he informed the 
patient’s immediate and extended family of her death. The patient’s sisters tell the 
physician that the patient is not actually dead and state that Lazarus rose from the 
dead and they refuse to believe that she is dead. They report that Jesus told Martha, 
“Your brother will rise again.” The sisters assert that the patient will in fact rise 
again and that they insisted on waiting for 5 days before death is declared stating 
that Jesus came on the fourth day and they need to wait a minimum of 4 days. The 
physician is not of Christian faith and is unfamiliar with this idea and explains the 
hospital protocol and the state law to the family. The family refuses to select a 
funeral home and request the patient be allowed to stay at the hospital for the 4 days 
while they wait for Jesus to resurrect her. 

 The family tells the physician that he is not a “believer” and they don’t expect 
him to understand. They ask to see another physician that is of Christian faith. 

        T.  E.   Quest ,  M.D.      (*) 
  Emory University School of Medicine ,   Atlanta ,  GA ,  USA   
 e-mail: tquest@emory.edu  
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    Past Medical History 

 Metastatic lung  cancer   for the last 18 months with brain metastasis. Has been receiv-
ing home hospice care for the last 4 months. Despite multiple discussions the patient 
and family would not agree to non-resuscitation despite recommendation by pri-
mary oncologist,  palliative care   physician and hospice team. The patient and family 
reported great faith in God to control the destiny of the patient’s course of illness 
and received intensive support by the hospice chaplain.  

    Family History 

 Brother died of gun violence at the age of 20. 
 Parents are  de  ceased—mother due to end  sta  ge renal disease and father due to 

myocardial infarction.  

    Social History 

 The patient’s son is incarcerated on drug charges. The patient has never been 
married and her only caregivers are her sisters. Her sisters throughout her care 
have sustained the view that she would be healed by Jesus Christ despite her 
decline from cancer.  

    Physical Exam 

 The patient is moved to a quiet room, the patient family is allowed to view the 
deceased patient. The  pa  tient’s skin  becomes   cold and mottled in the hour after 
her death.  

    Questions for Discussion 

     1.    Why did the family not accept the declaration of death by the physician?

  Attitudes/Assumptions: The physician 

  (a)    Medical science determines death   
  (b)    Family in denial and not accepting of reality.   

T.E. Quest
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  (c)    This family is impeding the after death care process in the emergency 
department   

  (d)    This family is ignorant of medical science and the certainty of medical death   
  (e)    Assumption that the family is requesting the patient to stay in the ED    

  Attitudes/Assumptions: The family 

  (a)    The doctors have done what they can, but God is in control   
  (b)    God can perform miracles and man cannot   
  (c)    What doctors say is not always what the outcome will be    

  Gaps in Provider Knowledge: 

  (a)    Lack of knowledge of how spiritual beliefs effect medical decision making   
  (b)    Lack of knowledge of how to reconcile the family’s spiritual beliefs with 

medical facts   
  (c)    Lack of knowledge regarding negotiation of how to handle the after death 

process in a way that allows for respects of values and beliefs while caring 
for a deceased patient in the hospital setting.    

      2.    What actions could have been taken by the doctor to avoid/prevent this unfortu-
nate outcome?

  Cross-Cultural Tools and Skills 

  (a)    Involve the hospital chaplain in the care of the patient and family   
  (b)    Involve the family’s spiritual counselor/advisor in an acceptable spiritual 

and medical outcome   
  (c)    Discuss with the family what next steps typically are (movement to the 

morgue) and what might be acceptable within hospital protocol.       

   3.    What medical issues concern you about this case?

   (a)    Incorporation of faith and family values in end of life care is common and 
complex. There is often a need to involve other disciplines when situations 
arise that clinicians may be uncomfortable with.       

   4.    Which competencies of the Emergency Medicine Milestones of the ACGME 
competencies are incorporated into the case?

   Professional Values: Demonstrating behavior that conveys caring, honesty, gen-
uine interest and tolerance when interacting with a diverse population of 
patients and families and demonstrating an understanding of the importance 
of compassion, integrity, respect, sensitivity, and responsiveness, and exhibit-
ing these attitudes consistently in common/uncomplicated situations and with 
diverse populations.  

  Patient-Centered Communication: Effectively communicates with vulnerable 
populations, including both patients at risk and their families.  

  Team Management: Leads patient centered care teams that ensures effective 
communication and mutual respect amongst members of the care team.          
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    Case Outcome 

 The patient’s family was allowed to spend time with her in the emergency depart-
ment for several hours with prayer rituals and services held. After meeting with the 
hospital chaplain and the arrival of their family’s clergy, the family agreed to allow 
the patient to be moved to the morgue but requested that the patient stay in the 
morgue until 5 days after death and on the fi fth day they would return to reassess her 
status in the morgue. At the end of 5 days, the patient’s family, allowed for release 
of the patient to the funeral home that they chose, proclaiming her death at this point 
and that “Jesus’ will has been done.” The hospice chaplain continued to support the 
family post-death. The patient’s family thanked the clinical caregivers in her case 
for “doing everything” to care for her [ 1 – 11 ].     
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    Chapter 24   
 Case 6: Coin Rubbing       

       Matthew     M.     Leonard     ,     Bryant     Cameron     Webb     ,     Adetolu     Olufunmilayo     Oyewo     , 
and     Marcus     L.     Martin     

            Case Scenario 

 A  young   Asian mother  bri  ngs her 5-year-old daughter to the Emergency Department 
(ED) for  ev  aluation of a  fever   and cough. As you introduce yourself, the mother 
smiles and maintains little eye contact. The mother and patient speak very little 
English and most of the history is obtained from a family friend. The family friend 
informs you that the patient has been sick for a long time. When you ask if she has 
taken any medicine for the fever, the friend replies “yes, pills.” Despite further ques-
tioning, you are unable to obtain any history regarding the identity or quantity of pills. 

    Review of Systems 

 Positive for fever and cough, negative for nausea, vomiting, diarrhea, all other 
review of systems are negative.  
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  Emergency Department ,  Suburban Hospital ,   Bethesda ,  MD ,  USA     
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    Past Medical History 

 No previous hospitalizations,  imm  unizations up to date per  the   family friend, no 
medications, no known drug allergies.  

    Family History 

 None  

    Social History 

 Patient lives with both parents, two younger siblings, and grandparents. Patient’s 
family members are immigrants from Vietnam. Patient does not attend school or 
daycare.  

    Physical Exam 

  Vital signs : Temp: 100.1 °F, Pulse: 90, BP: 100/70, Respirations: 20, O 2  Sat 98 % on 
room air 

  General : Anxious, alert, thin female in no apparent distress 

  Cardiovascular : Regular rate and rhythm, no murmur, rubs, or gallops 

  Respiratory : Clear to auscultation bilaterally, no wheezing or crackles 

  ENT : Pupils equal and  rea  ctive to light, mildly injected conjunctiva bilaterally, mild 
rhinorrhea, nasal mucosa is  edematous  , moist oral mucosa, tympanic membranes 
are clear bilaterally,  or  opharynx is erythematous without exudates, no tonsillar 
enlargement. 

  Abdomen : Soft, non-tender, non- d  istended, bowel sounds present throughout, no 
hepatosplenomegaly 

  Extremities : No clubbing, cyanosis, or edema 

  Skin : Multiple  ecchymotic lesions   on chest and back in angular, descending pattern 
 bilate  rally, with well-demarcated margins (see Fig.  24.1 ). No petechiae noted, no 
lesions on extremities

    Neuro : Alert and  appropria  te for age,  inter  active and playful, deep tendon  refl   exes 
2+ in upper and lower extremities 

   Genit    ourinary :  Nor  mal  female   genitalia, Tanner stage 1 

  Neck :  Sup  ple,  withou  t rigidity, mild  cervica  l  lymphaden  opathy  
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    Questions for Discussion 

     1.     What can you do to obtain a thorough history in this case ? 

 Interpreters can improve communication between the physician and the family. 
Although patients may come with a friend or family member who is bilingual, 
the use of family members and friends as interpreters compromises both the 
accuracy of the patient’s reported history and the explanation of medical termi-
nology. The duration of fever, characteristics of cough, previous medical inter-
ventions, sick contacts, and any other constitutional symptoms are important 
points in the history. In this case, the history is limited because the family friend 
who is bilingual cannot provide further history. Also, the family friend did not 
try to ask the mother further history. The history obtained is limited to the family 
friend’s knowledge of the situation.   

   2.    What are barriers to effective communication in this case? 

 The language barrier will limit the utility of a history and physical exam. The 
mother does not speak English and it is possible that the family friend cannot 
communicate using medical terminology. Southeast Asians rely heavily on tradi-
tional medicine and culture in the healing process but this does not prevent them 
from seeing a Western medicine physician [ 1 ]. Asian culture emphasizes the 
avoidance of eye contact and politeness as a sign of compliance to medical treat-
ment [ 2 ]. A friendly tone, appropriate eye contact, and positive hand gestures 
establish verbal and nonverbal trust and rapport in such cases.   

  Fig. 24.1    Child with lesions from coin rubbing. With permission from Kurth H, Wilke N, Gehl A, 
Sperhake J. Cao Gio (“coin rubbing”).   Monatsschrift Kinderheilkunde     2008;156(10):1004–1007. 
© Springer 2008 [ 8 ]       
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   3.    How do you interpret your physical exam fi ndings? 

 This is a febrile, female child who appears healthy and in no acute respiratory 
distress. She is saturating well on room air, her head, eyes, ears, nose, and throat 
(HEENT) exam does not favor a bacterial cause for her symptoms, and she 
 displays no meningeal symptoms. Her chest and lung exam is non-concerning 
for pneumonia. The lesions on her back are concerning for either intentional 
burns/rubs from child abuse or cultural practices such as coining, common in the 
Asian culture.   

   4.    What is your differential diagnosis for the patient’s rash? 

 Differential diagnosis for the patient’s rash includes: coining, child abuse, idio-
pathic thrombocytopenic purpura, hemophilia, Vitamin K defi ciency, Henoch–
Schönlein purpura, and Mongolian spots [ 3 ].   

   5.    What is the appropriate next step in management? 

 Historically, many physicians reported cases like this to child protective services 
as child abuse [ 4 ]. The proper procedure in this case would be to obtain a full 
historical account of the markings from both the parent and the child, separately 
if appropriate. As more history is obtained, it will be discovered that the skin 
fi ndings are a cultural way of treating the sick. In cases of suspected child abuse, 
the location, time, and mechanism of injury need to be documented [ 3 ].   

   6.    Could anything have been done differently to facilitate this encounter? 

 Understanding and acknowledging cultural differences without being judgmen-
tal towards cultural practices or expression of disapproval of cultural practices 
is the key. Consider asking patients for their opinion on their understanding of 
the illness, their understanding of causes of the illness, and their expectations. 
These suggested strategies for dealing with signifi cant cultural differences 
between physician and patient can improve communication, patient satisfac-
tion, and outcomes [ 5 ]. Many patients will not volunteer that they have sought 
alternative medical help for fear of disapproval, of offending a Western doctor, 
or of embarrassment [ 2 ].   

   7.    Which components of the Emergency Medicine Milestones of the ACGME com-
petencies are incorporated in the case? 

   Performance of Focused History and Physical Exam: When an interpreter is 
used, more history is obtained that helps clarify that patient had viral illness 
that began to improve but then patient started having a fever again, prompting 
the parent to seek medical care. A focused history in a Non-English speaking 
patient requires the use of a medically trained interpreter. 

   Diagnosis: An appropriate workup to include the differential of coining, bleed-
ing disorders and child abuse. The correct diagnosis can be made by using 
all of the available data to narrow and prioritize the list of weighted dif-
ferential diagnoses 
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   Medical Knowledge: This case demonstrates cross-cultural clinical skills by rec-
ognizing the use of coining in the Asian population in the United States 

   Patient Centered Communication: This case demonstrates the importance of 
effective information exchange between physician, patient, and families by 
utilization of interpreter services. Friendly tone, appropriate eye contact, and 
positive hand gestures establishing verbal and nonverbal trust between phy-
sician and patient 

   Professional Values: This case shows how to collaborate with other medical per-
sonnel when the skills of the physician are limited in order to provide sensi-
tive and ethical care to diverse populations      

    Case Outcome 

  Diagnosis : With the aid of a trained interpreter, you are able to discern that the 
family arrived in the country 18 months ago and has visited a traditional Asian 
healer in their community who has practiced coining on the young female. She 
has been sick on and off for the past year with upper respiratory symptoms and 
has had multiple visits to the ED for similar presenting complaints. Each time, 
she has been evaluated and felt to have upper respiratory infections and aller-
gies. Otherwise, she has been meeting all of her developmental goals and seems 
to be quite happy in her new country. In general, there is little danger involved 
in cultural practices such as coin rubbing, also known as  cao gio ,  gua sha , or 
coining. There have been rare case reports of minor and major burns associated 
with individuals catching fi re during coining [ 6 ]. 

  Disposition : The patient was discharged with her mother from the ED with a follow-
up appointment in the pediatric allergy and immunology clinic. She was advised to 
rest, drink lots of fl uids, and take acetaminophen or ibuprofen for fever and analge-
sia. She was subsequently evaluated in the allergy clinic and does well on a low-
dose, non- sedating antihistamine. 

 Every year, nearly three million suspected cases of child abuse are reported to 
Child Protective Services (CPS) [ 6 ]. Clinicians must be aware of practices such as 
coining, where hot coins and warm oil are rubbed on the backs of the chronically ill 
to release the “bad wind” [ 7 ]. In addition to the recognition of different cultural 
practices, clinicians must be aware of the diffi culties faced by those patients who do 
not speak English. Non-English speakers are more likely to be dissatisfi ed with their 
care, less willing to seek care until a true emergency exists, and have more undiag-
nosed health problems than their English-speaking counterparts [ 5 ]. As a medical 
community, we must acknowledge the signifi cance of linguistic barriers on patient 
care, and be committed to using properly trained interpreters and dedicating 
resources for our growing ethnic populations.      
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    Chapter 25   
 Case 7: Toxic Ingestion       

       Claire         Plautz      and     Marcus     L.     Martin     

            Case Scenario 

 A 3-year-old Asian boy is  b  rought into the  Emergency Department (ED)   by  emer-
gency medical services (EMS)      in respiratory distress. In  br  oken English, his grand-
mother reports fi nding him in the living room about 20 min ago with labored 
breathing and making “ wheezing  ” noises. She also found her pouch of “ nganga  ” on 
the fl oor. It appeared to have been opened. She  i  s concerned the boy may have 
ingested this substance. 

    Review of Symptoms 

 Positive for:  Dyspnea  , audible wheezing 
 Negative for: Fever, cough, rhinorrhea, vomiting, diarrhea  
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    Past Medical History 

  Reactive airway disease  , immunizations are up to date 
 Medications: none 
 Allergies: None known  

    Family History 

 Father with  asthma    

    Social History 

 The child lives with his parents and a school-aged sibling. The grandma is visiting 
from the  Philippines   and has been staying with the family for the last 2 weeks; she 
is babysitting for her daughter and son-in-law who both work.  

    Physical Exam 

  Vital Signs : Temp 98.6 °F, Pulse: 155, Respirations: 35, BP 130/70, O 2  Sat 90 % on 
room air 

  General : Mild respiratory distress, crying child on grandmother’s lap 

  Cardiovascular : Regular rate and rhythm, tachycardic at 150 bpm with a very active 
precordium. Normal S 1 =S 2  with no murmur, rubs, or gallops. 

  Respiratory : Diffuse  wheezing   throughout, no crackles or rhonchi. Breath sounds 
equal bilaterally, subtle intercostal retractions noted. 

  ENT : Constricted, but reactive pupils bilaterally, slight nasal fl aring, no rhinorrhea. 
Tympanic membranes are clear, non-erythematous. Oropharynx shows non- 
enlarged tonsils, moist oral mucosa, brown bark-like material present on tongue and 
buccal mucosa. 

  Abdomen : Soft, non-tender, non-distended. Normoactive bowel sounds present 
throughout. 

  Extremities : No clubbing, cyanosis, or edema. Cap refi ll less than 2 s. 

  Skin : No rashes.    Moist, cool skin is noted. 

  Neuro : Alert and awake,  movin  g  all   extremities, 2+ deep tendon refl exes 
symmetrically. 

  Neck : No  ce   rvical    lymp  hadenopathy.  
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    Questions for Discussion 

     1.    What other historical questions would you ask? 

 Ask questions about the circumstance where the patient was found, i.e., small 
toys in the area, any potential foreign bodies, which could have been ingested. 
You may want to inquire about recent history of URIs, coughing, or fevers, or 
other history of sick contacts or previous episodes.   

   2.    How would you approach a patient (or family member) when there is a lan-
guage barrier? 

 In cases where an interpreter is not immediately available, it will be diffi cult to 
get an adequate history. Your facial expression and open body language are 
your tools, i.e., do not cross your arms; do not raise your voice. Speak calmly 
and clearly, using simple terminology when possible. When available, inter-
preter services using CyraCom phone or help from hospital staff should be 
considered. Often, the hospital has a list of native language speakers available 
to be contacted for interpreter services in person or over the telephone.   

   3.    How would you approach this possible ingestion? 

 In any patient with respiratory distress, always address the ABCs (Airway, 
Breathing, and Circulation) fi rst. Once assured that he is able to protect his 
airway, breathing adequately and is well-perfused (or have taken steps to ensure 
that intubation, nebulizer treatments, and supplemental O 2  are available), you 
may proceed with obtaining more history.   

   4.    How do the fi ndings on the physical exam help your management? 

 The patient appears to be in some respiratory distress, as shown by his tachy-
pnea, accessory muscle use, and nasal fl aring. He also has acute constriction of 
his lower airways (bronchi, bronchioles) as he is wheezing on the lung exam (as 
opposed to stridor seen in obstruction of the upper airways). He is afebrile, not 
coughing and has no other signs of an active respiratory infection. He is also 
tachycardic with a mildly increased blood pressure.   

   5.    What do you make of the bark-like substance found in this boy’s mouth? 

 Consider that this child may have eaten something he shouldn’t have! You ask 
the grandma to look in his throat and she promptly tells you that it looks like her 
“nganga” chew. She pulls out a small pouch with a brown substance inside.   

   6.    How would you go about researching what this unknown substance is? 

 Your local Poison Information Center is a wonderful resource and a consulta-
tion with your resident toxicologist may be helpful.   
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   7.    Does the fact that the grandma is from the Philippines have any signifi cance? 

 Yes! She knows the name of the substance in her own language and 
researching names will be far more expedient than having this substance 
sent to the lab for analysis. 

 Together with the toxicologist, you fi nd that “nganga” is also called  betel nut  
in western countries. It is a common masticatory drug used by up to 600 million 
people in south-east Asia, India, and the South Pacifi c. Arecoline, the active 
ingredient in betel nut ( Areca catechu ), has stimulatory effects similar to that of 
nicotine and has effects consistent with cholinergic (muscarinic and nicotinic) 
activation. Symptoms include tachycardia, lacrimation, salivation, dizziness, 
nausea, euphoria, weakness, hypertension, urinary incontinence, and diar-
rhea [ 1 ]. Betel chewing also increases plasma concentrations of epinephrine 
and norepinephrine, as well as inhibits GABA uptake [ 2 – 4 ]. The structure of 
arecoline is closely related to that of the substance, methacholine, used by pul-
monologists as an inhalational provocative test to confi rm asthmatic tenden-
cies. Thus, betel nut may also cause bronchospasm and asthma exacerbations.   

   8.    What do you do now? 

 Treatment is supportive: careful airway and respiratory care, cardiac and hemo-
dynamic monitoring, and fl uid resuscitation, if needed. In known overdoses, 
atropine may be used as an antagonist and gastrointestinal decontamination 
with activated charcoal may be necessary. After he is stabilized, the grandma 
approaches you, somewhat anxious, stating that she loves her grandchild and 
would never be this careless. She begs you not to tell the authorities because 
they might come and take him away from his mommy and daddy.   

   9.    How would you handle the grandma’s request not to tell authorities? 

 Many third world countries do not have Child Protective Services as we do in 
the USA. The myth of children being disciplined by their parents, then being 
taken away from their homes, remains a fear by those who do not understand 
the law. Carefully explain this to the grandma and use your best judgment to 
decide whether neglect was a factor in this incident.   

   10.    What components of the Emergency Medicine Milestones of the ACGME 
competencies are incorporated in the case? 

 Performance of Focused History and Physical: A thorough history and physical 
would have elucidated grandma’s betel nut chew as a potential etiology for 
this child’s asthma exacerbation. 

 Medical Knowledge: Betel nut, though rarely used in western civilization, is 
common in developing countries and remains a daily practice in many 
immigrant households. With the growing immigrant population in the USA, 
we, as emergency practitioners, need to be more aware of these practices. 

 Systems-based Management: Use of local resources such as Poison Control, 
Language Line interpretation services, and Child Protective Services is 
helpful in a case such as above. 
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 Patient Centered Communication: An interpreter would have been necessary to 
communicate with the grandma in this case. Also, good communication is 
paramount to the social aspects of this case, especially if there might be 
potential for Child Protective Services’ involvement.       

    Case Outcome 

   Disposition : The patient was admitted to the pediatric inpatient fl oor for close 
observation. This 3-year-old Asian boy’s symptoms improved after treatment with 
Albuterol/Atrovent nebulizer. The admitting team added steroids, 1 mg per kg orally 
to his regimen. After a 2-day stay, he was discharged home. The boy’s mother, 
father and grandmother were all observed to interact in an appropriate manner with 
the child while he was in the hospital. There was no need in this case to contact 
Child Protective Services.     
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    Chapter 26   
 Case 8: Adolescent Indian Male Sikh       

       Sybil     Zachariah      and     Swaminatha     V.     Mahadevan      

            Case Scenario 

  A      17-year-old Indian male presents to the emergency department ( ED)   with his 
mom stating that he had been beaten up while walking home from school. Initially, 
the young man refuses to discuss what had happened. You note that the child is of 
Indian origin and is wearing a small turban-like headdress. A small portion of the 
turban is blood-soaked suggesting an underlying scalp injury. On removing his 
headdress, you note that the child’s hair is very long. You fi nd a superfi cial 3 cm 
laceration over the crown, which has stopped bleeding. After examining the wound, 
you determine that cutting some hair would facilitate closure of the wound. When 
the patient’s mother fi nds the physician trimming back the child’s hair she becomes 
extremely irate, saying, “What are you doing? Why are you cutting my son’s hair? 
Don’t you know we are Sikhs?” 

 The physician apologizes and pauses. The young man fi nally opens up and 
explains: “I was walking home from school like I always do. Then these kids came 
up to me and were shouting ‘Rag head, go back to Afghanistan’ and ‘You’ll pay for 
September 11 th .’ I tried to keep walking and ignore them but they jumped me and 
starting punching and kicking me.” The child and mother both burst into tears. He 
continues, “I was so angry I almost pulled out my kirpan (see Fig.  26.1    ) to take care 
of those bullies. They are going to pay for this if it’s the last thing I do.”
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      Review of  Symptoms   

 Patient complains of headache and cut to his scalp.  

     Past Medical History   

 None  

     Family History   

 None  

    Social  History         

 Denies alcohol, drug use, or tobacco use.  

  Fig. 26.1     Sikh man 
wearing kirpan         
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     Physical Exam   

  Vital signs : Temp: 98 °F, pulse: 75, BP: 118/70, respirations: 20, O 2  Sat 98 % on 
room air 

  General : Healthy male wearing a small turban headdress, which is blood-soaked 

  Cardiovascular : Regular rhythm, no murmurs or gallops. No edema, capillary refi ll 
less than 2 s 

  Respiratory : Regular, unlabored breathing. Clear to auscultation bilaterally. 

  ENT : Upon removing his headdress, you fi nd a superfi cial 3 cm laceration to the 
frontal area, no active bleeding 

  Abdomen : Bowel sounds normal in all four quadrants. Soft, non-distended 

  Extremities : Warm, well perfused, intact 

  Skin : Warm, dry, clean, appropriate for ethnic background. Signifi cant for superfi -
cial 3 cm laceration 

  Neuro : Pupils equally round and reactive to light. Cranial nerves intact 

  Neck : Soft, nontender. No lymphadenopathy  

    Questions for Discussion 

     1.          What are some ways of getting this patient to open up?

    (a)    Showing empathy, being compassionate, being patient, building trust, and 
making it clear that you are there to help.    

      2.    How often are adolescents the victims of  violence  ?

    (a)    Violence disproportionally affects children, adolescents, and young adults, 
with youth having the highest rate of victimization of any age group. In 2009, 
nearly 500,000 children and youth sought care for nonfatal violent injuries, 
and 6 % of these were hospitalized. Children often initially experience or 
witness violence at home; this can increase their predisposition to violence 
along with exposure from school, media, sports, and peer violence [ 1 ].    

      3.    Is  school violence      common?

    (a)    Many adolescents report that their greatest fear is school violence. In a 2011 
national school survey, 5.9 % of students missed school because they felt 
unsafe at school or traveling to or from school, and 7.4 % of kids had been 
threatened or injured with a weapon while on school property. The survey 
also revealed that 32.8 % of high school students had been in a physical fi ght 

26 Case 8: Adolescent Indian Male Sikh



244

and 16.6 % carried a weapon to school (e.g., gun, knife, or club) [ 2 ].  Bullying   
is becoming recognized as an important part of school violence, consisting 
of the repeated and intentional intimidation, harassment, or physical harm 
toward an individual or group. Up to 54 % of students report being victims 
of bullying within the past year [ 1 ].    

      4.    Why would the mother become hostile as the patient needs the hair to be trimmed 
to facilitate  wound closure  ?

  Attitudes/assumptions: the  physician   

  In medical practice, the cutting of the hair to facilitate wound closure is standard 
of care.   

  Attitudes/assumptions: the  mother   

  Sikhs are  forbi     dden from cutting their hair or their beards.   

  Gaps in Provider Knowledge 

  (a)  Lack of knowledge of health beliefs/customs: Sikh religion was created 500 
years ago in Punjab, India, and there are 20 million Sikhs worldwide. Although 
people of many religious and ethnic backgrounds wear head coverings, Sikh 
men are mandated to wear them as commanded by one of their spiritual leaders. 
Sikhs are also forbidden from cutting their hair or their beards [ 3 ].  

  (b) Lack of knowledge of this community: As part of their sacred religious 
beliefs, Sikhs are required to wear a ceremonial sword or  kirpan . The kirpan 
can be a few inches in length to over 3 ft long and is usually kept sheathed 
(see Fig.  27.1 ). It is worn as a religious symbol and is not intended for use as 
a weapon [ 3 ].  

  (c)  Lack of knowledge of  disparities/discrimination  :       The Department of Justice 
defi nes hate crimes as “the violence of intolerance and bigotry, intended to 
hurt and intimidate someone because of their race, ethnicity, national origin, 
religion, sexual orientation, or disability. The purveyors of hate use explo-
sives, arson, weapons, vandalism, physical violence, and verbal threats of 
violence to instill fear in their victims, leaving them vulnerable to more 
attacks and feeling alienated, helpless, suspicious and fearful” [ 4 ].  

  Hate crime data is collected by the FBI per the  Federal Hate Crimes Statistics 
Act  . Prior to 2001, hate crimes due to bias against Islam were relatively rare. The 
September 11th terrorist attacks spawned a backlash of hate crimes against many 
US residents who were felt to be associated with the terrorists based on appear-
ance, ethnicity, or religion, peaking within the year after the attacks to nearly 
500. The incidents then decreased but have held steady at 100–200 a year, how-
ever, never returning to the low rates prior to 2001 [ 5 ]. A study done in 2010 
demonstrated that 43 % of Americans hold at least “a little” prejudice toward 
Muslims, with 53 % having an unfavorable view of the Islamic faith [ 6 ]. Many 
Sikhs and Sikh organizations have organized nationwide campaigns to educate 
Americans about their religion.      
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   5.    What actions could have been taken by the doctor?

    (a)    Express empathy for what has happened. Allow the victim to ventilate feel-
ings about the crime, and validate those feelings by expressing your personal 
concern for the victim and what he or she has experienced.   

   (b)          Inform the victim that he or she may experience a range of normal emotional 
responses due to the victimization (e.g., anger, sadness, emotional numb-
ness) and that these responses may manifest themselves immediately fol-
lowing or any time after the incident. Do not attempt to diminish the impact 
of the crime in any way.       

   6.    What should the ED physician do regarding the child’s statement of retaliation?

    (a)    The  ED physician   should take all threats of physical harm or violence seri-
ously, and victims should be counseled by either healthcare providers or 
social services while in the ED. Determine the victim’s plans to seek revenge 
and counsel the patient, emphasizing a cooling-off period to prevent further 
acts of violence. The risk of criminal prosecution, re-injury, or death to the 
patient or others should be discussed with the patient.   

   (b)    Emergency physicians and other healthcare providers may be legally 
bound to report a patient to law enforcement offi cials if a patient threatens 
a specifi c individual.       

   7.    Which components of the  Emergency Medicine Milestones   of the ACGME 
competencies are incorporated in the case?

   General Approach to Procedures: Showing empathy, being compassionate, being 
patient, and building trust by suturing the laceration without cutting the 
patient’s hair.  

  Professional Values: Cross-cultural inclusion of the patient and his mom in 
understanding the Sikh belief of not cutting hair before closing of a 
laceration.  

   Patient-Centered Communication  : Allowing the victim to ventilate his feelings 
about the crime and validating those feelings by expressing personal concern 
for the victim. If you cannot communicate in the language of the victim, 
      arrange for an interpreter. Be sensitive and respectful.          

    Case Outcome 

 Diagnosis:  Scalp laceration   
 Disposition: Home 

 The patient’s scalp laceration is cleaned, explored, and closed without cutting the 
patient’s hair. His mother is relieved and grateful. After being counseled by the ED 
physician and social worker, the child acknowledges that he was just angry and 
really does not intend to harm his assailants. The ED physician suggests that he and 
his mother meet with the school principal to discuss the events of the day.     
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    Chapter 27   
 Case 9: Intimate Partner Violence in the Gay 
Community       

       Simiao     Li      ,     Jason     Liebzeit     , and     Michael     A.     Gisondi     

            Case  Scenario         

 A 19-year-old male presents to the emergency department with a complaint of  pain-
ful rectal bleeding  . The triage note is otherwise blank. The patient enters the exami-
nation room alone, appearing sullen and withdrawn. A young male resident assigned 
to his care becomes frustrated during multiple attempts at a history and a physical. 
The patient is quiet, slow to answer questions, and offers little detail. The resident 
makes several requests for the patient to fully undress. Physical examination is 
remarkable for a bloody laceration extending close to the ventral aspect of the anal 
sphincter. Multiple bruises are noted on the extremities. After the examination, the 
physician shakes his head and asks, “How did all this happen?” The patient starts to 
cry and states, “I can’t believe my life has gotten so out of control.” 
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    Review of  Systems   

 The patient also reports nausea and anorexia, as well as painful defecation. He 
denies fever, cough, vomiting, headache, weight loss, and rash. All other systems 
are negative.  

     Past Medical History   

 Environmental allergies. No medications/allergies.  

     Family History   

 No history of infl ammatory bowel disease or cancer.  

     Social History            

 The patient lives with his 34-year-old boyfriend. He denies tobacco use, but drinks 
alcohol heavily each weekend and uses illicit drugs: “My boyfriend gives me T to 
use sometimes.”  

     Physical Exam   

  Vital signs : Temp :  99.3, pulse 105, RR 22, BP 125/55, O 2  Sat 100 % on room air 

  General:  Awake and alert, appears uncomfortable, poor eye contact 

  Cardiovascular:  Tachycardic and regular; S 1  and S 2  normal, no murmurs 

  Respiratory:  Breathing comfortably with good aeration, clear in all fi elds 

  ENT:  Normocephalic, atraumatic; pupils equally round and reactive to light and 
accommodation, extraocular movements intact, anicteric; moist mucosa 

  Abdomen:  Non-distended; normal bowel sounds; mild, diffuse tenderness to palpa-
tion without guarding; no peritoneal signs; no organomegaly or masses 

  Extremities:  Warm, well perfused, full active range of motion; non-tender 

  Skin:  Multiple areas of ecchymosis at bilateral wrists, proximal arms, and medial thighs 
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  Neuro:  Alert and oriented; cranial nerves 2–12 intact; strength and sensation 5/5 × 4; 
refl exes 2+ × 4; cerebellar and gait exams normal 

  Rectal:  Tender 2.5 cm perianal laceration at 6 o’clock position; external sphincter 
tone intact; a small amount of fresh blood is present; vault empty, prostate 
non-tender  

             Questions for Discussion 

     1.    Why wasn’t the patient immediately forthcoming about the nature of his 
injuries?

  Attitudes/Assumptions: The  physician   

  (a)    I know that there is something wrong, but how can I help him if he won’t tell 
me what happened? This patient is wasting my time.   

  (b)    I’m not surprised he’s such a mess. I don’t even know what drugs he is using 
… what does “T” even mean?   

  (c)    I don’t have time for something he brought on himself. If he is being abused 
by his partner, why doesn’t he just leave?    

  Attitudes/Assumptions: The  patient   

  (a)    This doctor is going to judge me. I bet he is a conservative.   
  (b)    If I tell the doctor that I’m using meth, he will report me and I will get 

arrested.   
  (c)    I can’t tell them that my boyfriend is beating me up. Men don’t allow them-

selves to be beaten.   
  (d)    If I tell them my boyfriend is beating me up, my boyfriend will get arrested.   
  (e)    My boyfriend will really hurt me if he fi nds out I tried to get help.    

  Gaps in Provider Knowledge 

  (a)    Lack of knowledge of health beliefs/customs: Drug use and depression are 
often associated with intimate partner violence (IPV) [ 1 ]. Methamphetamine, 
a highly addictive illicit drug, is associated with increased sexual drive and 
unsafe sexual practices [ 2 ]. “T” is one of the street names used for the drug [ 3 ].   

  (b)    Lack of knowledge of  community  : Relative lack of awareness of IPV in 
general, particularly among same-sex couples. Gay men experience IPV at 
rates similar to or higher than those among heterosexual women [ 4 ], but can 
be hesitant to disclose due to social pressure [ 5 ]. The rates of IPV for women 
with same-sex partners and transgender individuals are even higher [ 5 ].   

  (c)    Lack of knowledge of disparities/discrimination:          Gay patients may be reluc-
tant to discuss their sexual orientation or practices, given prior negative 
experiences with family and/or healthcare providers.    
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      2.    How could the physician more sensitively obtain a  sexual history?  

  Cultural Tools and Skills to Improve  Communicatio  n 

  (a)     Questions about sexual orientation should be direct and free of judgment [ 6 ].
•    “Do you have sex with men, women, or both?” Do not assume 

heterosexuality.  
•   Avoid labeling a patient as gay, lesbian, bisexual, or transgender, unless 

prompted by the patient. Some patients may avoid self-identifi cation 
with a particular group and the term “men who have sex with men” 
(MSM) is more inclusive.      

  (b)      Sexual practices   should be discussed in a “matter-of-fact” tone that conveys 
understanding: “There seems to be a tear at the opening to your rectum. 
Such injuries are commonly the result of trauma during anal sex or from the 
use of sex toys. Was anything put in your rectum that could have caused the 
cut I noticed?”   

  (c)     Details of possible IPV should similarly be solicited in a direct, yet support-
ive manner [ 6 ,  7 ]:
•    “Does your partner ever hit, kick, hurt, or threaten you?”  
•   “Do you feel unsafe  i        n any of your relationships?”  
•   “Does anyone hurt you or force you to have sex?”  
•   “Do you have a safe place to stay?”       

      3.    What  medical issues   concern you about this patient?

    (a)    Intimate partner violence, substance abuse, possible depression and/or sui-
cidal ideation, anal laceration    

      4.    Which components of the  Emergency Medicine Milestones   of the ACGME 
competencies are incorporated in the case?

   Medical Knowledge: The comprehensive care of this patient would require that 
the resident is well versed in the following topics: anorectal emergencies, 
substance abuse and addiction, depression and self-harm, IPV, and cultural 
competence with LGBT (lesbian, gay, bisexual, transgender) health issues.  

  Patient Safety: Cases of IPV often require providers to address psychosocial 
issues as well as medical emergencies. This scenario tests the resident’s abil-
ity to identify and manage cultural,          psychiatric, and medical challenges in 
concert.  

   Systems-Based Management  : This case may require a resident provider to uti-
lize multiple referrals for potential outpatient care (general surgery, addiction 
counselor or program, psychiatrist, STI clinic, shelter). Residents should 
become familiar with referral systems to such agencies in their 
communities.  

   Professional Values  : Providers often encounter patients with social or cultural 
practices that may confl ict with the provider’s own beliefs or values. It is 
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imperative that residents learn skills to care for patients in a manner that 
respects perceived differences and engenders a therapeutic environment.  

   Patient-Centered Communication     : A professional and nonjudgmental approach 
is essential when obtaining a sexual history or eliciting experiences with 
IPV. The skilled resident would be able to tailor their questioning to the 
 challenges of the case while ensuring a comfortable and trusting patient-phy-
sician interaction.          

    Case Outcome 

 Diagnoses: Anal  laceration        ; IPV; substance abuse; depression 
 Disposition: Discharge with a supportive friend 

 The details of the patient’s injuries are obtained in a supportive  manner  . As a 
result, the patient is comfortable relaying the details of his troubled home life to an 
understanding healthcare provider. The physician discusses the increased risks of 
self-injurious behavior, substance abuse, and partner violence among young gay 
men. The patient affi rms that he is not suicidal and agrees to speak with a social 
worker regarding his partner’s violence and unsafe living environment. He takes an 
outpatient mental health referral for possible depression. He receives appropriate 
STI screening and empirical treatment. A rapid HIV test is negative. The anal lac-
eration will heal by secondary intention. The physician prescribes Augmentin, stool 
softeners, Sitz baths, and an outpatient surgery referral. The patient is given return 
precautions and is discharged in the care of a close friend.     
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    Chapter 28   
 Case 10: West Indian/Caribbean       

       Heather     M.     Prendergast     

            Case  Scenario   

 A 65-year-old male presents to the emergency department with his wife. From the 
triage assessment, you learn that the husband recently emigrated from Jamaica, 
West Indies, to join his wife in the USA. Per his wife, the patient has been losing 
weight and seems to be “more tired.” She reports that the patient has been self- 
medicating with a variety of  “herbal remedies”   which seemed to have helped. The 
patient is a healthy, well-groomed male with shoulder length hair (dreadlocks) who 
appears older than his stated age. 

 You are unable to obtain any meaningful additional information concerning the 
chief complaint from the patient, and his wife is unable to provide the necessary 
specifi cs. Multiple attempts at a dialogue with the patient yield only one-word or 
vague answers. The doctor, believing the patient to be arrogant and disinterested in 
seeking medical attention, focuses on the patient’s use of “herbal remedies,”    and 
assumes that these “herbal remedies” the patient has been using are “ganja” (also 
known as marijuana); therefore he is dismissive of the wife’s concerns. The doctor 
unintentionally minimizes the severity of the complaints based on the general 
appearance of the patient and preconceived stereotypes about Jamaicans with dread-
locks and the perceived widespread use of marijuana among this group of individu-
als. The doctor suggests to the family that the patient’s complaints are not emergent 
and instructs the wife to make a clinic appointment for an outpatient evaluation. 
Specifi cally, the dialogue is as follows: 

 Physician (enters the room and immediately begins with his questioning): “Sir, 
when did your symptoms fi rst begin?” 

 Patient: “Well, some time now.” 

        H.  M.   Prendergast ,  M.D., M.S., M.P.H.      (*) 
  Department of Emergency Medicine ,  University of Illinois ,   Chicago ,  IL ,  USA   
 e-mail: hprender.heather@gmail.com  

mailto:hprender.heather@gmail.com


254

 Physician: “Approximately how much weight have you lost?” 
 Patient: “Quite a bit.” 
 Physician: “Have you noticed any changes in your appetite since coming to the 

United States?” 
 Patient: “No.”    
 Physician: “Have you experienced any of the following: fevers, blood in your 

stools, headache, and abdominal pain?” 
 Patient: “Well, it’s hard to say.” 
 Physician: “Your wife mentioned that you have being trying some herbal reme-

dies. Can you tell me more about what you have been using?” 
 Patient: “Well, not per se. You can’t buy them in stores. It’s a homemade 

thing.” 
 Physician: “Well, sir, what would you like me to do for you today?”  
 Patient: “I don’t know, you are the doctor and I am the patient.” 
 Physician: (appears a bit frustrated and sighs) “Sir, correct me if I am wrong. 

These symptoms have been occurring for some time now and nothing 
new has happened recently that precipitated your presence here today. 
Do you share the same concerns as your wife, or are you here for her 
benefi t?”    

 Patient: “Well doctor, this is the hospital and you must tell me if something is 
wrong.”  

 Physician: “Sir, I believe that you can best benefi t from an outpatient evaluation. 
Based upon our conversation, I don’t see any reason to do any expen-
sive laboratory testing from the Emergency Department, and your 
chronic complaints can be addressed in a less costly environment.” 

    Review of  Symptoms   

 Provided by the wife: The patient has experienced weight loss, frequent loose stools, 
and urinary frequency sometimes with diffi culty. There is no history of vomiting.  

     Past Medical History   

 Hypertension controlled with herbal preparations  

     Family History   

 Father died of cancer. Mother with a history of diabetes.  
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     Social History   

 Smokes tobacco, occasional alcohol, no illicit drug use  

     Physical Exam   

  Vital signs : Temp: 98.7 °F,  pulse  : 86, respirations: 20, BP: 146/92, O 2  Sat 98 % on 
room air 

  General : Well-developed and well-nourished male, appears healthy 

  Cardiovascular : Regular rate and rhythm, S1, S2 normal 

  Respiratory : Occasional rhonchi at bases, otherwise clear 

  ENT : Pupils equal and reactive, extraocular movements intact, neck: supple, mucous 
membranes moist 

  Abdomen : Soft, fl at, normal bowel sounds, no rebound, no guarding 

  Extremities : Well perfused. Capillary refi ll <2 s. No edema. No clubbing of nails. 

  Skin : Warm, dry, intact, clean. 

  Neuro : Alert and oriented ×3. Cranial II-XII intact. 

  Rectal : Enlarged prostate, fi rm, brown stool, heme occult positive  

    Questions for Discussion 

     1.    Why did the physician-patient relationship suddenly change to an adversarial one?

  Attitudes/Assumptions: The  physician   

  (a)    I am the doctor, I know best. I am here to help you, but do not waste my 
time.   

  (b)    Based upon the patient’s vague and one-worded responses, the patient is not 
really interested in being a partner in  his   medical care.   

  (c)    Patients with dreadlocks and of West Indian descent tend to use marijuana 
recreationally and marijuana use may be a part of his “herbal remedies.”   

  (d)    The patient looks relatively healthy and is probably here at the urging of his 
wife.    

  Attitudes/Assumptions: The  patient   

  (a)    The doctor assumes that I am uneducated and may not understand English 
well.   
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  (b)    The doctor is disrespectful and feels I am not worthy of respect by not intro-
ducing himself and addressing me by my last name.   

  (c)    The doctor is arrogant and believes I am wasting his time.   
  (d)    Americans in general are impatient.   
  (e)    The doctor does not understand Jamaican culture and attitudes—he proba-

bly thinks I am stupid.    

  Gaps in  Provider Knowledge      

  (a)    Lack of knowledge of health beliefs/customs by provider: In general, 
Jamaicans tend to self-medicate and exhaust every possible home remedy 
before seeking professional medical assistance. However, once seeking pro-
fessional medical attention, there is a sincere belief in the physician or medi-
cal providers to cure the illness. Herbs are also used for health maintenance. 
Elders within the family are repositories of herbal wisdom. Popular home 
remedies included senna, Epsom salt, or castor oil to cleanse the bowel of 
worms and purify the body.   

  (b)    Lack of knowledge of community: Jamaicans see themselves as indepen-
dent thinkers. They take pride in controlling their destiny. Most reject 
authority when they believe that their intellectual ability is being disre-
garded or when the authority fi gure is perceived to be condescending. The 
strong sense of person and family is often misconstrued. Many Jamaicans 
are perceived as stubborn or intolerant of authority and authority fi gures. 
Women tend to take the leadership role in securing medical services for 
themselves and their families. Women often accompany men to doctor’s 
appointments and may tend to do most of the talking. Jamaicans are very 
proud and try to maintain dignity at all cost. This leads to stoic behavior and 
should not be misinterpreted as unfeeling or uncaring.   

  (c)    Lack of knowledge of disparities/discrimination: There is a misbelief that 
most Jamaicans do not speak English and therefore have diffi culty under-
standing English. In addition, there is the stereotype that marijuana or 
“ganja” use is widespread in Jamaica, especially among Rastafarians and 
dreadlocks are stereotypical of affi liation with Rastafarian beliefs.     

      2.    What actions could have been taken by the physician to avoid/prevent this nega-
tive exchange?

   Cross-Cultural Tools and Skills   

  (a)       Greetings or acknowledgement of an individual’s presence is an important 
cultural value. Absence of the greeting implies a failure of interest in the 
well- being of the individual.   

  (b)    Listen carefully to understand what is being said. Many Jamaicans may 
speak with an accent. Simply clarify what has been said in order to prevent 
any misunderstanding on your part or the part of the patient. Make sure that 
efforts to achieve clear communication and dialogue are not conveyed in a 
condescending manner.   
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  (c)    Remember that Jamaicans bring with them a cultural history and that “one 
size does not fi t all” when it comes to culture.   

  (d)    Be understanding of cultural norms and tendencies without imposing 
 judgment.        

   3.    What  medical issues   concern you about this case?

   (a)    The patient presents with concerning symptoms (weight loss and fatigue); 
however it is diffi cult getting a good history from the patient. The patient 
provides one-word answers and seems uninterested.   

  (b)    Systematically go through your medical differential by focused questioning 
and really engage the patient in the process.   

  (c)    Discuss or explain the reasoning behind your questions. This may help 
improve the quality of the patient’s responses. For example, explaining why 
the types of herbal regimens used by the patient may be important in formu-
lating a thorough differential diagnosis. Many herbal preparations may con-
tain mild diuretics or laxatives, etc .     

      4.     Which   components of the  Emergency Medicine Milestones   of the ACGME 
competencies are incorporated in the case?

    Patient care  : Establishes and implements a comprehensive disposition plan that 
uses appropriate consultation resources; patient education regarding diagno-
sis; treatment plan; medications; and time- and location-specifi c disposition 
instructions.  

   Patient-centered communication:    Demonstrates interpersonal and communica-
tion skills that result in the effective exchange of information and collabora-
tion with patients and their families. Taking the time to introduce or greet the 
patient can serve to set the tone for a good physician-patient relationship and 
a potentially positive service outcome. Ask when in doubt. Most Jamaicans 
are proud of their country and are happy to talk about it.  

   Professional values  : Demonstrates compassion, integrity, and respect for others 
as well as adherence to the ethical principles relevant to the practice of medi-
cine.Listen carefully to the wife’s concerns. Communicate openly in a non-
judgmental manner and do not minimize the patient’s presentation to the ED.          

    Case Outcome 

 Diagnosis: Symptomatic anemia probable due to chronic blood loss from the gas-
trointestinal tract 
 Disposition:  Home   

 After an appropriate history and physical examination is obtained utilizing the 
principles above, screening laboratory studies revealed hemoglobin of 10 with no 
previous baseline. Based upon the heme-positive stools, you conclude that it is most 
likely an iron-defi ciency anemia. You send blood to the lab for iron studies to be 
followed up during a future clinic appointment. You explain your concerns to the 
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family, and explore the correlation with the patient’s symptoms and your fi ndings. 
The patient is encouraged to take a multivitamin in addition to the iron tablets that 
you prescribe. You learn of the family’s deep religious beliefs and concerns about 
cancer. You discuss a management plan with the couple stressing the importance of 
avoiding a presumptive diagnosis. You communicate your concerns about the con-
tinued use of herbal remedies in addition to the multivitamins and iron supplements. 
You ask that the patient refrain from use of those products until a diagnosis is made. 
You instruct the family that they may return to the emergency department should 
there be any change in his symptoms or  condition   [ 1 – 9 ].     
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    Chapter 29   
 Case 11: American Indian       

       Diane     Rimple     

               Case Scenario 

 An 84-year-old American Indian woman is brought to the emergency department at 
a tertiary care hospital by Advanced Life Support ambulance from an  Indian Health 
Services clinic   on a Pueblo approximately 2 hours away. She is accompanied by her 
daughter, who brought her to the clinic from home due to cough and fever. She is a 
frail-appearing older woman in a hospital gown, lying under a traditional blanket. 
She is on oxygen by non-rebreather. The patient is somnolent but easily arousable 
to voice. She speaks some English, but Navajo is her primary language. The resident 
has diffi culty understanding her responses and is not certain that the patient under-
stands her questions. 

 The clinic chart reports that a chest radiograph was obtained, which revealed a 
right middle lobe pneumonia. Labs were obtained, which were remarkable for an 
elevated white count and elevated blood urea nitrogen ( BUN  )    with normal creati-
nine. The clinic gave the patient 1 liter of normal saline IV fl uid and antibiotics 
appropriate for community-acquired pneumonia. Copies of the medical record, 
laboratory results, and radiologist’s read of the X-ray are included. 

 The resident asks the patient’s daughter about the patient’s history and review of 
systems. She explains that the patient will be admitted to the hospital for antibiotics, 
oxygen, and IV hydration. She asks the patient’s daughter if she has any questions. 
The daughter says, “No.” The resident exits the room to begin the treatment and 
admission of the patient. 

        D.   Rimple ,  M.D.      (*) 
  Department of Emergency Medicine ,  University of New Mexico ,   Albuquerque ,  NM ,  USA   
 e-mail: DRimple@salud.unm.edu  

mailto:DRimple@salud.unm.edu


260

    Review of  Symptoms   

 According to the clinic chart and the patient’s daughter, the patient ordinarily is 
ambulatory and independent in the activities of daily living. She lives with her 
daughter and the daughter’s family. The daughter said that she hasn’t been eating 
well for about a week. She has been in bed for 2 days and seemed to be having 
trouble breathing this morning. No other symptoms were  recorded  .  

     Past Medical History   

 Right hip fracture 2 years ago. Repaired. 
 Per clinic chart:   Infl uenza vaccine this year and has never received a pneumovax  

     Family History   

 Children with diabetes and hypertension, parents died of “old age”  

     Social History   

 No alcohol or tobacco use by the patient, patient worked at home as a weaver  

     Physical Exam   

  Vital signs : Temp: 101.3 °F, pulse: 104, BP: 90/55, respirations: 24, O 2  Sat 90 % on 
10 liters by non-rebreather mask 

  General : Thin, frail-appearing older American Indian woman, somnolent but arous-
able to voice 

  Cardiovascular : Tachycardia in regular rhythm, with no murmurs, gallops, or rubs, 
palpable radial pulses 

  Respiratory : Tachypnea, shallow respirations, crackles in the bilateral lower lung 
fi elds; coarse breath sounds on right 

  ENT : Pupils round,  r  eactive to light, arcus senilis, conjunctiva normal, mucous 
membranes dry, poor dentition 

  Abdomen : Soft, non-tender, non-distended, no organomegaly 

  Extremities : No edema, 4+ strength throughout, no cyanosis, arthritic changes to hands 

  Skin : No rash 
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  Neuro : Grossly intact, no focal defi cits 

  Neck : No jugular venous distention, bruits, no stridor  

    Questions for Discussion 

     1.    Why is communication with the patient diffi cult?

   Attitude     s/assumptions: The physician 

  (a)    The patient does not speak English well.   
  (b)    The patient does not understand my questions.   
  (c)    The patient may have dementia or other memory loss.   
  (d)    The patient is uneducated and wouldn’t be able to give a medical history.   
  (e)    The patient’s daughter can speak for her and will make health decisions for her.   
  (f)       The clinic’s record is adequate because that is where the patient gets her 

primary care.    

   Cross-Cultural Tools and Skills  : Language 

  (a)    Commercial interpretation services often do not include American Indian 
languages.   

  (b)    Institutions taking care of populations speaking American Indian languages 
often have interpreter services available.   

  (c)    Younger family members are often bilingual. Elder American Indians will 
often be accompanied by family members who wish to help with their care. 
This raises the ethical issue of using family members as interpreters.   

  (d)    In some American Indian communities, asking questions is a sign of disre-
spect. Simply asking if a patient or family member has any questions may 
not be adequate to explore their understanding.    

  Cross-Cultural Tools and Skills:  Patient Autonomy   

  (a)    Elders are considered autonomous and make their own health decisions if 
they are able.    

      2.       How should the physician approach issues of code status and goals of care?

  Attitudes/assumptions: The  physician   

  (a)    The patient won’t understand or be able to make her own decisions regard-
ing her goals of care or code status.   

  (b)    She and her family will be offended if code status or goals of care are 
brought up.    

  Gaps in  Provider Knowledge   

  (a)    Lack of understanding of elders’ autonomy.   
  (b)    Lack of knowledge regarding this specifi c community: Learn the family 

dynamic of elders living with extended family and expectation regarding 
elders’ participation in decision making.   
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  (c)    Lack of knowledge of disparities/discrimination: American Indians may be 
distrustful of western medicine and the healthcare system, both internal and 
external to the Indian Health Service, due to a long history of misuse by 
researchers and transient healthcare workers with little understanding of 
their culture [ 1 ].   

  (d)    Lack of knowledge of health beliefs/customs by provider including tradi-
tional medicine and the importance of medicine men.    

      3.       Which components of the  Emergency Medicine Milestones   of the ACGME 
competencies are incorporated in the case? [ 2 ]

     Patient Safety  : Participating in an institutional process improvement plan to opti-
mize emergency physician practice and patient safety.  

   Systems-Based Management     : Recommending strategies by which patients’ 
access to care can be improved.  

  Professional Values: Demonstrating behavior that conveys caring, honesty, gen-
uine interest, and tolerance when interacting with a diverse population of 
patients and families and demonstrating an understanding of the importance 
of compassion, integrity, respect, sensitivity, and responsiveness, and exhibit-
ing these attitudes consistently in common/uncomplicated situations and with 
diverse populations  

   Patient-Centered Communication     : Effectively communicates with vulnerable 
populations, including both patients at risk and their families.         

       Case Outcome 

  Diagnosis : Right middle  lobe pneumonia and sepsis  . 
   Disposition  : Patient was made full code and admitted to the intensive care unit 
( ICU  ),    where she initially deteriorated and required bilevel positive airway pressure 
( BiPAP  ).    The family requested that their medicine man be able to visit. He per-
formed several healing ceremonies. The patient made a slow recovery, complicated 
by a troponin leak and deconditioning. She was discharged to a rehabilitation facil-
ity 21 days after admission.      
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    Chapter 30   
 Case 12: Spiritualism in the Latino 
Community       

       Lisa     Moreno-Walton      ,     Marcus     L.     Martin     ,     Leslie     Uldine     Walker      , 
    Ruth     E.     Wong-Pérez      , and     Janene     Hecker     Klein    

                           Case Scenario 

 Mr.  Cruz   is a 43-year-old Puerto Rican male unrestrained driver of a pickup truck 
brought to the emergency department (ED) in the middle of the night after a motor 
vehicle collision.  Paramedics   wheel the stretcher through the door and tell a 
Caucasian male physician that the patient ran a red light at a low rate of speed and 
collided with a vehicle which was coming through the intersection. There was no 
reported loss of consciousness. He is immobilized in the usual manner on a long 
backboard and cervical collar. His left hand appears injured. He is asked to remove 
a ring from his left hand but he refuses. 

   ED  physician : “ Hello, Mr. Cruz, I am Dr. Jones. What happened? ” 
  Patient:  “ I don’t know. I looked both ways, but it was dark. ” 
  ED physician:  “ Did you lose consciousness or pass out? ” 
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  Patient:   “ No, no. ”  (The patient appears more upset than would normally be 
expected.)  “ I should have known this was going to happen. ” 

  ED physician:  “ Did you hit your head? ” 
  Patient:  “ No, I should have known. No, I did not hit my head. ” 

 Obviously puzzled, the doctor looks at the nurse, a Latina, who is obtaining vital 
signs. She just smiles back at him. The patient notices the interaction between the 
doctor and nurse and becomes agitated. He addresses the nurse in Spanish, 
“Señorita, you understand what I’m talking about. My cousin, he is a  santero . He 
told me this afternoon that someone who is jealous of my family business put a 
spell on me.” 

  Nurse (to doctor in English):   “ He is worried that the collision was the result a 
spell someone put on him. His cousin is a santero, 
and they believe someone who is jealous of his 
family wishes him harm. ” 

  Doctor (to patient):   “ I’m going to take you into the trauma bay so that 
I can do a full physical examination. ” 

  Patient:   “ I don’t want to go into that room. I’m gonna die! 
So many people have died in there. I see them all 
over the place. ” 

  Nurse:   “ Yes, but a lot of people have survived in this room 
also, and you will be just fi ne, sir. Just fi ne. ” 

    Review of  Symptoms                  

 Laceration on dorsum of his left hand and an abrasion to the left side of his 
forehead  

     Past Medical History   

 Fractured left arm resulting from an injury during early childhood  

     Family History   

 Hypertension, diabetes mellitus  

     Social History   

 Patient lives with his wife, their three children, and cousin Don Jose.  
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     Physical Exam   

  Vital signs:  Temp: 98.6 ° F              , pulse: 105, BP: 160/90, respirations: 18, O 2  Sat 100 % 
on room air 

  General:  Well-developed, well-nourished male, in no respiratory distress 

  Cardiovascular:  Regular rate and rhythm, no murmurs, rubs, or gallops 

  ENT:  Normocephalic, abrasion to the left side of his forehead, pupils equal, round, 
and reactive to light and accommodation (PERRLA), no evidence of papilledema, 
tympanic membranes clear, oropharynx clear 

  Respiratory:  Clear to auscultation bilaterally, no wheezes, rales, or rhonchi 

  Abdomen : Bowel sounds normal in all four quadrants. Soft, non-distended, no ten-
derness to palpation 

  Extremities:  Dorsum left hand, 4 cm stellate laceration, no tendon or muscle involve-
ment, no motor or sensory defi cits 

  Neuro:  Awake, alert and oriented ×3, no focal defi cits  

    Questions  for               Discussion 

     1.    The physician does not seem to know about  Santería  (an Afro-Caribbean belief 
system) or why the patient believes that the collision is related to this. How could 
the patient’s care be affected by the physician’s lack of understanding?

  Attitudes/Assumptions: The  physician   

  (a) Any apparent agitation on the part of the patient is probably due to head 
trauma.  

  (b) The patient is probably paranoid and does not know what he is saying.  
  (c) The patient is agitated. He believes that the collision was caused by a spell, 

but he may also have a head injury or may be intoxicated. The patient senses 
that the physician is judgmental or dismissive of his fears, jeopardizing fur-
ther communication with physician and staff.  

  (d) The patient’s paranoia must be dealt with immediately as opposed to fi nding 
out what is causing the paranoia.  

  (e) The patient’s ring must be removed no matter what the symbolism in order 
for the X-ray to be taken.   

                 Attitudes/Assumptions: The  patient   

  (a) My cousin, a  santero , informed me today that my neighbors, the Mercados, 
are jealous of the success of my family’s bodega, and that Mr. Mercado has 
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consulted with someone and purchased items at the  botanica  to bring bad 
luck to me so that I will not be able to work at my bodega.  

  (b) I made sure to check the road both ways and didn’t see anyone; therefore it 
must be the curse that has harmed me.  

  (c) I know that the doctor does not believe me, and I have witnessed the interac-
tion between him and the nurse. The doctor’s lack of knowledge about 
 Santería  is evident.      

   2.    How can the physician gain more information about Puerto Rican cultural belief 
systems?

  Gaps in Provider Knowledge 

  (a) Lack of knowledge of  health beliefs/customs  : Religious practices are an 
extremely signifi cant component of the Latino cultural system [ 1 ]. Like mem-
bers of many faith groups globally, some Latinos attribute health problems to 
supernatural causes or interpersonal confl icts and seek the guidance of spiri-
tual healers within their own culture [ 2 ].  Santería , literally “worship of the 
Saints,” is an Afro- Caribbean belief system that is a hybrid of the Yoruba 
religion brought by slaves from the area of Africa that is now Nigeria and the 
Catholic faith brought to the Caribbean by Spanish colonialists. The religion 
of enslaved peoples was illegal in many parts of the colonized New World, 
but the Yoruba faith, which includes a belief in a supreme creator and many 
spirits, or  orishas ,  was               readily adapted to the Catholic belief in God and the 
Saints.  Santería  embraces harmony with nature, homeopathic healing, wor-
ship of the Saints, divination of the future, and the interaction between the 
living and the dead. This interaction is viewed as a form of ancestor worship, 
and is one of the persistent cultural practices that continue to infuse an African 
world view into the larger Puerto Rican community [ 3 ,  4 ].  

  (b)  Santería  focuses on bringing good to the individual. Specifi c rituals and 
 orniero  (herbal medicines) are used for the healing of physical, mental, and 
emotional illness. In almost all modern Afro-Caribbean societies, these are 
used as an adjunct to Western medicine.  Santeros  are often consulted by 
patients after they have seen their physicians, and if consulted fi rst, it is not 
uncommon for  santeros  to refer patients to doctors’ offi ces, emergency 
departments, and mental health clinics while continuing to pray for and min-
ister to their patients. Prayer and sacrifi ce are made to the Saints for the 
purpose of  ashe  (the power to make things happen or to create), sometimes 
to fulfi ll the wishes of the petitioner for love, good health, or good luck, and 
sometimes for protection of the petitioner or his loved ones. Interaction 
between the living and the dead is not only a comfort and a part of the griev-
ing process for the living; it sustains memory and cultural continuity. This 
was exceedingly important to the enslaved and remains important today. 
 Palo mayombe,  or the practice of black magic according to traditions that 
originate in the Congo, also came to the New World with the slaves. This prac-
tice is disdained by many  santeros . Its  practitioners               are called  mayomberos,  or 
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more colloquially,  brujos , or witches. Although not all Puerto Ricans use the 
terminology of  brujería  (witchcraft), some do believe that certain individu-
als have the power to cause negative effects through magical practices [ 5 ]. 
The patient in this case presentation fears the power of el brujo, and believes 
that his bad luck (the motor vehicle collision) is a direct result of the curse 
that el brujo placed on him. It should be noted that some who practice this 
religion consider the term  Santería  to be derogatory since it is often per-
ceived as including  palo mayombe , and therefore prefer the names  La Regla 
de Ocha  (The Rule of the Orishas) or  La Religión Lucumí  ( Lucumí  is the 
Yoruba dialect used in the liturgy) [ 6 ].  

  (c) In the nineteenth century, European and white American culture was infl u-
enced by the writings of Franz Mesmer and Allan Kardac (the pen name of 
Hippolyte Leon Rivail), and Spiritism, communication with the dead 
through the use of mediums during séances, became popular. The world-
wide spiritist movement affected  Santería , and séances and possession by 
spirits became a part of some Afro-Caribbean rituals. For those not involved 
in  Santería , the words  espiritista  (spiritist) and  santero  are often used inter-
changeably, but they are not the same thing. Although not all Puerto Ricans 
may participate in  Santería  or  espiritismo , the cultural constructs are very 
much embedded in their collective memory [ 4 ].  

                  (d) Lack of knowledge of community  : Learn/understand (from the nurse possi-
bly) the concepts inherent in Afro-Caribbean religious culture and how 
removing the ring would negatively affect the disposition of the patient. Ask 
the patient to explain his fear and fi nd other ways to overcome having the 
ring on his fi nger (for example, move it to another fi nger or the other hand, 
or put it on a chain around his neck).  

  (e) Simply asking the patient may result in knowledge about this cultural issue 
that impacts medical care. Validating the patient’s beliefs may lead the phy-
sician toward techniques likely to result in cooperation of the patient. 
Additionally, the nurse appears to know something about  Santería . Staff 
members, family members, and friends of the patient and translators may 
have knowledge of this cultural entity.      

   3.    What are the  medical priorities and treatment plan   for this patient?

   Beyond airway, breathing, and circulation, the patient needs to be assessed for 
head injury, intoxication, and mental status. He needs to have his laceration 
repaired and underlying foreign body or orthopedic injury ruled out.  

                 After the primary and secondary survey, the doctor concludes that the patient’s 
injuries consist of a laceration on his left hand and possibly a closed head 
injury. He walks out to the nurses’ station to write his assessment and plan.  

   ED physician:   “ Well, we will x-ray his left hand for foreign body. He needs 
a tetanus shot. He will also need a urine drug screen and 
some electrolytes. I will repair his laceration after his head 
CT (Computed Tomography scan). ” He pauses .  “ It’s a bit 
unusual. I don’t see signifi cant evidence of head trauma, but 
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he is so paranoid and incoherent. Either he hit his head or he 
took something. ”  

   Nurse:   “ He does seem a bit frazzled about this whole accident, but I 
don’t think he is incoherent. He believes he has been placed 
under a spell which caused his accident. ”  

   ED physician:   “ What makes you think that? ”  
   Nurse:   “ My husband’s friend Ramon is a ‘Santero’. It is a religion or 

a belief system where if you wrong someone or if they have 
ill will towards you, they can put a spell on you and cause 
something bad to happen to you. ”  

   ED physician:   “ Oh. Well, I saw he wears a rosary around his neck and I 
presumed he was a good Catholic boy like me. ”  

                  Nurse:  “ Well, he may identify with that belief system also. ”  
   ED physician:   “ Really? But what about the dead people he sees? He seems 

to be hallucinating about that, don’t you think? Maybe this 
guy’s problem is organic. ”  

   Nurse:   “ Maybe, but many Santeros see dead people. I just know 
that Ramon wears that same ring on his left ring fi nger that 
Mr.    Cruz     did not want me to take off and put with the rest of 
his belongings. ”  

   ED physician:   “ Yes, that reminds me, I have to get that thing off before he 
goes to x-ray. What is that? Some kind of Indian with ruby 
eyes? ”  

   Nurse (smiling):   “ Yes. And good luck trying to get him to take it off. ”      

   4.    Should the physician try to take off the patient’s ring? What could happen if it is 
forcibly removed?

   If indicated (swelling, potential vascular compromise, etc.), the physician can 
ask the patient to remove the ring. If he refuses and it is imperative that it be 
removed, using information gained as above, the physician might be able to 
come up with a solution acceptable to the patient, such as on another fi nger or on 
a chain. The physician needs to understand that the ring offers spiritual protec-
tion. If it is removed, the patient may suffer a poor outcome despite “appropriate 
medical care.”      

   5.    How can the physician gain compliance with his  treatment and aftercare plans  ?

                  The physician should ask the patient what he believes he can do to 
“get better” after having a spell put on him. As long as no harm can be done 
by the cure, it too should be incorporated into the treatment plan. The physi-
cian must fully understand what that entails before endorsing it. In many 
 hospitals, the physician can work with the  santeros  to insure the patient’s posi-
tive outcome.      
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   6.    Which components of the Emergency Medicine Milestones of the ACGME 
competencies are incorporated in the case?

    Professional Values  : Physician should practice virtues such as understanding, 
compassion, and open-mindedness.  

  Medical Knowledge: Do not assume that there is a medical etiology for the 
patient’s anxiety. What the doctor perceives as paranoia and confusion may be 
culturally syntonic responses.  

  Patient-Centered Communication: After explaining the medical necessity for the 
ring to be removed from the left hand, ask respectfully for the patient to 
remove ring to the other hand or to a neck chain until the X-ray has been 
taken. Respect patient’s autonomy despite lack of physician understanding.  

                 Accountability: Provides sensitive, ethical, accountable care.          

    Case Outcome 

     Diagnosi  s: Laceration on left hand
Disposition: Home 

 After an appropriate history is obtained utilizing the principles above, the laceration 
is repaired and the patient is given analgesia. A discussion with the doctor allows 
the patient to recognize his good intentions and allows the doctor to comprehend the 
importance of the ring within the patient’s cultural construct. The patient is given 
time to talk with the doctor about issues related to  Santería  and its role in patient 
management or outcome. The patient leaves satisfi ed that the doctor is indeed on his 
side. Indications for return to the ED are explained to the patient. He is assured that 
his physicians will work with him and his  santero  if he has concerns about wound 
healing or the resolution of his  symptoms              .      
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    Chapter 31   
 Case 13: Islamic Patient       

       Tareq     A.     Al-Salamah       and     Lisa     Moreno-Walton    

            Case Scenario 

       A 25-year-old female of Middle Eastern origin arrived at the emergency department 
(ED) accompanied by her father and her sister. She appeared to be in moderate pain, 
with her hands pressed to her right lower quadrant ( RLQ     ).    The patient looked 
slightly anxious when the male resident walked into the room. During the interview, 
her father seemed to answer most of the questions for her. When her father and 
sister were asked politely to step out of the room, her father became agitated, but 
stepped out. The patient became more anxious. When the resident began to examine 
her, she pushed his hand away and requested to be examined by a female physician. 

    Review of  Symptoms   

 The patient complained of sharp RLQ pain which fi rst started that morning. Pain 
had worsened throughout the day. She had two episodes of vomiting, though she 
denied having any fever, chills, diarrhea, urinary symptoms, vaginal bleeding, or 
discharge. Her last menstrual period was 1 week ago.  
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     Past Medical History   

 She had a urinary tract infection over a year ago and a tonsillectomy as a child. She 
has no known drug allergies and takes ibuprofen as needed.  

     Family History   

 Her father has hypertension. No known diabetes, cancer, or other diseases.  

     Social History   

 Patient has never been married. She denies smoking, drinking, or drug use, although 
she looked uncomfortable answering those questions. Even though her family mem-
bers were not present in the room during this interview, her discomfort became 
overtly apparent when asked if she was sexually active. She forcefully denied it. She 
works in her father’s convenience store. She lives at home with her parents and 
younger siblings.  

     Physical Exam   

  Vital signs : Temp: 98.6 °F, pulse: 104, respirations: 18, O 2  Sat 98 % on room air. 

  General:  She looks anxious, uncomfortable in bed and in mild-moderate pain. 

        Cardiovascular:  Tachycardic with a regular rhythm, no murmurs, rubs, or gallops. 

  Respiratory:  Equal breath sounds bilaterally, no wheezes, rales, or rhonchi. 

  ENT : Head atraumatic, pink mucous membranes, nose clear, throat clear, no ery-
thema, uvula midline. 

  At this point, per the patient’s request, a female resident continued the physical 
exam . 

  Abdomen : Soft, non-distended, RLQ tenderness, no rebound, normoactive bowel 
sounds. 

  Extremities : Well perfused. Capillary refi ll <2 s. No clubbing. 

  Skin : Warm, dry, clean, intact. No cyanosis. 

  Neuro : Speech is clear and coherent, grossly intact. 

  Pelvic : Patient refused exam offered by female resident.  
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    Laboratory Results 

  Complete blood count (CBC) : Within normal range except for a white blood cell 
count (WBC) of 12,500. 
  Comprehensive metabolic panel (CMP) : Within normal range. 
  Urinalysis : Within normal range. 
  Urine human chorionic gonadotropin (HCG) : Negative. 

       The patient was referred for pelvic ultrasound. She refused a transvaginal exami-
nation, but permitted an abdominal ultrasound (US). This study demonstrated a 
right ovarian cyst with some free pelvic fl uid. A computerized tomography (CT) 
scan was then ordered, which demonstrated a normal appendix and no evidence of 
ovarian torsion.  

    Questions for Discussion 

     1.    Why did the father answer for his daughter and then become agitated when asked 
to step out of the room? Why was this 25-year-old woman uncomfortable and 
anxious?

  Attitudes/assumptions: The  physician   

  (a)     This patient is 25 years old, of sound mind and profi cient in English. She is 
capable of answering for herself during a medical exam.   

  (b)     Asking about the social history is necessary to obtain pertinent health infor-
mation in order to reach an accurate diagnosis. As an adult, she shouldn’t 
have any problems answering questions regarding sexual activity.   

  (c)     The resident physician knows what tests are indicated to ensure an appropri-
ate diagnosis. In his opinion, she is not a young girl, and should have no 
reason to refuse a pelvic exam or transvaginal US.    

  Attitudes/assumptions: The  father   

  (a)     I will speak for my daughter. If I can answer the questions, there is no need 
for this male doctor to insist on addressing her.   

  (b)     I was not comfortable leaving my daughter; however I didn’t want to cause 
any delay in treatment.   

  (c)     I need to know what’s going on, so I can fully participate in her treatment.    

  Attitudes/assumptions:       The daughter 

  (a)    My father knows the details of how I feel; he can speak for me.   
  (b)     It is insulting to be asked such questions. It is especially offensive, insulting, 

and embarrassing to be asked about sexual activity. I am not married nor 
have I ever been.   
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  (c)     I understand that I live in a different culture, but to be examined by a male 
doctor is outside of my comfort zone.   

  (d)     There are plenty of medical tests which can be used to determine what is 
wrong with me without invading my body.    

  Gaps in Provider Knowledge 

  (a)      Lack of understanding   the role of patriarch in a Middle Eastern family, 
regardless of the patient’s age, especially with regard to a daughter.   

  (b)     Lack of knowledge of the culture where discussion of sex is involved, par-
ticularly premarital sex.   

  (c)     Lack of knowledge of the importance of virginity in religion and family 
honor, and anything that may be thought to endanger it.   

  (d)     Lack of knowledge of the importance of modesty and protection of females 
in the patient’s culture and religion.    

      2.    What actions could have been taken by the doctor to avoid/prevent this unfortu-
nate outcome?

   Cross-Cultural Tools and Skills   

  (a)     Assume that the father is concerned about his daughter and is seeking more 
information to enable  him      to contribute to the treatment plan.   

  (b)     Assume that if you explain to him the best way to reach a diagnosis is to have 
a patient give the history in her own words, he would willingly allow this.   

  (c)     If available, ask if the patient and her family would be more comfortable with a 
female provider to care for her. If a female provider is not available, acknowl-
edge your understanding of their preference and assure them that you will not 
do anything without giving a detailed explanation in advance. Inform them that 
you cannot ethically do anything without the patient’s consent.   

   (d)    Acknowledge the role of the patriarch and family in the patient’s care.       

   3.    What  medical issues   concern you about this case?

   (a)     The resident should understand and acknowledge the differences in culture 
and beliefs and tailor his approach to meet the patient’s needs and 
preferences.   

   (b)      The      resident should collaborate with the family on a treatment plan. It should 
be assumed that they are with her because they’re concerned about her.   

   (c)     If the patient consents to the sharing of her protected health information with 
her family members, the resident should discuss his concern for appendicitis 
and ovarian torsion with the family and ensure that they understand the need 
to exclude organ-threatening conditions.    

      4.    What knowledge is required to bridge  cultural disparities  ?

   With increasing social integration, distinct cultures not only come into contact with 
one another, but they also often collide. One of the ways to address healthcare 
disparities among cultural and ethnic groups is to incorporate cross-cultural skills [ 1 ]. 
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The Muslim culture is a large, diverse culture within itself, but there are general 
cultural competencies that can be applied. For example, Muslim women highly 
value modesty and would feel more comfortable seeking medical attention if the 
health providers understood this [ 2 ]. Although it is commonplace for women in 
Western culture to have gender- defi ning body parts examined by a male, this is 
regarded as a violation by Muslim females, often generating personal humiliation, 
anger, and resentment [ 2 ]. In order to encourage Muslim women to seek an ade-
quate level of healthcare and to adhere to standards for screening exams, it would 
be expeditious to inform them to ask if it is possible to be examined by a female 
physician. This would eliminate possible delay and discomfort in treatment [ 2 ].  
  Discussion of sexual activity, most especially premarital sex, is alien to Muslim 
families. A Muslim woman is assumed to be a virgin until marriage, so the question 
of sexual activity for an unmarried woman is offensive. Virginity is prized and pro-
tected. An invasive exam such as a pelvic exam or a transvaginal ultrasound would 
be viewed as a violation and a possible endangerment to virginity. A physician’s 
understanding of this reluctance would help him/her to judge how to  prioritize 
     methods of investigation and treatment.  

   Muslim family structure   is commonly patriarchal. The father is often the 
spokesperson for the entire family, and is looked to for guidance and wisdom [ 3 ]. 
It is not an uncommon expectation that health updates be fi rst shared with the 
family spokesperson, no matter the age or gender of the patient [ 3 ].  

  Ultimately, physicians desire that examination and treatment of their patients 
will promote the patients’ participation in their own health care and improve com-
pliance with treatment plans, while patients desire to be treated with understanding 
and respect. Bridging cultural gaps through cultural competencies instills the fun-
damental trust required to achieve optimal results for both.      

   5.    Which components of the Emergency Medicine Milestones of the ACGME 
competencies are incorporated in the case?

    Patient safety : Appropriately uses system resources, such as including colleagues 
(nurses or physicians), to improve patient care [ 4 ].  

   Professional values  : Demonstrates behavior that conveys caring, genuine inter-
est, and tolerance when interacting with a diverse population of patients and fami-
lies [ 4 ]. He demonstrates  an      understanding of the importance of respect and 
sensitivity, and exhibits these attitudes consistently with diverse populations [ 4 ]. 
The provider recognizes how personal beliefs and values impact medical care, and 
develops alternate care plans when patients’ personal decisions or beliefs preclude 
the use of commonly accepted practices [ 4 ].  

   Patient-centered communication  : Listens effectively to patients and their 
families, manages their expectations, and uses communication methods that 
minimize the potential for stress, confl ict, and misunderstanding [ 4 ]. The pro-
vider uses fl exible communication strategies and adjusts them based on the clini-
cal situation to resolve specifi c ED challenges, such as high-risk refusal-of-care 
patients [ 4 ].          
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    Case Outcome 

  Diagnosis  :  Right ovarian cyst   
 Disposition: Home with GYN to follow up     
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    Chapter 32   
 Case 14: Pediatric Pain       

        Kevin     Ferguson        and     Alex     Diaz      

            Case Scenario 

       A healthy 13-year-old Hispanic male is brought in by his mother to a small com-
munity ED for evaluation of right wrist pain occurring the next day following a 
league football game. The patient reports that the pain started after tackling some-
one during the game. The patient stated having 7/10 pain then but currently it is a 
4/10. The patient described landing on an outstretched right hand after tackling the 
opposing player. The patient had no head trauma and no loss of consciousness. On 
physical exam the physician notes tenderness and moderate edema over the right 
wrist with associated pain during active range of motion. No snuff box tenderness 
or changes in sensation. Radial pulses were +2/4 and vitals were stable. The resident 
gave the patient 30 mg Toradol IM for pain relief while they waited for X-ray 
results. 

 Complete right hand X-rays were ordered and it was found that the patient had a 
right distal radial fracture with dorsal displacement. The resident did a closed reduc-
tion of the wrist, causing the patient’s mother to become quite upset. She asked him 
why he did not give her son any pain medication and the resident said that he had 
already gave him 30 mg of Toradol. 
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    Review of  Symptoms   

 Per patient: Denies any chest pain, shortness of breath, headache, dizziness, or 
blurred vision. All other systems are reported negative as well.  

     Past Medical History         

 No signifi cant past medical history. C-section birth at 36 weeks due to the mother 
developing signifi cant preeclampsia. No signifi cant sequelae. Up-to-date on 
immunizations.  

     Family History   

 The mother and father both have hypertension. The mother does not think that can-
cer, diabetes, or any other diseases present in their family.  

     Social History   

 The patient lives at home with his mom, dad, and three younger sisters. The mother 
and father both smoke at home but outdoors only. The patient denies alcohol, 
tobacco, or any other drug use.  

     Physical Exam         

  Vital signs : Temp: 99.0 °F, pulse: 105, BP: 110/70, respirations: 17, O 2  Sat 99 % on 
room air 

  General : Well-developed, non-obese child sitting in mild discomfort holding his 
right wrist 

  ENT : Clear tympanic membranes bilaterally, nose clear, throat clear, no erythema, 
uvula midline 

  Neck : Supple, non-tender, no adenopathy, no thyromegaly 

  Cardiovascular : No murmurs, gallops, or rubs. Mild increase in rate. Capillary refi ll 
less than 2 s 

  Lungs : Clear to auscultation bilaterally with no wheezes, rales, or rhonchi 

  Abdomen : Soft, non-tender, nondistended with normal bowel sounds in all four 
quadrants 
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  Extremities:  Tenderness and moderate edema over the right wrist. No snuff box 
tenderness. Radial pulses were 2+/4 

  Skin : No rashes or lesions 

  Neuro:  Grossly intact, moves all four extremities, brachioradialis refl exes 2+/4, no 
decrease in gross sensation  

    Questions for Discussion 

     1.          What other factors could affect a physician’s decision to give a patient an opioid 
narcotic vs. a nonsteroidal anti-infl ammatory ( NSAID     )    or acetaminophen for 
pain relief?

    (a)    Respiratory depression in a pediatric patient   
   (b)    Previous exposure to narcotics   
   (c)    NSAIDs will help with any infl ammation more than a narcotic   
   (d)    The patient does not seem to be in much pain, so a narcotic is unnecessary   
   (e)    Another shot of IM medication may be just as painful as a quick reduction   
   (f)      The physician may have forgotten to offer more pain medication/reassess 

pain level after the initial dosage    

      2.    How could have the resident prevented the mother’s reaction?

  Attitudes/Assumptions: The  physician   

   (a)     Believing the patient doesn’t want or need to know the details of the proce-
dure, including the associated pain.   

   (b)           Assuming the Toradol given is adequate analgesia for fracture reduction and 
not reassessing the degree of pain relief. Explaining the importance of the 
procedure and telling the mother about the expectations.   

   (c)      Assuming procedural sedation is not needed for the reduction to control pain.   
   (d)     The mother will not know the difference in pain medications and will not 

understand an explanation about them.    

  Attitudes/Assumptions: The  mother   

   (a)     This doctor does not care about my child. He did not even explain what is 
going to happen to my child’s arm.   

   (b)    Since we are Hispanic we are getting a poorer quality of care.   
   (c)    I need to protect my child from even more pain and deformity.    

  Gaps in Provider Knowledge: 

   (a)     Lack of knowledge of  health beliefs/customs   by provider including home 
remedies and homeopathic medicine.   
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   (b)      Lack of knowledge   regarding this specifi c community: Use of some resources 
in certain communities can cause unjust scrutiny among peers and cause 
hatred or violence.   

   (c)     Lack of knowledge of  disparities/discrimination  : Hispanic people have been 
subject to discrimination in this country. They view medical care and deci-
sions as a family decision and may be fearful to seek help. There is concern 
over racial discrimination, immigration status, payer status, and language 
 barriers     .    

      3.    What  medical/ethical issues   concern you about this case ?

    (a)    Why didn’t the mother bring in the child the same day as the accident?   
   (b)    Why didn’t the physician reassess the patient before the procedure?   
   (c)      The physician should develop a more thorough treatment plan with the mother.    

      4.    Which components of the  Emergency Medicine Milestones of   the ACGME 
competencies are incorporated in the case?

    Patient safety  : Participates in performance improvement to optimize patient safety [ 1 ]

    (a)    Improved through an  institutional process improvement plan  
•    Early recognition of       wrist deformity  
•   Orders correct imaging for complete diagnosis  
•   Case consultation with attending physician       

     Systems-based management  : Physician recommends strategies by which patients’ 
access to care can be improved [ 1 ,  2 ].

    (a)    Earlier access to care   
  (b)    Supplemental insurance coverage   
   (c)    Counseling on importance of primary care physicians    

          Professional values  : Demonstrates compassion, integrity, and respect for others as 
well as adherence to the ethical principles relevant to the practice of medicine 
[ 1 ]. There is still perceived discrimination for black patients as compared to 
white patients and less so between Hispanics and white patients, but nevertheless 
this should be at least made aware to providers [ 3 ]. 

  Patient-centered communication  : This is the opportunity to communicate both the 
concerns and complications involved with a particular situation for patients and 
their families [ 1 ]. In this case, the physician did not fully indulge in the compli-
cations of the procedure (pain); therefore an unexpected complication occurred. 
Better communication would have prevented this. The mother and physician 
could have developed a more cohesive treatment plan that they both could agree 
on. Minority patients are thought to get less analgesia and longer wait times than 
white patients, so by better communicating parents will not think this is the rea-
son as opposed to a more medically relevant cause [ 4 ].  
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    Case Outcome 

 Diagnosis:  Right Colles’ fracture         
 Disposition: Home 

 After some talking and reassurance, the mother was able to be consoled. A cast 
was put on the arm and told to take over-the-counter ibuprofen or acetaminophen 
for the pain. Follow-up instructions were given to see the pediatrician during the 
next week or to return to the emergency department if any new symptoms arose.      

   References 

       1.   The Emergency Medicine Milestone Project [Internet]. Chicago: The Accreditation Council for 
Graduate Medical Education and the American Board for Emergency Medicine; c2012 [cited 5 
Aug 2014]. Available from:   http://www.acgme.org/acgmeweb/Portals/0/PDFs/Milestones/
EmergencyMedicineMilestones.pdf    .  

    2.    Park C, Lee M, Epstein A. Variation in emergency department wait times for children by race/
ethnicity and payment source. Health Serv Res. 2009;44(6):2022–39.  

    3.   Hausmann L, Jeong K, Bost J, Ibrahim S. Perceived discrimination in health care and health 
status in a racially diverse sample. Med Care [serial on the Internet]. 2008 [cited 2014 Oct 
24];46(9):905–14. Available from: CINAHL.  

    4.    Tsai CL, Sullivan AF, Gordon JA, Kaushal R, Magid DJ, Blumenthal D, et al. Racial/ethnic 
differences in emergency care for joint dislocation in 53 US EDs. Am J Emerg Med. 
2012;30(9):1970–80. doi:  10.1016/j.ajem.2012.04.023    .    

32 Case 14: Pediatric Pain

http://www.acgme.org/acgmeweb/Portals/0/PDFs/Milestones/EmergencyMedicineMilestones.pdf
http://www.acgme.org/acgmeweb/Portals/0/PDFs/Milestones/EmergencyMedicineMilestones.pdf
http://dx.doi.org/10.1016/j.ajem.2012.04.023


283© Springer International Publishing Switzerland 2016 
M.L. Martin et al. (eds.), Diversity and Inclusion in Quality Patient Care, 
DOI 10.1007/978-3-319-22840-2

  A 
  AAMC   . See  Association of American Medical 

Colleges (AAMC)  
  ACA   . See  Affordable Care Act (ACA)  
   Academic Emergency Medicine   ,   147   
  Access to care  ,   4   ,   6   
  Accreditation Council for Graduate Medical 

Education (ACGME)  ,   24   ,   31   ,   36   ,   40   , 
  41   ,   50   ,   206   ,   211   ,   217   ,   223   ,   227   ,   232   , 
  238   ,   245   ,   250   ,   257   ,   262   ,   269   ,   280   

  ACGME   . See  Accreditation Council for 
Graduate Medicine Education 
(ACGME)  

  ACPE   . See  Association of Clinical Pastoral 
Education (ACPE)  

  Acquired Immune Defi ciency Syndrome 
(AIDS)  ,   12   ,   102   ,   103   ,   131   ,   138   ,   164   

  ACS   . See  Acute coronary syndrome (ACS)  
  Acute coronary syndrome (ACS)  ,   142–143    
  Acute myocardial infarction (AMI)  ,   13   ,   143   
  Acute myocardial infarcts/cerebrovascular  ,   124   
  Ad hoc  vs . professional interpreters 

 cost-prohibitive  ,   59  
 doctors  ,   58  
 errors types  ,   58  
 family members  ,   58  
 medical and non-medical personnel  ,   58  
 medical problems  ,   59  
 miscommunication  ,   58  
 non-English-speaking patients  ,   58  
 patient encounters  ,   58  
 pediatric emergency setting  ,   58  
 physicians and patients  ,   59   

  Affordable Care Act (ACA)  ,   4   ,   115   ,   118   ,   137   , 
  155   ,   176   

  African-American infant 
 children in emergency department  ,   171  
 febrile  ,   203  
 and Hispanic children  ,   173  
 illnesses  ,   204  
 multivariate analysis  ,   173  
 and non-private insurance patients  ,   174  
 physical examination  ,   204  
 symptoms  ,   203  
 tympanic membrane  ,   203   

  Agency for Healthcare Research and Quality 
(AHRQ)  ,   32   

  AHRQ   . See  Agency for Healthcare Research 
and Quality (AHRQ)  

  Alagappan, K.  ,   55–65                   
  Al-Salamah, T.A.  ,   271–276          
  Altshuler, L.  ,   44   
  American health care settings  ,   24   
  American Indian 

 attitudes  ,   261  
 cross-cultural tools and skills  ,   261  
 Emergency Medicine Milestones  ,   262  
 family history  ,   260  
 Indian Health Services clinic  ,   259  
 lobe pneumonia and sepsis  ,   262  
 past medical history  ,   260  
 patient autonomy  ,   261  
 patient safety  ,   262  
 patient-centered communication  ,   262  
 physical exam  ,   260–261  
 physician  ,   261  
 provider knowledge  ,   261  
 social history  ,   260  
 systems-based management  ,   260   ,   262   

  American Medical Association (AMA)  ,   71   ,   109   

                        Index 



284

  American Sign Language (ASL)  ,   62   ,   63   
  Analgesia  ,   14   ,   145   ,   146   ,   169   ,   175   ,   

217   ,   233   
   Annals of Internal Medicine   ,   17   
  Antiretroviral treatment (ART)  ,   106   
  Arbelaez, C.  ,   207–211      
  ART   . See  Antiretroviral treatment (ART)  
  Asian American Pacifi c Islander (AAPI)  ,   14   
  ASL   . See  American Sign Language (ASL)  
  Association of American Medical Colleges 

(AAMC)  ,   6   ,   14   ,   31   ,   40   
  Association of Clinical Pastoral Education 

(ACPE)  ,   85   ,   86   
  Asthma  ,   14   ,   144–145   ,   236     
  Attitudes  ,   261   
  Azari, R.  ,   74     

 B 
  Baker, D.W.  ,   57   ,   58   
  Banaji, M.R.  ,   7   
  Beers, M.H.  ,   163   
  Bentley, S.  ,   55–65                   
  Bernstein, J.  ,   142   
  Bertakis, K.D.  ,   74   
  Best, M.M.  ,   83–99                           
  Bilal, S.  ,   55–65                   
  Bilevel positive airway pressure 

(BiPAP)  ,   262   
  Bilingual/multilingual physicians  ,   59   ,   60   
  BiPAP   . See  Bilevel positive airway pressure 

(BiPAP)  
   Blindspot: Hidden Biases of Good 

People   ,   7   
  Blood urea nitrogen (BUN)  ,   259   
  Brach, C.  ,   26   
  Brainin-Rodriquez, J.E.  ,   44   
  Bruising  ,   219   ,   222   
  Brummer, S.  ,   11–18             
  Buddhism 

 Asian countries  ,   87  
 dying process  ,   91  
 enlightenment  ,   90  
 factors  ,   90  
 interwoven causes and conditions  ,   90  
 salvation  ,   90  
 therapeutic dynamic  ,   90  
 traditional fi eld  ,   90  
 visual representations  ,   90   

  Bullying  ,   244   
  BUN   . See  Blood urea nitrogen (BUN)  
  Burgess, D.J.  ,   141     

 C 
  California educational system  ,   15   
  Cambodian refugee 

 coining  ,   207  
 depression  ,   208   ,   209  
 emergency  ,   207  
 healer  ,   207  
 labor camp  ,   208   
 physician  ,   207–209    
 posttraumatic stress  ,   209  
 power  ,   207  
 traditional  ,   207   

  Campbell, A.  ,   44   
  Canopy Medical Translator  ,   65   
  Cardiovascular care  ,   13   
  Carpenter, D.-A.L.  ,   45   
  Cerebrovascular accident  ,   124   ,   144    
  Chan, Y.-F.Y.  ,   55–65                   
  Chaplain care provider  ,   85   
  Chiu, D.  ,   60   
  Chowa, E.P.  ,   207–211   
  Christianity  ,   84   ,   87   ,   91   ,   92   ,   98   ,   182    
  Chun, M.B.  ,   27   ,   44   
  Cohen, J.J.  ,   147   
  Coin rubbing  ,   229–233      
  Commonwealth Fund study  ,   71   
  Communication 

 American Medical Association  ,   71  
 cross-cultural communication  ,   46–49   ,   215  
 factor  ,   71  
 LGB patients  ,   109  
 nonverbal  ,   60–61  
 quality of health care and health care  ,   24  
 patient-centered communication  ,   24   ,   27   , 

  154   ,   211  
 patient–provider communication  ,   26   ,   29   , 

  31   ,   147   ,   180  
 physician  ,   5  
 skills  ,   33   

  Cone, D.C.  ,   138   
  Continuous quality improvement 

(CQI)  ,   163   
  Cooper, L.A.  ,   71   ,   75   
  CORD   . See  Council of Emergency 

Medicine Residency Directors 
(CORD)  

  Council of Emergency Medicine Residency 
Directors (CORD)  ,   34   

  CQI   . See  Continuous quality improvement 
(CQI)  

  Crampton, P.  ,   44   
  Cruz, S.  ,   263   ,   268   

Index



285

  Cultural awareness 
 cultural blindness  ,   180  
 defi nition  ,   179  
 EDs  ,   180  
 patients and health care providers  ,   179  
 religion-based discrimination  ,   180   

  Cultural competence  ,   6   ,   18   ,   23–25   ,     55   
 education  ,   41   ,   42  
 program  ,   27  
 techniques  ,   26  
 training  ,   27   

  Cultural competent faculty 
 academic-community partnership  ,   31  
 clinical practice  ,   35  
 clinical training  ,   34  
 clinician development  ,   35  
 community-based preceptors  ,   34  
 cross-cultural approach  ,   33   
 cultural diversity  ,   34   ,   35  
 cultural diversity education  ,   36  
 cultural sensitivity/awareness approach  ,   32  
 defi nition  ,   32  
 educational and governmental institutions  , 

  36   ,   37  
 educational interventions  ,   32  
 EM faculty  ,   32  
 medical education  ,   35  
 multicenter case–control study  ,   35  
 multicultural 

 categorical approach  ,   33  
 training  ,   34   

 need of teaching  ,   33  
 policies  ,   35  
 SAEM  ,   34  
 US population  ,   31    

  Cultural Sensitivity/Awareness approach  ,   27   
  Cultural training programs  ,   28   
  Culturally and Linguistically Appropriate 

Services (CLAS)  ,   25   
  Culturally sensitive care 

 assessment methods  ,   49–50    
 cardiac revascularization  ,   39  
 competence  ,   40  
 cross-cultural communication and 

negotiation models  ,   46–49         
 culturally competent health care  ,   40  
 disparities  ,   39  
 diversity, US population  ,   40  
 emergency medicine  ,   41   ,   50  
 IOM  ,   39  
 lack of awareness  ,   40  
 medical education system  ,   40  

 Offi ce of Minority Health  ,   40  
 portfolio model 

 immersion model  ,   46  
 PPD  ,   45  

 principles  ,   41  
 professional barriers  ,   42   
 racial/ethnic health care disparities  ,   40  
 representative educational models 

 community model  ,   43   
 cultural competency  ,   43–45              
 culture and diversity course model  , 

  43–45   
 PubMed search engine  ,   43  

 surgery and emergency medicine  ,   40   
  Culture 

 Commonwealth Fund study  ,   71  
 components  ,   70  
 factors  ,   70  
 medical literature  ,   71     

 D 
  Davis, H.H.  ,   213–224       
  Death-disclosure  ,   225   ,   226    
  Death in Islamic community  ,   184   ,   185    
  Department of Health and Human Services 

(HHS)  ,   115   
  Diabetes  ,   12   ,   13   
   Diagnostic and Statistical Manual of Mental 

Disorders  (DSM-V)  ,   114   ,   115   
  Diaz, A.R.  ,   169–177       277–281            
  Diet, Islamic law  ,   183–184   
  Disorder of sexual differentiation (DSD)  ,   114   
  Disparities 

 cultural competencies  ,   170  
 emergency department  ,   170  
 health care  ,   170  
 in patient access to care  ,   171–172    
 in patient evaluation  ,   172–174     
 in patient therapy  ,   174–175   
 pediatric patient population  ,   169  
 research 

 approaches  ,   190  
 biomedical research workforce  ,   190  
 community  ,   189  
 social, economic and demographic 

characteristics  ,   189  
 workforce diversity  ,   190  

 SCHIP  ,   171   
  DNI   . See  Do-not-intubate order (DNI)  
  DNR   . See  Do not resuscitate (DNR)  
  Do not resuscitate (DNR)  ,   84    

Index



286

  Do-not-intubate order (DNI)  ,   84   
  DSD   . See  Disorder of sexual differentiation 

(DSD)  
  DSM-V   . See   Diagnostic and Statistical 

Manual of Mental Disorders 
(DSM-V)   

  Dyspnea  ,   235     

 E 
  Ecchymotic lesions  ,   230   
  EDs   . See  Emergency department (ED)  
  Education 

 chaplain care provider  ,   85  
 competency training  ,   75  
 professional development  ,   75  
 script  ,   75  
 spiritual care provider  ,   85   

  Elderly, vulnerable populations 
 developing and developed countries  ,   161  
 healthcare providers and systems  ,   161  
 quality care  ,   162   

  Emergency department (ED)  ,   26   ,   132   ,   156   , 
  203   ,   219   ,   225   ,   235  

 CQI  ,   163  
 disparities in health care  ,   170  
 geriatric patients  ,   162  
 healthcare providers  ,   162  
 insurance status and socioeconomic 

factors  ,   170  
 low-income families  ,   170  
 minority patients  ,   174  
 physical environment  ,   163  
 polypharmacy  ,   163  
 profound loss of autonomy  ,   162  
 race/ethnicity  ,   171   ,   175  
 screening criteria  ,   163   

  Emergency medical services (EMS)  , 
  121   ,   235   

  Emergency medicine (EM) 
 context, medical practice  ,   32  
 and FDP  ,   32  
 and GME  ,   36   

  Emergency Medicine Patients Access to 
Healthcare Study (EMPATH)  ,   140   

  Emergency physicians (EP)  ,   56   
  Emerging technology  ,   64–65   
  EMPATH   . See  Emergency Medicine Patients 

Access to Healthcare Study 
(EMPATH)  

  EMS   . See  Emergency medical services (EMS)  
  End-stage renal disease (ESRD)  ,   13   
  EP   . See  Emergency physicians (EP)  
  Esfandiari, A.  ,   44   

  Ethnocentrism  ,   51   
  Ezenkwele , U.A.  ,   179–186                

 F 
  Faculty development program (FDP) 

 community-based preceptors  ,   34  
 cultural diversity  ,   32  
 EM faculty  ,   32   

  Fair, M.  ,   3–7   
  Family in Muslim society  ,   184   
  Family practice (FP)  ,   33   
  Fasting  ,   183    
  Fazel, S.  ,   152   
  FCHDR   . See  Federal Collaboration on Health 

Disparities Research (FCHDR)  
  Federal Collaboration on Health Disparities 

Research (FCHDR)  ,   191   
  Federal Hate Crimes Statistics Act  ,   244   
  Ferguson, K.L.  ,   169–177   ,         277–281                   
  Fever  ,   229   
  Fine, A.G.  ,   152   
  Flores, G.  ,   58   
  FP   . See  Family practice (FP)  
  Fraser, I.  ,   26     

 G 
  Gallagher, R.A.  ,   57   
  Gates, G.  ,   115   
  Gay community 

 communication improvement  ,   250  
 discharge supportive manner  ,   251  
 Emergency Medicine Milestones  ,   250  
 family history  ,   248  
 lack knowledge of community  ,   249  
 medical issues  ,   250  
 painful rectal bleeding  ,   247  
 past medical history  ,   248  
 patient-centered communication  ,   251  
 physical exam  ,   248–249  
 physician  ,   249  
 professional values  ,   250  
 sexual history  ,   250  
 sexual practices  ,   250  
 social history  ,   248  
 symptoms  ,   248   

  Gender dysphoria  ,   114   ,   115   
  Gender in Islamic community  ,   

185–186     
  General medical care  ,   142   
  Gertner, E.J.  ,   27   
  Ginther, D.K.  ,   195   
  Gisondi, M.A.  ,   247–251         

Index



287

  GME   . See  Graduate medical education (GME)  
  Godkin, M.  ,   44   
  God’s will concept  ,   184   
  Gold-Gomez  ,   60   
  Goleman, M.J.  ,   44   
  Gordon, J.  ,   44   
  Graduate medical education (GME)  ,   33   ,   35   
  Green, A.R.  ,   72   
  Greenberg, G.A.  ,   151   
  Greysen, S.R.  ,   40   ,   155     

 H 
  Haley, L.L. Jr.  ,   137–148                  
  Hargrave, J.  ,   55–65                   
  Hatem, C.J.  ,   44   
  Health care disparities  ,   3   ,   4   ,   7   ,   25   ,   26   

 and barriers 
 distress level  ,   116  
 gender identity  ,   116  
 mental health effects  ,   116  
 Minority stress  ,   116  
 substance abuse  ,   116  
 suicide attempt  ,   116  
 tobacco use  ,   116   

  Health care system 
 culturally insensitive systems  ,   170  
 disparities  ,   170  
 emergency departments  ,   170  
 professionals  ,   174  
 racial/ethnic populations  ,   169   

  Health equity  ,   4  
 American Indians  ,   193  
 description  ,   193  
 research community  ,   189  
 and research workforce  ,   190   

  Health and health care disparities 
 bias and stereotyping  ,   191  
 defi nition  ,   191–194       
 FCHDR  ,   191  
 health equity  ,   190  
 Muslim Americans 

 health care providers  ,   181  
 immigrants  ,   181  
 religio-culturally sensitive health 

care  ,   181  
 populations in research studies  ,   194   
 research workforce  ,   194–196      

  Health Insurance Portability and 
Accountability Act (HIPAA)  ,   63   

  Health outcomes  ,   51   
  Health system interventions  ,   147   
  Heron, S.L.  ,   11–18   ,   23–29   ,   137–148 , 

    203–206                                   

  HHS   . See  Department of Health and Human 
Services (HHS)  

  Hibbs, J.R.  ,   151   
  Hinduism  ,   97   
  HIPAA   . See  Health Insurance Portability and 

Accountability Act (HIPAA)  
  Hispanic 

 and African American children  ,   171  
 children rates  ,   171  
 complicated appendicitis  ,   173  
 ethnicity  ,   173   

  Hobgood, C.  ,   39–51                 
  Hochberg, M.S.  ,   44   
  Holden, L.  ,   189–197   
  Homeless people   . See  Vulnerable populations  
  Howe, E.C.  ,   155     

 I 
  ICU   . See  Intensive care unit (ICU)  
  Incarcerated persons   . See  Vulnerable 

populations  
  In-sha-allah (God willing)  ,   184   
  Institute of Medicine (IOM)  ,   3   ,   12   ,   24   ,   39   ,   55   , 

  137   ,   138   
 ED care  ,   142–146   
 education  ,   147   
 evidence  ,   138   
 health system interventions  ,   147  
 health-related beliefs  ,   141   
 legal, regulatory and policy  ,   146  
 lower socioeconomic factors  ,   140–141   
 racial and ethnic disparities  ,   139–140     
 recommendations  ,   146–147  
 report  ,   70  
 workforce environment and diversity  , 

  141–142    
  Intensive care unit (ICU)  ,   262   
  Interpreter services 

 ad hoc  vs . professional  ,   58–59     
 bilingual/multilingual ED staff  ,   59–60   
 cultural competence  ,   55  
 effective communication  ,   56  
 emergency patient  ,   56  
 emerging technology  ,   64–65   
 EP  ,   56  
 fi nancial impact  ,   64   
 hearing-impaired patient 

 ASL  ,   63   
 deaf  ,   62  
 face-to-face interaction  ,   63  
 HIPAA  ,   63  
 Language Video Interpreter  ,   63  
 lip-reading  ,   62   ,   63  

Index



288

 Interpreter services (cont.) 
 medical setting  ,   62  
 and sign language  ,   62  
 writing, communication  ,   63  

 language barriers  ,   56–58     
 methods  ,   56  
 miscommunication  ,   55  
 non-English-speaking patients and 

demographics  ,   56–57   
 nonverbal communication  ,   60–61    
 patient care  ,   56  
 patient follow-up and 

compliance  ,   63–64  
 preventative health services  ,   56–57  
 telephone-based interpreter systems  ,   

61–62    
  IOM   . See  Institute of Medicine (IOM)  
  Islam  ,   94   ,   95   

 and Islamic religions 
 community religious leader, Imam/

Shaykh  ,   182  
 life and judgment after death  ,   182  
 Shiite minority  ,   182  
 Sunnah  ,   182  
 Sunnis  ,   182   

  Islamic patient 
 cross-cultural tools and skills  ,   274  
 cultural disparities  ,   274  
 diagnosis  ,   276  
 family history  ,   272  
 father  ,   273  
 lack of understanding  ,   274  
 medical issues  ,   274  
 Muslim family structure  ,   275   
 past medical history  ,   272  
 patient-centered communication  ,   275  
 physical exam  ,   272  
 physician  ,   273  
 professional values  ,   275  
 RLQ  ,   271  
 social history  ,   272  
 symptoms  ,   271     

 J 
  James, T.L.  ,   69–77             
  Jehovah’s Witness  ,   84   ,   87   
  Jones, A.W.  ,   23–29          
  Judaism 

 forbids autopsies  ,   97  
 laws  ,   95  
 natural hindrance  vs.  hastening death  ,   96  
 physical health and vigor  ,   96  
 sexuality  ,   96     

 K 
  Kagawa-Singer, M.  ,   45   
  Kamaka, M.L.  ,   44   
  Kazzi  ,   58   
  Kim, S.S.  ,   71   
  Klein, J.H.  ,   263–269               
  Koenig, H.G.  ,   86   
  Krieger, P.  ,   101–110             
  Kripilani  ,   40   
  Ku, B.S.  ,   154   
  Kuo, D.  ,   59     

 L 
  Landry, A.  ,   60   
  Language of attentive patient care  ,   154   
  Language Video Interpreter  ,   63   
  Larkin, G.L.  ,   122   
  LCME   . See  Liaison Committee on Medical 

Education (LCME)  
  Lefl ore, A.  ,   39–51                 
  Leman, P.  ,   58   
  Leonard, M.M.  ,   229–233       
  LEP   . See  Limited English profi ciency (LEP)  
  Lesbian, gay and bisexual (LGB) 

 advanced age 
 illness/death  ,   108  
 Physical disparities  ,   107  

 health care disparities 
 levels  ,   103  
 risks  ,   103  
 stigmatization  ,   103  

 legal barriers  ,   104   ,   105  
 medical disparities 

 domestic violence  ,   105  
 HIV  ,   106  
 physical and mental health  ,   105  

 minority stress model  ,   103  
 mysterious disease  ,   102  
 people of color 

 hurdles  ,   108  
 race/ethnicity  ,   108  

 sexual attraction  ,   101  
 sexual behavior  ,   101  
 societal bias  ,   101  
 terminology, homosexual/sexual 

preference  ,   102  
 youth 

 ages  ,   107  
 heterosexuals  ,   107  
 HIV transmissions  ,   107  
 minority stress  ,   106  
 risk  ,   106  
 self-awareness  ,   106   

Index



289

  Lesbian, gay, bisexual and transgender 
(LGBT)  ,   113   ,   115   

  LGBT   . See  Lesbian, gay, bisexual and 
transgender (LGBT)  

  Li, S.  ,   247–251         
  Liaison Committee on Medical Education 

(LCME)  ,   24   ,   32   ,   40   
  Liebzeit, J.  ,   247–251         
  Lillie-Blanton, M.  ,   140   
  Limited English profi ciency (LEP)  ,   24   ,   56   , 

  173   ,   193   
  Long term and primary healthcare 

 abuse/early institutionalisation  ,   165  
 coordinate nursing care  ,   164  
 depression  ,   165  
 description  ,   164  
 human resources  ,   164  
 parameters  ,   164   

  Lopez, B.L.  ,   213–218     
  Lowe, R.A.  ,   138   ,   141   ,   148   
  Lynne, H.  ,   189–196                 

 M 
  Mahadevan, S.V.  ,   241–245         
  Mainville, D.  ,   169–177         
  Managed care organizations (MCOs)  ,   141   
  MARC   . See  Multicenter Airway Research 

Collaboration (MARC) study  
  Martin, J.M.  ,   83–99                           
  Martin, M.L.  ,   11–18   ,   23–29   ,   31–37   ,   55–65   , 

  83–99   ,   213–224   ,   229–233   , 
  235–239   ,   263–269                                                                                              

  Masson, N.  ,   152   
  McCormick, R.A.  ,   93   
  MCOs   . See  Managed care organizations 

(MCOs)  
  Medical emergency department  ,   124   
  Medical professionals 

 ACGME  ,   24   ,   25  
 CLAS  ,   25  
 cultural competence  ,   25  
 educational models  ,   26   ,   28  
 health care providers and receivers  ,   23  
 hospital system  ,   27  
 miscommunication  ,   24  
 racial and ethnic disparities  ,   25   

  Medical respite care  ,   155   
  Medical Subject Headings (MESH)  ,   43   
  Mentoring  ,   36   
  Mentorship  ,   16   ,   18    
  MESH   . See  Medical Subject Headings 

(MESH)  
  Metastatic cancer  ,   225   ,   226   

  Meyer, I.H.  ,   116   
  Minorities and non-English speakers  ,   137   
  Misdary, J.S.  ,   169–177         
  Mishler, E.G.  ,   154    
  Mobile computerized technology  ,   64   ,   65   
  Moll, J.  ,   101–110             
  Mongolian Spots  ,   219–222   ,    224   
  Moreno-Walton, L.  ,   23–29   ,   263–269   ,    

271–276                             
  Morrison, T.B.  ,   56   
  Motor vehicle collisions (MVCs)  ,   143   
  Multicenter Airway Research Collaboration 

(MARC) study  ,   144   
  Muslim American population 

 cultural, educational and socioeconomic 
backgrounds  ,   181  

 defi nition  ,   181  
 self-reporting Muslim identity  ,   

180–181   
  Musolino, G.M.  ,   45   
  MVCs   . See  Motor vehicle collisions 

(MVCs)    

 N 
  National Medical Association (NMA)  ,   12   
  Nelson, M.  ,   57   
  Nganga  ,   235   
  Nicholson, S.T.  ,   93   
  Nivet, M.  ,   3–7         
  Nonsteroidal anti-infl ammatory 

(NSAID)  ,   279   
  Nonverbal communication 

 body language  ,   60  
 crossed legs/ankles signal  ,   61  
 direct eye contact signals  ,   61  
 facial emotions  ,   60  
 genuine smiles  ,   61  
 gesture clusters  ,   61  
 interpreter and patient  ,   60  
 medical interpretations  ,   61  
 misunderstandings  ,   60  
 multicultural awareness  ,   60  
 open and relaxed hands  ,   61   

  NSAID   . See  Nonsteroidal anti-infl ammatory 
(NSAID)  

  Nunez  ,   45     

 O 
  Objective structured clinical exam (OSCE)  ,   50   
  OSCE   . See  Objective structured clinical exam 

(OSCE)  
  Oyewo, A.O.  ,   229–233         

Index



290

 P 
  Padela, A.I.  ,   179–186              
  Page, S.E.  ,   7   
  Pain control  ,   145–146    
  Palepu, A.  ,   16   
  Palliative care  ,   226   
  Palliative and end of life care, geriatric 

patients  ,   165–166      
  Panunti, B.  ,   113–119           
  Pastoral care  ,   85   ,   86   
  Pastoral conversation  ,   86   
  Patient-centered care 

 clinical outcomes  ,   74  
 cultural competence  ,   73  
 health-care services  ,   74  
 IOM  ,   73   

  Patient-centered communication  ,   251   ,   262   
  Patient centeredness  ,   69   
  Patient-physician partnership 

 clinical experience  ,   69  
 communication  ,   71   
 culture  ,   70   ,   71  
 dialogue  ,   76  
 education  ,   75   
 EM  ,   69  
 factors  ,   69  
 IOM report  ,   70  
 patient-centered care  ,   73   ,   74   
 systemic changes and accountability  ,   74  
 TIC  ,   72   ,   73  
 treatment plans  ,   76–77  
 unconscious bias  ,   72    

  Patient therapy  ,   174–175    
  Pediatric pain 

 disparities/discrimination  ,   280  
 Emergency Medicine Milestones  ,   280  
 family history  ,   278  
 health beliefs/customs  ,   279  
 institutional process improvement 

plan  ,   280  
 lack of knowledge  ,   279  
 medical/ethical issues  ,   280  
 mother  ,   279  
 NSAID  ,   279  
 past medical history  ,   278  
 patient-centered communication  ,   280  
 patient safety  ,   280  
 physical exam  ,   278–279  
 physician  ,   279  
 professional values  ,   280  
 right Colles’ fracture  ,   281  
 social history  ,   278  
 symptoms  ,   278  
 systems-based management  ,   280   

  Pentecostal  ,   92    
  Personal and professional development 

(PPD)  ,   45   
  PES   . See  Psychiatric emergency service (PES)  
  Philippines  ,   236   
  Physical disability 

 accessibility  ,   133  
 activities  ,   132  
 acute illness/injury  ,   133  
 behavioural disturbance  ,   134  
 complex interaction  ,   131  
 medical illness  ,   131   ,   133  
 meticulous  ,   133  
 multidisciplinary team  ,   133   ,   134  
 non-communicable chronic 

diseases  ,   132  
 quality care  ,   131   ,   132   ,   134  
 risk factor  ,   132  
 trauma  ,   131  
 treatment  ,   134  
 types  ,   131  
 wheelchair accessible  ,   133   

  Pierce, A.  ,   151–157             
  Plautz, C.U.  ,   235–239      
  PPD   . See  Personal and professional 

development (PPD)  
  Prayer, Islamic worship  ,   182–183    
  Prendergast, H.M.  ,   253–258            
  Prince, D.  ,   57   
  Psychiatric emergency service (PES)  ,   121   
  Psychiatric illness  ,   124   
  Psychiatric patient 

 attitude  ,   123   
 fresh blood  ,   121  
 mental health  ,   122  
 mental illness  ,   122   ,   124   
 mental status  ,   121  
 myocardial infarction  ,   121  
 overuse and underuse errors  ,   122  
 perfect storm  ,   124  
 pitfalls variety  ,   122  
 stigma  ,   122  
 test  ,   124   

  Psychological shortcut  ,   25     

 Q 
  Quality care  ,   162   

 benefi ts of diversity  ,   6   
 health disparities  ,   4  
 and health equity  ,   3–4   
 misuse  ,   5   
 organizations  ,   3  
 overuse  ,   5  

Index



291

 shifts, patient demographics  ,   4  
 underuse  ,   5    

  Quest, T.E.  ,   225–228        

 R 
  Racial/ethnic health care disparities and 

inequities 
 AAMC  ,   14  
 Academic Medical Faculty  ,   16   ,   17  
 African Americans  ,   14  
 blood pressure  ,   13   
 in cardiovascular services  ,   13  
 HeLa cells  ,   12  
 HIV infection  ,   13  
 US 1990 census  ,   11  
 US medical schools  ,   15  
 Workforce  ,   17    

  Ramalanjaona, G.  ,   31–37            
  Rastafari  ,   97   ,   98   
  Reactive airway disease  ,   236   
  Renal disease  ,   13   
  Research funding  ,   195   
  Residency training  ,   45   ,   46   
  Reyes, I.  ,   11–18             
  Richards, C.F.  ,   148   
  Richardson, L.D.  ,   189–197    203–206                
  Right lower quadrant (RLQ)  ,   271   
  Right ovarian cyst  ,   276   
  Rimple, D.  ,   259–262         
  RLQ   . See  Right lower quadrant (RLQ)  
  Roman Catholic 

 contraception  ,   93  
 evaluation  ,   94  
 medical intervention  ,   93  
 modern medical practice  ,   92  
 natural rhythms  ,   93   

  Roodsari, G.S.  ,   179–186              
  Rosen, J.  ,   45   
  Rozel, J.S.  ,   121–127          

 S 
  SAEM   . See  Society for Academic Emergency 

Medicine (SAEM)  
  Sarvaananda, S.  ,   83–99                           
  Sarver, J.  ,   64   
  Sawning, S.  ,   39–51                 
  SCD   . See  Sickle cell disease (SCD)  
  School violence  ,   243   
  Self stigma  ,   123   
  SES   . See  Socioeconomic status (SES)  
  Sexual orientation  ,   193   ,   194   ,   196    
  Sexual reassignment surgeries (SRS)  ,   117   

  Shapiro, J.  ,   44   
  Sickle cell disease (SCD)  ,   213   
  Sikhism 

 adolescent victims of violence  ,   243  
 disparities/discrimination  ,   244  
 ED  ,   241   ,   245  
 Emergency Medicine Milestones  ,   245  
 family history  ,   242  
 mother  ,   244  
 past medical history  ,   242  
 patient-centered communication  ,   245  
 physical exam  ,   243  
 physician  ,   244  
 scalp laceration  ,   245  
 school violence  ,   243  
 Sikh man wearing kirpan  ,   241   ,   242  
 social history  ,   242  
 systems  ,   242  
 wound closure  ,   244   

  Smith, A.B.  ,   131–135   ,       161–167            
  Social justice  ,   26   
  Society for Academic Emergency Medicine 

(SAEM)  ,   34   
  Socioeconomic status (SES)  ,   140   ,   192–194        
  Southern Baptists  ,   91     
  Spiritual care services 

 Buddhism  ,   87   ,   90   
 Christianity  ,   91   ,   92   
 cultural values and traditions  ,   84  
 defi nition  ,   83  
 emergency departments  ,   85   
 health care provider knowledge  ,   84   ,   85  
 health-related beliefs  ,   84  
 Hinduism  ,   97  
 Islam  ,   94   ,   95   
 Judaism  ,   95–97      
 knowledge and education  ,   85  
 pastoral conversation  ,   86  
 patients need  ,   86   ,   87  
 Pentecostal  ,   92   
 Rastafari  ,   97   ,   98  
 religious/medical points  ,   88–89       
 Roman Catholic  ,   92–94     

  Spiritualism in Latino community 
 diagnosis  ,   269  
 family history  ,   264  
 health beliefs/customs  ,   266  
 lack of knowledge of community  ,   267  
 medical priorities and treatment plan  ,   267  
 paramedics  ,   263  
 past medical history  ,   264  
 patient  ,   265  
 physical exam  ,   265  
 physician  ,   265  

Index



292

 Spiritualism in Latino community (cont.) 
 professional values  ,   269  
 social history  ,   264  
 symptoms  ,   264  
 treatment and aftercare plans  ,   268   

  SRS   . See  Sexual reassignment surgeries (SRS)  
  Stettner, E.  ,   137–148                  
  Stigma and diagnostic overshadowing  ,   123    
  Street medicine  ,   155   
  Street, R.L. Jr.  ,   71   
  Strict scrutiny  ,   15   
  Systematic disparity  ,   123–124   
  Systems-based management  ,   250   ,   262     

 T 
  TACCT   . See  Tool for Assessing Cultural 

Competency Training (TACCT)  
  Takayama, J.I.  ,   44   
  Telephone-based interpreter systems  , 

  61   ,   62   
  Thrombo-embolic disease and decubitus 

ulcers  ,   133   
  TIC   . See  Trauma informed care (TIC)  
  Tool for Assessing Cultural Competency 

Training (TACCT)  ,   40   
  Toxic Ingestion  ,   235   ,   236    
  Transgender patient 

 birth anatomy  ,   117  
 block androgen receptors  ,   117  
 cross-dressing  ,   114  
 drag queens  ,   114  
 gender identity  ,   115  
 gender minority  ,   113  
 gender nonconforming  ,   113  
 gender variant behavior  ,   114  
 hormonal and surgical therapies  ,   117  
 injectable silicone  ,   117  
 legal issues  ,   118   
 mental illness  ,   114  
 psychological distress  ,   114  
 sexual characteristics  ,   114  
 sexual minority  ,   113   
 sexual orientation  ,   113   

  Transvestism  ,   114   
  Trauma  ,   143–144     
  Trauma-informed care (TIC) 

 advantages  ,   72  
 medical education  ,   73  
 neurobiological and psychosocial 

effects  ,   73  
 patients  ,   72   

  Trice, T.R.  ,   213–218       

 U 
  Unconscious bias  ,   72    
  Underrepresented minorities (URM)  ,   17   ,   18   ,   195   
  University of Massachusetts Medical School  ,   43    
  University of Sydney  ,   45–46    
  URM   . See  Underrepresented minorities (URM)  
  US 1990 census  ,   11   
  US health care system, Muslim Americans  ,   182    
  US medical school  ,   16     

 V 
  Vaso-occlusive crisis (VOC)  ,   213   
  VOC   . See  Vaso-occlusive crisis (VOC)  
  Vulnerable populations  ,   154    

 alcohol dependence/misuse  ,   152  
 attitudes and beliefs  ,   152  
 chronic and acute medical problems  ,   151  
 chronic illnesses  ,   152  
 clinical decision-making  ,   153  
 communication barriers and foster  ,   153   ,   157  
 comprehensive discharge planning  ,   154  
 culturally competent care  ,   156  
 discourse strategies  ,   153  
 ED  ,   156  
 empathy and interest  ,   152  
 epidemiological studies  ,   152  
 explicit discourse  ,   154  
 health care providers and workers  ,   155  
 health care system and shelters  ,   155  
 health disparities  ,   151   ,   152  
 health status  ,   156  
 hepatitis B and C infections  ,   152  
 homelessness  ,   151   
 homeless people  ,   152   ,   154  
 incarcerated persons  ,   152   ,   155  
 intensive case management  ,   156  
 language and power  ,   153  
 language of attentive patient care  ,   154  
 medical respite care  ,   155  
 mental illness  ,   152  
 non-sterile injecting equipment  ,   152  
 parameters 

 attentiveness  ,   154  
 collaboration  ,   154  
 facilitation  ,   154  

 physical and psychiatric disease  ,   156  
 physician–patient relationship  ,   156  
 physicians  ,   153   ,   157  
 prejudices  ,   153  
 prisoners  ,   152  
 psychiatric illness and substance abuse  ,   154  
 quality care  ,   156  

Index



293

 self-empowering language  ,   154  
 shelter-based patient navigators  ,   155  
 street medicine  ,   155  
 systematic review and meta-analysis  ,   152  
 targeted interventions  ,   155  
 underserved patients  ,   153      

 W 
  Wake Forest University  ,   43–45    
  Walker, L.U.  ,   11–18   ,         23–29   ,        263–269                      
  Webb, B.C.  ,   229–233       
  Webb, L.-A.J.  ,   213–224   
  Weissman, J.S.  ,   39   
  Wellington School of Medicine and Health 

Sciences  ,   46   
  West Indian/Caribbean 

 cross-cultural tools and skills  ,   256  
 Emergency Medicine Milestones  ,   257  
 family history  ,   254  
 herbal remedies  ,   253   

 medical issues  ,   257  
 past medical history  ,   254  
 patient care  ,   255   ,   257  
 patient-centered communication skill  ,   257  
 physical exam  ,   255  
 physician  ,   255  
 professional values  ,   257  
 provider knowledge  ,   256  
 social history  ,   255  
 symptoms  ,   254   

  Wheezing  ,   235   ,   236   
  White, P.G.  ,   83–99                          
  Wilper, A.P.  ,   153   
  Wong-Pérez, R.E.  ,   263–269   
  Workforce environment and diversity  , 

  141–142     

 Z 
  Zachariah, S.  ,   241–245         
  Zun, L.S.  ,   121–127             

Index


	Preface
	Acknowledgements
	Contents
	Editor Biographies
	Contributors
	Part I: Chapters
	Chapter 1: Defining Diversity in Quality Care
	Introduction
	The Relationship between Health Care Quality and Health Equity
	 Challenges to Health Equity and Quality Care
	 Obstacles to Quality Care
	Underuse
	 Overuse
	 Misuse

	 Benefits of Diversity

	 Conclusion
	References

	Chapter 2: Racial/Ethnic Health Care Disparities and Inequities: Historical Perspectives
	Introduction
	 Discussion
	History
	 Racial/Ethnic Disparities in Health Care
	 Racial/Ethnic Inequities in Health Care Providers
	 Academic Medical Faculty
	 Workforce

	 Conclusion
	 Recommendations
	References

	Chapter 3: Educating Medical Professionals to Deliver Quality Health Care to Diverse Patient Populations
	Introduction
	 Discussion
	 Conclusion
	 Recommendations
	References

	Chapter 4: Culturally Competent Faculty
	Introduction
	 Discussion
	 Conclusion
	 Recommendations
	References

	Chapter 5: Culturally Sensitive Care: A Review of Models and Educational Methods
	Introduction
	 Discussion
	Barriers to Implementation of Cultural Competency Education
	 Professional Barriers
	 Summary of Representative Educational Models
	Culture of the Community Model: University of Massachusetts Medical School [10]
	 Culture and Diversity Course Model: Wake Forest University [33]

	 Portfolio Model: University of Sydney [12]
	Immersion Model: Wellington School of Medicine and Health Sciences [36]

	 Cross-Cultural Communication and Negotiation Models
	 Assessment Methods
	 Emergency Medicine Perspective

	 Conclusion and Recommendations
	References

	Chapter 6: Interpreter Services
	Introduction
	 Discussion
	Prevalence of Non-English-Speaking Patients and Demographics
	 Negative Effects of an Existing Language Barrier
	 Using Ad Hoc Interpreters vs. Professional Interpreters
	 Bilingual/Multilingual ED Staff
	 The Importance of Utilizing Correct Nonverbal Communication
	 Telephone-Based Interpreter Systems
	 Interpretation for the Hearing-Impaired
	 Patient Follow-Up and Compliance
	 Financial Impact of Interpreter Usage
	 Emerging Technology

	 Summary
	References

	Chapter 7: The Patient–Physician Clinical Encounter
	Introduction
	 Discussion
	Factors Affecting the Patient–Physician Encounter
	Culture
	 Communication
	 Unconscious Bias

	 Clinical Encounters Using Trauma-Informed Care
	 Interventions to Enhance Patient–Physician Encounters
	Using Patient-Centered Care
	 Systemic Changes and Accountability
	Education


	 Conclusion
	 Recommendations
	Create an Environment for High Yield Dialogue in the Examination Room
	 Important Questions to Ask Patients When Treatment Plans Are Not Going as Planned Include

	References

	Chapter 8: Spiritual Care Services in Emergency Medicine
	Introduction
	Spiritual Differences Defined
	 Health-Related Beliefs and Cultural Values and Traditions
	 Health Care Provider Knowledge
	 Awareness of Practitioners in the Emergency Department
	 Chaplain/Spiritual Care Provider Knowledge and Education
	 Spiritual Care Available

	 Discussion
	 Health and Spirituality
	Buddhism
	 Christianity
	Baptists

	 Pentecostal
	 Roman Catholic
	 Islam
	 Judaism
	 Hinduism
	 Rastafari

	 Recommendations
	 Conclusion
	References

	Chapter 9: Lesbian, Gay, or Bisexual (LGB): Caring with Quality and Compassion
	Introduction
	Demographics
	 Terminology
	 History
	 Health Care Disparities
	 Legal Barriers
	 Medical Disparities
	 Special Populations
	Youth
	 Advanced Age
	 LGB People of Color
	 Conclusion


	 Recommendations
	Communication
	 Education
	 Hospital Policies
	 Law and Health Care
	 Research

	References

	Chapter 10: Culturally Competent Care of the Transgender Patient
	Introduction
	Terminology and Concepts
	 Demographics

	 Health Care Disparities and Barriers
	Therapy
	 Legal Issues

	 Conclusion
	 Recommendations
	Education
	 Clinical Decision-Making
	 Facility Environment

	References

	Chapter 11: Looking Past Labels: Effective Care of the Psychiatric Patient
	Introduction
	 Discussion
	Stigma and Diagnostic Overshadowing
	 Systematic Disparity
	 Inadequate Resources outside of the Medical Emergency Department

	 Medical Clearance
	 Conclusions
	 Recommendations
	Specialized Treatment Providers
	 Improved Physical Plant Design
	 Evidence Based Interventions for Agitation
	 Evidence Based Assessment
	 Knowledge and Skill Development
	 Service User Involvement
	 Public Policy Advocacy

	References

	Chapter 12: Disability and Access
	Introduction
	 Discussion
	 Conclusion
	 Recommendations
	References

	Chapter 13: Racial and Ethnic Disparities in the Emergency Department: A Public Health Perspective
	Introduction
	The Evidence: The IOM Report
	 Potential Sources of Racial and Ethnic Disparities
	 Individual Factors: Lower Socioeconomic Factors
	 Health-Related Beliefs of the Health Professional and the Patient
	 Workforce Environment and Diversity
	 The Evidence: Literature Related to Care in the ED
	General Medical Care
	 Chest Pain and Acute Coronary Syndrome
	 Trauma
	 Cerebrovascular Accident
	 Asthma
	 Pain Control

	 Other Studies and Future Directions

	 General Recommendations
	Legal, Regulatory, and Policy Recommendations
	 Health System Interventions
	 Education

	 Conclusion
	References

	Chapter 14: Vulnerable Populations: The Homeless and Incarcerated
	Introduction
	 Discussion
	 Conclusion
	 Recommendations
	References

	Chapter 15: Vulnerable Populations: The Elderly
	Introduction
	 Discussion
	Acute Care: the Emergency Department
	 Long Term and Primary Healthcare for the Elderly Patient
	 Palliative and End of Life Care in Geriatric Patients

	 Conclusion
	 Recommendations
	References

	Chapter 16: Vulnerable Populations: Children
	Introduction
	 Discussion
	Disparities in Patient Access to Care
	 Disparities in Patient Evaluation
	 Disparities in Patient Therapy

	 Conclusion
	 Recommendations
	References

	Chapter 17: Religio-cultural Considerations When Providing Health Care to American Muslims
	Introduction
	Background
	 The Muslim American Population

	 Discussion
	Health Disparities Among Muslim Americans
	 Islam and Islamic Beliefs
	 General Beliefs about Health and the US Health Care System among Muslim Americans
	 Prayer
	 Fasting
	 Diet
	 God’s Will and Fatalism
	 Family’s Role
	 Death
	 Gender Roles

	 Conclusion
	 Recommendations
	References

	Chapter 18: Disparities and Diversity in Biomedical Research
	Introduction
	 Discussion
	The Role of Research in Eliminating Health and Health Care Disparities
	 Defining and Measuring Disparities
	 Inclusion of Disparities Populations in Research Studies
	 Diversity of the Research Workforce

	 Conclusion
	 Recommendations
	References


	Part II: Cultural Competency Case Studies: Transitional Introduction
	 Emergency Medicine Milestones [1]
	Reference
	Chapter 19: Case 1: African-American Infant and Family
	Case Scenario
	Review of Symptoms
	 Past Medical History
	 Family History
	 Social History
	 Physical Exam
	 Questions for Discussion

	 Case Outcome
	Diagnosis
	Disposition

	Reference

	Chapter 20: Case 2: Cambodian Refugee
	Case Scenario
	Review of Symptoms
	 Past Medical History
	 Family History
	 Social History
	 Physical Exam
	 Questions for Discussion

	 Case Outcome
	Diagnoses: Adult Onset Diabetes and Kidney Disease

	References

	Chapter 21: Case 3: Sickle Cell Crisis
	Case Scenario
	Review of Symptoms
	 Past Medical History
	 Family History
	 Social History
	 Physical Exam
	 ED Course
	 Questions for Discussion

	 Case Outcome
	References

	Chapter 22: Case 4: Mongolian Spots
	Case Scenario
	Review of Symptoms
	 Past Medical History
	 Family History
	 Social History
	 Physical Exam
	 Questions for Discussion

	 Case Outcome
	Diagnosis: Mongolian Spots

	References

	Chapter 23: Case 5: Death Disclosure
	Case Scenario
	Past Medical History
	 Family History
	 Social History
	 Physical Exam
	 Questions for Discussion

	 Case Outcome
	References

	Chapter 24: Case 6: Coin Rubbing
	Case Scenario
	Review of Systems
	 Past Medical History
	 Family History
	 Social History
	 Physical Exam
	 Questions for Discussion
	 Case Outcome

	References

	Chapter 25: Case 7: Toxic Ingestion
	Case Scenario
	Review of Symptoms
	 Past Medical History
	 Family History
	 Social History
	 Physical Exam
	 Questions for Discussion

	 Case Outcome
	References

	Chapter 26: Case 8: Adolescent Indian Male Sikh
	Case Scenario
	Review of Symptoms
	 Past Medical History
	 Family History
	 Social History
	 Physical Exam
	 Questions for Discussion

	 Case Outcome
	References

	Chapter 27: Case 9: Intimate Partner Violence in the Gay Community
	Case Scenario
	Review of Systems
	 Past Medical History
	 Family History
	 Social History
	 Physical Exam
	 Questions for Discussion

	 Case Outcome
	References

	Chapter 28: Case 10: West Indian/Caribbean
	Case Scenario
	Review of Symptoms
	 Past Medical History
	 Family History
	 Social History
	 Physical Exam
	 Questions for Discussion

	 Case Outcome
	References

	Chapter 29: Case 11: American Indian
	Case Scenario
	Review of Symptoms
	 Past Medical History
	 Family History
	 Social History
	 Physical Exam
	 Questions for Discussion
	 Case Outcome

	References

	Chapter 30: Case 12: Spiritualism in the Latino Community
	Case Scenario
	Review of Symptoms
	 Past Medical History
	 Family History
	 Social History
	 Physical Exam
	 Questions for Discussion

	 Case Outcome
	Diagnosis: Laceration on left handDisposition: Home

	References

	Chapter 31: Case 13: Islamic Patient
	Case Scenario
	Review of Symptoms
	 Past Medical History
	 Family History
	 Social History
	 Physical Exam
	 Laboratory Results
	 Questions for Discussion

	 Case Outcome
	References

	Chapter 32: Case 14: Pediatric Pain
	Case Scenario
	Review of Symptoms
	 Past Medical History
	 Family History
	 Social History
	 Physical Exam
	 Questions for Discussion
	 Case Outcome

	References


	Index

