Steps to Becoming Culturally and Linguistically Competent-

 A Pediatric Curriculum
Overview of the Curriculum
Orientation


Complete Cultural Competence Knowledge Test and Health Beliefs Attitudes Survey
Workshop 1

Core Concepts and Steps to Become Culturally Competent
Role plays on Cross Cultural Communication 

Self-Study Assignment
“Core Concepts in Cultural Competence- Cross Cultural Health Care- Case Studies” by Pediatric Pulmonary Centers http://support.mchtraining.net/national_ccce/
Complete “Lanesha Johnson” and “Rivka Cohen” Cases

Consider completing remaining cases

Student will be provided with a half-day off to complete the assignment and 
complete and 
print the quiz at the end of each assigned case. 

Workshop 2

Steps to Become Linguistically Competent
Role plays using proper interpreter techniques
Case Exam

Complete Cultural Competence Knowledge Test and Health Beliefs Attitudes Survey
Objectives:

After completing the curriculum, students will be able to;
· Define cultural competence, health beliefs, acculturation, and social and religious factors affecting health care including adherence with the therapeutic plan 

· Describe how cultural, religious, and social factors can affect patient’s approach and experience of healthcare

· Identify how cultural and linguistic issues can impact quality of care, patient safety, communication, health care outcomes, health care costs, and patient satisfaction.

· Utilize one of the culturally relevant interviewing instruments to obtain a patient’ health beliefs  and explanatory model

· Describe the guidelines for effective interpreter use including assessing the need for medical interpretation, proper interviewing behaviors, use of ad hoc interpreters, and conflict of interest/privacy issues

· Describe the range of medical language interpretation and what is considered “best practice”

· Discuss self awareness and understanding of the culture of American medicine are important in working with people from other cultures

· Identify normative cultural values that can affect clinical care

· Discuss potential factors involved in a family’s choice to pursue complementary and alternative medicine
Module I Pediatric Cultural Competence

Core Concepts and Folk Health and Illness Beliefs Workshop

What is the difference between race, ethnicity and culture?

· Race

· “A family, tribe, people, or nation belonging to the same stock;  a class or kind of people unified by shared interests, habits, or characteristics” Merriam Webster’s Collegiate Dictionary
· Ethnicity

· “Of or relating to large groups of people classed according to common racial, national, tribal, religious, linguistic, or cultural origin or background” Merriam Webster’s Collegiate Dictionary
· Culture
· “A set of implicit or explicit guidelines transmitted to individuals from a particular society, group or subgroup, which tells them "how to view the world, how to experience it emotionally, and how to behave in it in relation to other people, to supernatural gods, and to the natural environment. These rules and guidelines are often learned and dropped out of awareness." (Helman, 2000)
·  “Full spectrum of values, behaviors, customs, language, race, ethnicity, gender, sexual orientation, religious beliefs, socioeconomic status, and other distinct attributes of population groups.” Pediatrics 2004
Culture

“Culture group”= individuals that share beliefs, attitudes and behaviors

· Individuals subscribe to group norms to varying degrees

· Health beliefs/behaviors consist of combination of 

· Cultural standards

· Personal experience/perceptions

· Individuals in a culture group do NOT all think and act in the same manner!!

· BEWARE OF POTENTIAL TO STEREOTYPE!
What is Cultural Competence? 

· “A set of congruent behaviors, knowledge, attitudes and policies that come together in a system, organization or professionals that enables effective work in cross-cultural situations” AAMC 2005

What is Culturally Effective Pediatric Care? 

· “The delivery of care within the context of appropriate physician knowledge, understanding, and appreciation of all cultural distinctions leading to optimal health outcomes” Pediatrics 2004

Why is Culture so Important in Health Care?
Increasing Racial/Ethnic Diversity

· In U.S.

· Over 100 million people are of non-white race/ethnicity (www.uscensus.gov )
· By the year 2020, 44.5% of American children 0-19 yrs will belong to a racial or ethnic minority group

· Over 52 million U.S. residents speak a language other than English at home 
· Only 15.2% of current medical students self-identify as members of minority groups underrepresented in medicine

· Rapid growth in diversity makes it increasingly likely that health care providers will care for patients from different cultures
Racial/Ethnic Disparities in Medicine

· Impacts trust in medical providers/compliance

· History of overt racism

· History of segregation of hospitals, wards

· Research abuses- Tuskegee

· Continued subtle racism/prejudice impacting quality- 
· Examples-
· Among adolescent girls ≤15 yrs presenting to ED with abdominal pain, 100% of minority but only 44% of white girls asked about sexual activity (Hunt et al. J Adolesc Health Care 1988;9:52-54.)
· Adjusting for socioeconomic status, Black and Latino children had worse asthma status and less use of preventative asthma medications than white children (Lieu et. al. Pediatr 2002)

· African American children are 3 times more likely to be hospitalized for asthma than white children (Healthy People 2010)
· Factors contributing to racial disparities in asthma morbidity and mortality                        (Ford JG. McCaffrey MA. Clin Chest Med 2006; 27:423-430.)

· Black children are more likely to be sensitized to cockroach allergen due to deteriorated housing within urban communities (linked to poorer asthma control and higher rates of hospitalization)

· Racial differences in rates of tobacco smoking

· Within Medicaid programs, black children receive fewer preventative services than white children

· Differences in genetic susceptibility do not explain disparities, but differences in prevalence in gene/environment interactions may contribute to them.
Impact of Socioeconomic Status, Gender, Religion, Sexual Orientation 
· Socioeconomic Status

· Most robust determinant relating to access to health care and poorer health outcomes including higher lead levels, lower immunization rates, higher asthma hospitalizations, developmental delay and failure to thrive. (Child Health in the Multicultural Environment, Ross Roundtable Report, 2000.)
· Gender

· Impact of gender on provider-patient communication

· Patient’s responses may vary based on gender of provider




Street RL. Patient Education and Counseling. 2002;48:201-206.

· Religion

· Impacts health beliefs, informed consent, preferred treatments, decision making authority

· Examples- circumcision, contraception, immunizations

· Respect for patient’s health beliefs may be in conflict with child advocacy

· Example- Jehovah’s Witness refusal of blood products 

· Sexual Orientation

· Gay, lesbian, and trans-gendered youth are disproportionately affected by HIV, suicide, substance use, and violence Garofalo R. Katz E. Curr Opin Pediatr. 2001.
Pediatric Health Maintenance

· Growth and Development

· Culture impacts decision to breastfeed

· Breastfeeding encouraged up to 30 months in Islamic faith. (Hedayat KM. Pirzadeh R. Pediatrics. 2001; 108;965-971.)
· Culture impacts feeding practices- duration and method of bottle feeding
· Prolonged bottle use >24 months which has been shown in Latino (see below) and South East Asian cultures (Culhane-Pera KA et al. Ethn Dis. 2002;12:174-6.)
· Impacts rates of Iron def anemia via excessive consumption of milk in place of iron rich foods (Brotanek, Pediatrics 2007)
· Impacts rates of obesity (Bonuck KA, Kahn R. Clin Pediatr. 2002;41:603-607.)
· Impacts rates of dental caries- increased rates of anterior tooth decay linked to non-Caucasian ethnicity, and infant feeding practices of sleeping with a bottle and comfort sipping during the day (Hallett KB, O’Rourke PK. Community Dent Oral Epidemiol 2006)

· Impacts normative growth rates

· 1977 National Center for Health Statistics standardized growth charts derived from white, middle class infants living in Ohio between 1929 and 1975, different rate of breastfeeding. CDC Revised in 2000. (Ogden et. al. Pediatrics 2002;109:45-60.)
· Nutrition/traditional diets/rate of obesity, overweight, and diabetes
· Differences in views on health and wellness- Perception that their child was “healthy” even though child exceeded 95% in weight (81% of Hispanic family members) (Rich et al. Fam Community Health 2005; 28: 130-141.)
· Relative number of persons with diabetes in African American, Hispanic and American Indian communities is 1-5x greater than white communities (Healthy People 2010)
· Parent’s perception of developmental norms

Failure to consider patient’s culture can have serious clinical consequences

· Inaccurate histories, miscommunication, and difficulties with informed consent

· Decreased access to care and lower likelihood of having a primary care provider

· Non-adherence and decreases satisfaction with care

· Less preventative screening, inadequate analgesia, delayed immunizations, and receipt of fewer prescriptions
What are the Steps to Becoming Culturally Competent
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[image: image2]Step 1- Develop Self Awareness

· Who are you culturally? 

· What was it like in your family when someone was sick?  Did you go to the doctor?  Home remedies? Use other care providers?

· How are you culturally different?

· What attitudes and values impact your relationship with patients from other cultures?

· What personal assumptions, prejudices or biases do you have?
· What about the “culture” of American medicine?

· How are we as physicians different as a “culture group” and how can this impact our relationship with patients?

· What values about health may differ from our patients?

· Do we acknowledge the power imbalances in the relationship and seek to develop mutually beneficial partnerships with communities on behalf of individuals


[image: image3]Step 2-Recognize and Respect Core Cultural Factors that Impact the Patient-Physician Relationship
Normative Cultural Values
“Beliefs, ideas, and behaviors that particular culture group values and expects in interpersonal interactions”

· Impact how families perceive, seek, and respond to healthcare

· Identify those that affect care

· Accommodate for these values in the clinical encounter

· Helpful for the provider to have some general knowledge of a patient’s culture

· HARMFUL to rely on generalizations, potential to stereotype
· Authority

· Who makes important medical decisions?
· Example- Familismo- Collective loyalty to extended family that outranks the needs of the individual. Extended family makes important medical decisions 
· Family

· Parenting beliefs, attitudes about discipline, developmental norms
· Example- Traditions of extensive grandparent involvement rooted in West African tradition, history of separation from parents during crisis (slavery), African American children more likely to be placed in “kinship care”  instead of foster care
· Account for the highest percent of children raised by grandparents (9% vs. 6% Hispanic, 4% White) (Minkler M. Fuller-Thomson E. J of Gerontology 2005; 60(2):S82-S92.)
· Gender

· Gender roles and expectations determine which family member must be addressed in the medical encounter
· Communication style

· Interpersonal interactions, non-verbal behavior, eye contact, pitch of voice, physical touch
· Concept of Hozhooji  (Navajo)

· Important to think and speak in a positive way (thought shape reality and control events)

· Impacts informed consent, advance directives

· Do not discuss possibility of bad outcome instead reference hypothetical third party (Carrese & Rhodes, JAMA 1995.)

· Eye contact

· Eye contact, calm attitude may build confidence with Latino patients

· Lack of eye contact while listening may be a sign of respect by Asian patients, may be out of concern for soul loss for some Native American tribes
· Physical touch

· Warm, polite physical touch sign of empathy to most but some Muslim and Orthodox Jews do not prefer male/female physical contact

· Interpersonal Relationships

· Simpatía 

· “Kindness” in Spanish, value placed on politeness, pleasantness in the face of stress, avoidance of hostile confrontation

· Personalismo  

· Warm, personal relationship, socially appropriate physical contact, conversing about patient’s life before the visit

· Respeto

· Appropriate deferential behavior on basis of positions of authority, age, gender, social position, and economic status (Flores et. al. J Pediatr 2000; 136:14-23.)
· Time

· View of time obligations vary by culture

· In many American Indian/Alaska Natives, time orientation is perceived as cyclical, present oriented as compared to “time by the clock” in Western culture

· If this is true for your patient, consider flexibility in scheduling appointments

[image: image4]Step 3- Appreciate Cultural Differences in Health Beliefs and Methods of 
Healing
Health Beliefs

· A patient’s belief about their health

· Cultural beliefs about 

· How is illness defined 

· “Illness” vs. “Disease”

· What causes illness

· “Explanatory Models”

· What will help illness

·  Behaviors or substances

· Who is best prepared to help the illness

· Western medicine vs. traditional or folk healers

· Impacted by degree of “acculturation”

· “Cultural modification of an individual, group by adapting to, or borrowing traits from another culture; a merging of cultures as a result of prolonged contact”.

“Disease” vs. “Illness”

· “Disease”- abnormalities of the structure and function of body organs and systems (BIOMEDICAL MODEL)

· Pathological entities that made up the medical model of ill health

· Etiology, signs and symptoms, natural history, treatment and prognoses similar even 
in different individuals and cultures

· “Illness”- the subjective response of the patient to being unwell

· How the patient perceives the origin and significance of the event, steps taken to remedy it

· Impacted by psychological, social and cultural factors

· IMPACT 

· Disease without Illness (HTN) 

· Illness without Disease (psychosomatic complaints)

· Western medicine typically focus on disease, where folk healers focus on illness- conflicts impact therapeutic relationship
Explanatory Model

The belief system that people from a given culture have about what caused their illness and what the illness does to them

· Examples- 

· Imbalances between “cold” and “hot”, “wet” and “dry”

· Diarrhea is “hot”, requires a “cold” treatment such as milk

· Study of Mexican-American mothers-

Hot/Cold imbalance including weather changes, walking in bare feet, getting wet, and consuming hot or cold food or beverages believed to be cause of coughs (80% of mothers), fever (43% of mothers), rashes (34% of mothers) (Mikhail BI. West J Nurs Res, 1994.)
· “Paternalistic” source of illness- outside forces are cause illness

· Illness caused by inadequate prayer, sin, spells, envy

· Fatalismo (Latino, African-American, others)

· Belief that individual can do little to alter fate

· Study of Cancer beliefs (Perez-Stable et. al, JAMA. 1992;268:3219023) Latinos significantly more than whites

· Prefer not to know they had incurable cancer, there is little one can do to prevent CA, believe it is like a death sentence

· Believe CA is God’s punishment

· When Lia Lee was three months old her sister slammed the door and a few minutes later Lia had a seizure.  The Hmong term is quag dab peg, which literally means, “the spirit catches you and you fall down” and is translated, ‘epilepsy.’ The Spirit Catches You and You Fall Down, by Anne Fadiman

Folk Illnesses
Culturally constructed diagnostic categories commonly recognized by an ethnic group
· Prevalence of beliefs varies tremendously, depending on subpopulation, region, and level of acculturation

· Impact

· Symptoms often overlap with important biomedical conditions 

· First provider contact may not be MD

· Some remedies are harmful or even fatal

· Satisfaction with care and adherence can depend on accepting response of the health care provider
Examples

· Empacho

· Food or saliva “stuck” in stomach because of dietary indiscretion

· Symptoms: vomiting, diarrhea, anorexia, bloating, fever

· Biomedical overlap: gastroenteritis, milk allergy, GI obstruction, intussusception, appendicitis

· Treatment choice among parents whose child had empacho (Pachter et al. Medical Anthropol 1992.)

· Santiguadora (folk healer) (77%), home remedy (58%), MD (37%)

· Only 9% of parents reported MD as initial choice for treatment

· Treatments

· Harmless- dietary restriction, teas, abdominal massage

· Harmful- Mexican families may treat with powders containing high concentration of lead (greta, azarcón, albayalde)
· Mal ojo (Latino), Evil Eye (Sub-Saharan African)

· Person with “strong eyes” intentionally or unintentionally looks at a child or makes comments about them

· Spell has been placed by person that secretly covets them

· Heats their blood leading to fever, crying, V/D, abdominal probs

· Wear amulet or azabache to protect against 

· Latino treatment- sweeping of the body with eggs, lemons, and bay leaves, accompanied by prayer

· Caida de mollera (Fallen Fontanel/Latino)
· Breast or bottle removed too quickly from mouth

· Soft palate sinks in- leads to swallowing problems, fever, fussiness and diarrhea

· Treatment- realignment of the fontanel by pushing on soft palate, pull hair, hold upside down over water tapping feet
· Published report of infant shaken while held up side down with head partially immersed in boiling water resulting in subdural hematoma and death. (JAMA 1972)

Use of Complementary or Alternative Medicine (CAM)

· Encompasses a diverse group of health care beliefs and practices that are considered outside the scope of traditional, mainstream western medicine

· Complementary- used in conjunction with traditional western medicine

· Alternative- used in place of

· Important to be able to discuss CAM practices with patients and families to

· Show respect for practices consistent with pt’s culture

· Maintain open communication regarding child’s health status

· Encourage non-harmful CAM alternatives when possible 
Frequency and Risk of Home/Folk Remedies
Home remedies used by 81% of parents in one clinic (Mikhail BI. West J Nurs Res, 1994.)
· Burns (51%), cough (41%), rashes (41%), diarrhea (31%)

· Unusual home remedies

· Fever- roasted tomatoes applied to chest and feet, enema of salt and oil

· Conjunctivitis- wash face with warm urine, eye drops of lemon juice or breast milk

· Outbreak of Gonococcal conjunctivitis due to use of adult urine to treat conjunctivitis in children (Alfonso et. al. JAMA 1983;250:794-795)
· Folk Remedies that may be mistaken for child abuse 
· Moxibustion- East African/Chinese  medical therapeutic burning
· Treatment of jaundice or Evil Eye

· Burns on ankles, wrists, elbows and abdomen

· May be confused with cigarette burns 

· Cao gio (coining) Eastern Eurpope/East Asian- rubbing of skin with side of coin causing ecchymoses

· Vietnamese father treated son with folk treatment of cao gio mistakenly imprisoned for child abuse, and later committed suicide (Anh. JAMA 1976)
· Cupping – East Asian/Eastern Europe

· A cup is heated and then placed on the skin, usually on the forehead or abdomen. As it cools, the cup contracts, drawing the skin and what is believed to be the evil energy or “air” into the cup.

(The Provider’s Guide to Quality and Culture 
http://erc.msh.org/mainpage.cfm?file=5.3.0.htm&module=provider&language=English)

[image: image5]Step 4 -Recognize Impact of Social Context on Patient Care
Social Factors Impacting Health Care

· Tension 

· Social stress and support systems

· Family Conflicts, financial pressures, transportation concerns

· Emotional factors

· Depression, anxiety, fear about health status

· Environment change 

· Recent change, acculturation, previous health care experiences

· Life Control

· Social status, poverty, education
Social and emotional factors can impact

· Patient’s adherence to the therapeutic plan

· Keeping of appointments in a timely fashion
· Caregiver-perceived stress has been directly associated with increased asthma morbidity (Shalowitz MU et al. Ambul Pediatr 2001;1:185-193.)
Overcoming social barriers to health
· Utilize social worker to assist with insurance, advocate for improvements in home environment transportation, medication needs

· Enlist school nurse to assist with medication delivery

· Recommend family counseling to address emotional/family conflict issues

· Enlist community to assist family

· Church or community mentorship program

[image: image6]Step 5- Develop Skills In Cross Cultural Communication

· Elicit the patient’s personal health beliefs and explanatory model

· Identify use of alternative medical providers, folk or home remedies

· Accommodate non-judgmentally into the clinical encounter 

· Integrate into treatment plan whenever possible

· Suggest alternatives to harmful remedies

· Carefully explain etiology and treatment rationale for given biomedical condition

· Negotiate a mutually acceptable treatment plan
· Kleinman’s Questions for Eliciting the Patient Perspective

1. What do you call your problem?

2. What causes your problem?

3. Why do you think it started when it did?

4. How does it work?  What is going on in your body?

5. What kind of treatment do you think would be best for the problem?

6. How has this problem affected your life?

7. What frightens or concerns you most about this problem and treatment?  




Kleinman et al. Annals of Internal Medicine, 1978. 88(2):251-8.
· Steps to Negotiation (LEARN)

· L - listening to the patient’s perspective

· E – explaining your perceptions of the problem

· A – acknowledging differences/similarities between the two perspectives

· R – recommending a treatment plan

· N – negotiating a mutually agreed-on treatment plan




Berlin EA. Fowkes WC. Western Journal of Medicine 1983;139:934-938.

[image: image7]Step 6- If Difficulty Bridging the Cultural Gap, Use Available Resources
· Learn about your community

· What cultural/ethnic groups does your practice serve?

· Develop partnerships with community organizations/ leaders to assist with learning the cultural norms,  meeting their needs

· Consider a Cultural “Broker”

· Examples

· With Orthodox Jew, consider consulting Rabbi to assist negotiating plan of care

· Consider assistance from respected community leader with western education to bridge the gap

· http://www11.georgetown.edu/research/gucchd/nccc/document

 HYPERLINK "http://www11.georgetown.edu/research/gucchd/nccc/documents/Cultural_Broker_Guide_English.pdf" \t "_blank" s/Cultural_Broker_Guide_English.pdf
· Books

· The Spirit Catches You and You Fall Down by Anne Fadiman, 1997.

· How Doctor’s Think, by Jerome Groopman, 2007.

· On-line resources

·  http://www.hrsa.gov/culturalcompetence/
· http://www.hrsa.gov/culturalcompetence/curriculumgui

 HYPERLINK "http://www.hrsa.gov/culturalcompetence/curriculumguide/" \t "_blank" de/
· http://www.dartmouth.edu/~biomed/resources.htmld/c

 HYPERLINK "http://www.dartmouth.edu/~biomed/resources.htmld/culturalcomp.shtml" \l "three" \t "_blank" ulturalcomp.shtml#three
· http://etl2.library.musc.edu/cultural/index.php
Role Play Exercises
 (Goleman, MJ. Acad Med. 2001;76:515-516.)
· Cambodian-American boy
· South Asian Savi
Module II Pediatric Cultural Competence
Linguistic Competence/ Interpreter Workshop
English Proficiency in U.S.

· Over 52 million U.S. residents speak language other than English at home

· 23 million speak English less than “very well” (Limited English Proficiency, LEP) http://factfinder.census.gov
· Office of Civil Rights in the Title VI guidance memorandum states that denial or delay of medical care for LEP patients because of language barriers constitutes a form of discrimination

· Requires that any recipient of Medicaid or Medicare must provide adequate language assistance to LEP patients.
Definitions
· Limited English Proficiency (LEP)- individuals that self-rate their ability to speak English less than “very well”

·  Ad Hoc Interpreter- untrained individuals, such as family members, friends, non-clinical hospital employees, and strangers from waiting rooms 

· Qualified Medical Interpreter- documented fluency in both English and a second language, and has received training in medical terminology, ethics, cultural competency, confidentiality, impartiality, and professionalism.
Impact of Language Problems on Health Care

· Access

· At inner-city primary care clinic 26% of mothers of Latino children sited language as greatest barrier to care

· Staff not speaking Spanish

· Lack of Interpreters

· 6% reported deferring medical visits for their child because of language problems






 (Flores et al. Arch Ped Adoles Med 1998;152:1119-1125)

· Use of Services

· Fewer primary care visits

· Mexican children whose parents spoke English 12 times more likely to have regular provider (regardless of insurance) (Takata, 1991)

· Fewer preventative services

· Fewer mammgrams and pap smears in Mexican women who did not speak English (Marks et al. Am J Psych Health 1987;77:1385.)

· Health Status

· Asthmatic children with limited English proficient parents 3 times more likely to be intubated for their asthma (LeSon & Gershwin. J Asthma 1995;32:285-294)

· Among Latino parents in Arizona (N=235, Kirkman-Liff and Mondragon. AJPH 1991;81:1399-1404) speaking Spanish primarily/exclusively significant independent predictor of child having 

· Inferior (fair/poor) health

· Lower likelihood of having usual source of care

· Lower likelihood of having visited MD in past year
· Interpreter Errors (Flores et al. Pediatr. 2003)

· Transcribed audio taped pediatric encounters with Spanish interpreter present

· Interpreters averaged 31 errors per encounter

· 63% of errors had definite/potential consequences

· Altered HPI, PMH, therapeutic intervention, understanding of diagnosis, or plans for follow-up visits

· Ad hoc interpreters made significantly more errors of clinical consequence than professional medical interpreters

· When 11 yo sib used, 88% of errors had clinical consequence
· Omission- The interpreter does not interpret a word/phrase uttered by the clinician, parent, child

· Most common error type (52%)

· Examples- Omitting questions about drug allergies, instructions about antibiotic use, type of rehydration fluids

· Addition- The interpreter adds a word/phrase to the interpretation that was not uttered by the clinician, parent, child.

· Nurse Practitioner- “And she’s going to have 1 teaspoon 3 times a day for 10 days.”

· Interpreter- “Entonces para la amoxicilina- por los oidos. Entonces le vas a dar una cucharaditia tres veces al dia.” //// “So for the amoxicillin- IN THE EARS.. So you are going to give 1 teaspoonful 3 times a day.”

· Substitution- the interpreter substitutes a word/phrase for a different word/phrase uttered by the clinician, parent, child.

· Example- Telling a mother to put the hydrocortisone on the body instead of  the face

· Editorialization- The interpreter provided his or her own personal views as the interpretation of a word/phrase uttered by the clinician, parent, or child.

· Example- The interpreter told the mother not to answer personal questions about drug use and STDs

· False Fluency- the interpreter used an incorrect word/phrase, or word/phrase that does not exist in that particular language
Example Case Vignettes (Flores et al. J Peds 2000;137:842-848.)
Case #1
· A 3yo Latino girl was brought to the ER at midnight c/o abdominal pain.  Because the mother spoke no English, she was unable to adequately describe her daughter’s condition, and no interpreter was available.  The doctor on call examined the child, and discharged her with what the mother understood as “colic.”  One hour later, both parents returned to the ER, with the child due to worsening pain.  The same doctor examined her, and the mother found that the doctor was quite angry with her.  The father was extremely upset because there wasn’t an interpreter available to help them, and he felt that they treated his daughter poorly because they were Latinos.  The doctor sent her home again.

· Several hours later, the family returned to the ER.  Their daughter’s condition had deteriorated; she now had a rigid abdomen, rebound, guarding, tenderness, and fever.  She was admitted emergently.  In the OR the child was found to have a perforated appendix and peritonitis.  She was hospitalized for 30 days because of complications including 2 wound infections.  Her parents had no medical insurance to cover the hospitalization.
Case #1 Analysis

· Causes

· Language problem

· Parents unable to communicate illness severity
· MD unable to appreciate symptom severity
· No interpreter available

· Provider attitude

· Anger rather than recognition of parent’s distress

· Remedies

· Recognize and respect cultural differences

· Sympatía, personalismo, respeto

· Language

· Always use interpreter when parent does not speak English

· Provider behavior

· Could provider attitude be responsible?
· What could be done differently to avoid adverse outcomes in future?
Case #2

· MJ was a 2 year old Latino female brought to the ER with R shoulder pain.  X-ray revealed a R clavicle fx. MJ’s mother spoke Spanish almost exclusively; she knew a few English words.  When MJ’s mother was asked what happened, she responded, “Se pegó, se pegó.”   The resident interpreted this to mean, “She was hit.”  The mother showed the nurse a previous discharge summary from an outside ER, when MJ was diagnosed with clavicle fx after a fall from her bed.

· Child abuse was suspected by the staff and social services were contacted.  The case worker came to evaluate MJ and her sibling.  Without an interpreter, the case worker spoke with MJ’s mother, and then asked her to sign over voluntary custody.  MJ and her 4 year old sibling were immediately taken into custody.

· When the Spanish interpreter arrived, MJ’s mother was interviewed again, and she reported that MJ had fallen from her tricycle and struck (“se pegó”) her R shoulder.  The primary MD was contacted and denied any history of abuse or neglect in the family or having concerns.

· The mother regained custody after 48 hours.

· The consulted orthopedist emphasized that it is not uncommon to sustain a clavicle fracture with minimal trauma at the site of a previous fracture.
Case #2 Analysis

· Causes
· Language problems  (False fluency!)
· “Informed” consent supposedly obtained to turn over voluntary custody, but parent uninformed!!
· No interpreter

· Remedies

· Never assume fluency: if in doubt, always confirm information with a trained interpreter, especially, major medical decisions

· Interpreter are crucial in obtaining informed consent

What are the Steps to Becoming Linguistically Competent?
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[image: image9]Step 1- Recognize the Need 
· You need an interpreter if

· The patient or parent is LEP 
· You are not fluent in the patient’s language

· Gold Standard is fluent health care provider

· Next, qualified medical interpreter
· Next, 2 way video remote interpreter, then
· Telephonic interpretation services

· Ad hoc interpreter - emergency option ONLY when NO other option is available

[image: image10]Step 2- Prepare for the Encounter

· Ask interpreter if familiar with concepts involved in discussion

· Agree on interpretation techniques

· Point out the importance of accuracy, completeness, impartiality and confidentiality

· Interpreter should interpret verbatim acting as a conduit

· Encourage the interpreter to ask questions if unclear

· Encourage interpreter to make comments when they notice a conceptual, cultural, or linguistic misunderstanding


[image: image11]Step 3- Use Proper Techniques
· Introduce self and interpreter to patient noting confidentiality

· Position interpreter to side and slightly behind the patient so that you can observe non-verbal behaviors of the patient as well as the interpreter (alternative with interpreter, patient, and yourself in an equilateral triangle)
· LOOK at the patient as you are speaking (the interpreter is only a conduit)

· Observe patients non-verbal behaviors

· Use first person, encourage interpreter to do so as well

·  “I believe” rather than “The physician believes”

· Express one concept at a time, and pace your speech

· Occasionally ask the interpreter to tell you in English what they told the patient

· “Re-telling”- quality control, catch mistakes

· Ask questions at the end to determine understanding

· Ask for feedback from the interpreter

· Ask about perceived cultural and emotional subtleties
· Interpreter STILL must interpret every work spoken, even when explaining special cultural or linguistic issues

[image: image12]Step 4- Learn Keys to Non-Verbal Communication
· Body language and non-verbal behaviors are important and often vary by culture

· 60% of rapport is a result of non-verbal language

· Examples-

· Eye contact, calm attitude builds confidence with Latino patients

· Lack of eye contact while listening is sign of respect by Asian patients

· Repeated nervous nods may be a sign LEP patients do not understand

· Warm, polite physical touch sign of empathy to most but some Muslim and Orthodox Jews do not prefer male/female physical contact


[image: image13]Step 5- Understand the Pitfalls of Ad Hoc Interpreters
· Ad Hoc Interpreters should ONLY be used in emergencies when NO other option is available

· Use of Patient’s Family and Friends as Interpreters

· Often give incomplete and edited interpretations

· Substitute own opinions for the patient’s

· Reluctant to ask questions they don’t understand or are embarrassed

· Tendency to protect the patient from bad news- edit or change information

· CONFIDENTIALITY
· Child Interpreters

· Role reversal- Child has to process information for the parents

· Editing- May try to spare the parents from painful news

· Mistakes- Interpreter errors

· Guilt- If the child does not convey the information correctly or has to provide bad news

· Resentment- Parents may resent the inability to express concerns when the child is interpreting, impacts confidentiality, physician patient relationship

**NOTE- California legislature is considering Assemblyman Yee’s bill to ban use of children as interpreters
Role Play Encounters with Interpreters- Practice what you learned!!!

Now Take the Steps to Becoming Culturally and Linguistically Competent!!
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In addition to the cited references, core curricular content was obtained from the following;

· Association of American Medical Colleges. Cultural Competence Education for Medical Students.  Washington, DC: Association of American Medical Colleges; 2005.
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· Committee on Pediatric Workforce, American Academy of Pediatrics. Ensuring culturally effective pediatrics care: implications for education and health policy. Pediatrics. 2004;114:1677-1685.

· “Core Concepts in Cultural Competence- Cross Cultural Health Care- Case Studies”, Pediatric Pulmonary Centers, funded by Maternal and Child Health Bureau (Title V, SSA), Health Resources and Services Administration, United States Health and Human Services. http://support.mchtraining.net/national_ccce/. (accessed, 6/21/07)
· Flores G., “Achieving Cultural Competency in Pediatrics: A Data-Driven Approach.” University of Texas Health Science Center at San Antonio Pediatric Grand Rounds, February 2004.

· Flores G., Language Barriers to Health Care in the United States. N Engl J Med.355;3:229-231.
· Pachter LM, ed. Child Health in the Multicultural Environment, Report of the Thirty-First Ross Roundtable on Critical Approaches to Common Pediatric Problems.  Columbus, Ohio: Ross Products Division, Abbott Laboratories; 2000.

· U.S. Department of Health and Human Services HRSA- Transforming the face of Health Professional Through Cultural and Linguistic Competence Education: The Role of the HRSA Centers of Excellence. 2005.
Special thanks to my expert panel who generously shared their time, expertise, and own curricular materials towards this effort and to COMSEP for providing sponsorship of the project.
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