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on Latinos, soon to be the largest mi-
nority group in the United States, the
concepts that emerge apply to any cul-
tural group. The following components
of culture’s effect on clinical care are
examined: (1) normative cultural val-
ues, (2) language, (3) folk illnesses, (4)
parent/patient beliefs, and (5) provider
practices. The specific clinical impact of
each of these components is examined,
together with practical solutions to en-
sure that culturally sensitive care is
provided. Finally, a model for cultural
competency in health care is proposed,
which can be used to guide clinicians in
interactions with any cultural group.

DEFINITIONS

Latinos

The term Latino denotes all persons
living in the United States whose ori-
gins can be traced to the Spanish-

The world’s current population of almost
6 billion people inhabits 191 countries
and speaks more than 6000 languages,1

but little is known about the importance
of culture in health care. Anthropologi-
cal and cross-cultural studies have yield-
ed key contributions about clinical as-
pects of selected cultural differences,
such as patient belief systems and eth-
nomedical practices.2-4 The actual clini-
cal ramifications of culture, however,
have rarely been examined.

CCulture and the patient-physician relationship:
Achieving cultural competency in health care

The purpose of this article is to de-
scribe how culture affects clinical care.
Studies are presented that detail the
impact of culture on health care
processes, outcomes, quality, and satis-
faction in order to provide a general
framework for understanding the clini-
cal consequences of culture. This is
achieved through an in-depth focus on
the culture of a single group, rather
than a cursory survey of the cultures of
multiple groups. Although the focus is
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INVITED COMMENTARY

EDITOR’S NOTE: It is hardly news to physicians on the front lines of patient care that the cultural di-
versity of our patients is broadening daily. Those of us who want to provide sensitive, competent care
to families from cultures other than our own are in urgent need of practical advice. In many health
care settings today, this need is addressed by “diversity consultants” who put their “clients” through
mind-numbing exercises. It is unusual to come out of such exercises with a practical strategy to use in
the office or clinic. In this context, readers will find the article by Flores a much needed breath of
fresh air. Although the author bases his recommendation on a firm theoretical foundation, the article
is replete with usable, practical recommendations that any health care provider can immediately in-
corporate into his or her practice. The specific recommendations are targeted at those caring for Lati-
nos, but the model of cultural competency he presents is widely applicable.
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speaking regions of Latin America, in-
cluding the Caribbean, Mexico, Cen-
tral America, and South America. Al-
though Hispanic is still the official
designation used by the federal gov-
ernment, several authors5,6 have point-
ed out that this term places narrow and
undue emphasis on the European in-
fluence of Spanish colonialism. Latino
is a more inclusive term that does not
de-emphasize the crucial roles of in-
digenous Indian cultures and African
slaves in Latin American history.

Cultural Group
A cultural group is defined as individu-

als that share common beliefs, atti-
tudes, values, and behaviors.4 Howev-
er, as Pachter7 has stated, individuals
subscribe to group norms to varying
degrees. A patient’s health beliefs and
practices arise from a combination of
normative cultural values together with
personal experience and perceptions.
Individuals in a cultural group do not
think and act in the same manner.

DEMOGRAPHICS OF
LATINOS IN THE
UNITED STATES

Latinos will surpass African Ameri-
cans as the largest minority group in
the United States by as early as the
year 2005.8 In 1996, the Latino popu-
lation of the United States was >28
million, exceeding the total population
of all but 6 Spanish-speaking coun-
tries.6 Almost 11 million US Latinos,
or 39% of the American Latino popu-
lation, are children.8 Latinos have one
of the highest fertility rates of any eth-
nic group9 and triple the growth rate of
the overall American population.6

Clinicians thus are increasingly likely
to encounter greater numbers of Lati-
nos in their practices.

Recent studies highlight that differ-
ences among Latino subgroups (such
as Puerto Ricans, Cubans, and Mexi-
cans) in sociodemographics, health sta-
tus, and use of health services are

sometimes of equal or greater magni-
tude than differences among major eth-
nic groups.10,11 In the discussion of
normative cultural values and folk ill-
ness beliefs, it is important for the clini-
cian to be aware that such subgroup
variation exists. Normative culture val-
ues and folk illnesses may also be influ-
enced by such factors as a patient’s so-
cioeconomic background, the degree of
acculturation, the country of birth, ed-
ucation, and English proficiency. How-
ever, at least for folk illnesses, evidence
from several studies suggests that so-
ciodemographic variables do not seem
to have a significant influence on these
beliefs and practices.11

NORMATIVE CULTURAL
VALUES

Normative cultural values are de-
fined as the beliefs, ideas, and behav-
iors that a particular cultural group
values and expects in interpersonal in-
teractions. Five Latino normative cul-
tural values and their clinical conse-
quences are examined.

Simpatía
Simpatía means “kindness” in Span-

ish. In simpatía, a value is placed on po-
liteness and pleasantness in the face of
stress.12 Avoidance of hostile con-
frontation is also an important compo-
nent. In clinical settings simpatía in-
cludes the view that a physician with a
positive attitude is the norm; it is ex-
pected that the physician will be con-
spicuously polite and pleasant. The rel-
atively neutral attitude of many US
physicians is often viewed as negative
by the Latino patient. Lack of simpatía
can potentially result in decreased sat-
isfaction with care, an inaccurate his-
tory, nonadherence to therapy, and
poor follow-up. For example, resent-
ment toward a detached physician may
cause the Latino patient to withhold
clinical details, not adhere to therapy,
not make follow-up visits, and not be
satisfied with care. The clinician can

ensure simpatía by emphasizing cour-
tesy, a positive attitude, and social
amenities.

Personalismo
Personalismo can be translated as “for-

mal friendliness.”5 In personalismo, the
Latino patient expects to develop a
warm, personal relationship with the
clinician.13 Such a relationship would
be characterized by interactions that
occur at close distances. Physical con-
tact between the patient and physician
would also be expected, including such
gestures as handshakes, a hand on the
shoulder, and even, in certain circum-
stances, hugging. The perceived ab-
sence of personalismo can potentially lead
to an inaccurate history, noncompliance
with therapy, dissatisfaction with care,
and poor follow-up. For example, Lati-
no patients might conclude that a physi-
cian does not really care about them be-
cause of the physician’s failure to
display adequate personalismo, resulting
in patients holding back crucial details
of an illness, not taking prescribed med-
ications, not being satisfied with care,
and never returning for subsequent
medical visits. Personalismo can be
achieved by decreasing the physical dis-
tance during interactions with patients,
increasing socially appropriate physical
contact, providing a business card or
beeper number, and displaying an inter-
est in the patient’s life at each visit. For
example, personalismo can be assured by
routinely beginning each medical visit
with a brief conversation about the pa-
tient’s family, work, or school.

Respeto
Respeto literally translates as “re-

spect.” Appropriate deferential behav-
ior is expected on the basis of a posi-
tion of authority, age, gender, social
position, and economic status.13

Health care providers are viewed as
authority figures who must be shown
respeto. Latino patients also expect reci-
procal respeto from the provider, espe-
cially when the provider is younger
than the patient. Demonstrating ap-
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propriate respeto may include a hesitan-
cy to ask questions, because posing a
question to an authority figure can be
construed as disrespectful. The “nod of
the head” in response to a physician’s
instructions or comments may there-
fore represent a socially required ges-
ture of respect, rather than under-
standing or agreement.7 The absence
of respeto can potentially lead to inaccu-
rate histories, medication errors, non-
adherence to therapy, decreased satis-
faction, and inadequate follow-up. For
example, a Latino patient who is angry
and resentful at not being shown prop-
er respeto may withhold clinical infor-
mation, be prone to medication errors
or nonadherence because of communi-
cation problems, be dissatisfied, and
not make additional medical visits with
that particular physician. Respeto can
be achieved by using Spanish terms of
respect, such as usted (the polite form
of “you”) rather than tu (the informal
“you”), appropriate titles (Señor [Mr]
and Señora [Mrs]), and formal greet-
ings (buenos días [good morning] and
buenas tardes [good afternoon]). It is
also important to involve patients in
medical decisions whenever possible.
In addition, special attention should be
devoted to eliciting the patients’ con-
cerns.

Familismo
Familismo can be described as a col-

lective loyalty to the extended family
that outranks the needs of the individ-
ual.5 Important decisions are made by
the extended family, not the individual
alone. The 3 basic dimensions14 of
familismo are: (1) familial obligations
(providing material and emotional sup-
port to family members), (2) support
from the family (the perception that
family members are reliable providers
of help and support in solving prob-
lems), and (3) family as referents (de-
cisions and behavior should be based
on pleasing and consulting with family
members). Familismo can result in
delay or deferral of important medical
decisions to permit consultation with

the extended family. Clinical issues
that can be affected by familismo in-
clude informed consent, intensive care
unit choices such as intubation and ex-
tubation, and end-of-life decisions.
Failure of the clinician to acknowledge
familismo can potentially lead to unnec-
essary conflicts, dissatisfaction with
care, nonadherence, and poor continu-
ity of care. Clinicians can demonstrate
appropriate respect for familismo by
providing ample time and opportunity
for the extended family to gather to
discuss important medical decisions.

Fatalismo
Fatalismo, or fatalism, is the belief

that the individual can do little to alter
fate. In a study of adult attitudes to-
ward cancer, Pérez-Stable et al15

found that Latinos were significantly
more likely than whites to believe that
having cancer is like getting a death
sentence (46% vs 26%, respectively; P
< .001), to prefer not to know if they
had cancer (35% vs 23%; P < .001), to
believe that there is little one can do to
prevent cancer (26% vs 18%; P <
.001), and to believe that cancer is
God’s punishment (7% vs 2%; P <
.001). Fatalismo can result in impor-
tant adverse health consequences, in-
cluding less preventive screening and
avoidance of effective therapy for can-
cer and chronic diseases. For example,
several studies of cancer in women
have documented that Latinas present
with more advanced tumors and delay
seeking care for cancer-related symp-
toms.16-18 Clinicians may avoid the ad-
verse consequences of fatalismo by em-
phasizing the importance of screening
and prevention and by underscoring
the efficacy of therapies for chronic
diseases and cancer. For example, the
culturally sensitive physician might
achieve these objectives by using the
patient’s own cultural beliefs and val-
ues, pointing out that “Perhaps God
doesn’t want you to get sick and die
yet,” or “You need to take care of
yourself so that you can be there for
your family.”
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LANGUAGE

More than 31 million Americans are
unable to speak the same language as
their health care provider.19 In 1990 it
was estimated that there were ~1.1 mil-
lion Spanish-speaking children in the
United States who had limited or no
English proficiency.20 Language prob-
lems can have a substantial impact on
multiple aspects of health care, includ-
ing access, health status, use of health
services, and health outcomes.

Language Problems and Access
to Care

Several studies have demonstrated
that language problems can be major
barriers to health care access for Lati-
no children. Among Latino mothers
surveyed in the waiting room of an
emergency department, 35% cited staff
not speaking Spanish as a major barri-
er to obtaining health care for their
child in the past year.21 More than 26%
of mothers of Latino children with
asthma reported that language difficul-
ties in talking to physicians were a
major barrier to managing their child’s
illness.22 Latino parents at a pediatric
primary care clinic identified language
problems as the single greatest barrier
to health care access for their chil-
dren23; specifically, 15% of the 203
parents surveyed reported that the
greatest obstacle was doctors and
nurses who do not speak Spanish, and
11% cited a lack of interpreters. In ad-
dition, 6% of parents said that they had
deferred a medical visit for their child
because of language problems.

Language Problems, Health
Status, Use of Services, and
Health Outcomes

Limited English proficiency is asso-
ciated with adverse consequences for
health status, use of health services,
and health outcomes. For example,
children whose parents primarily or
exclusively speak Spanish were signifi-
cantly more likely to be in fair or poor
health (by parental rating), less likely
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to have a usual source of medical care,
and less likely to have visited a health
care provider in the past year, even
after adjustment for relevant covari-
ates.24 Mexican-American children
whose parents spoke English were 12
times more likely to have a regular
provider than those whose parents
spoke no English, regardless of insur-
ance coverage.25 Among Latino adults
visiting several clinics in San Diego,
monolingual Spanish speakers were
least likely to have a regular source of
care, to describe their health status as
excellent, to be satisfied with care,
and to have had a checkup, compared
with both bilingual and monolingual
English-speaking patients.26 Lower
rates of mammograms, Pap smears,
and other preventive services have
been found among Mexican-Ameri-
can women with limited English pro-
ficiency.27 Among adult Latinos with
asthma who were monolingual Span-
ish speakers, there was a greater like-
lihood of missing a follow-up appoint-
ment, of nonadherence to use of
medications, and of making an emer-
gency department visit among those
whose physician spoke English only
compared with those who had bilin-
gual physicians.28
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Language Problems in
Psychiatric Settings

In psychiatric settings, language
problems for Latino patients have been
associated with a greater likelihood of
a diagnosis of more severe psy-
chopathology, and of patients leaving
the hospital against medical ad-
vice.29,30 Studies of doctor-patient en-
counters revealed that English-speak-
ing patients are more likely than
Spanish-speaking patients to establish
a better rapport with the physician, to
receive a better explanation of their
therapeutic regimen, and to provide
feedback to the physician.31 Latinos
seen by bilingual physicians have been
found to have a significantly greater
recall of patient information than those
seen by monolingual English-speaking
physicians.32 Inadequate attention to
language and cultural factors in the
psychiatric evaluation of Latino chil-
dren and adolescents may lead to mis-
diagnosis and treatment errors for at
least 21 diagnoses in the Diagnostic and
Statistical Manual of Mental Disorders,
Fourth Edition, including mental retar-
dation, autism, attention-deficit/hyper-
activity disorder, separation anxiety
disorder, and schizophrenia and other
psychotic disorders.33

Strategies for Overcoming
Language Problems

Given that those with limited English
proficiency are at risk for multiple ad-
verse health consequences, what op-
tions to overcome language problems
are available to clinicians? Table I sum-
marizes the 4 main interpreter types
and their associated training require-
ments, costs, and pitfalls.19,34 For pa-
tients with limited English proficiency,
the most effective way to overcome lan-
guage problems may be to have a clini-
cian who is fluent in the patient’s prima-
ry language. For example, adult Latinos
with hypertension and diabetes who
primarily spoke Spanish were found to
be significantly more likely to have im-
proved physical functioning, better psy-
chologic well-being, better health out-
looks, and less pain, if their primary
care physician spoke Spanish fluently.35

Effective Use of Interpreters
Selected guidelines that have been pro-

posed for the proper choice and effective
use of interpreters,5,7,36 supplemented by
those that I have found useful, are sum-
marized in Table II. Although studies
have not examined the efficacy of these
guidelines, they seem reasonable and are
supported by clinical experience.

Interpreter type Training* Cost* Problems

Professional 1-4 y Full time, $16,000-66,560/y; Cost
contract work, $10-32/h

Ad hoc 0-150 h $480-1500 (annual bonus), Loss of productivity while away
or $1.00/h differential, from non-interpreter work, limited
or paid overtime availability because of non-interpreter

work
Telephone service Already trained Subscriber: $200 initial fee; $2.20-4.50/min; Requires minimum of 50 h/mo use,

minimum monthly usage charge: $50 can be awkward, appreciation of
Non-subscriber: $4.15-7.25/min non-verbal cues not possible

plus per call service fee: $2.50
Family member None None Accuracy, confidentiality, avoidance

or friend of sensitive issues, disruption of
social roles, medical terms may be
incorrectly/not translated

*Selected data from Woloshin et al19 and Ginsberg et al.34

Table I. Interpreter options available to the health care provider 
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Few studies have examined the use
and clinical impact of medical inter-
preters. An emergency department
study indicated that interpreters are un-
derutilized, despite the expressed needs
of patients; most interpreters lack for-
mal training; and patients’ understand-
ing of their conditions and therapy was
poorest among those who desired, but
did not have access to, interpreters.37

Baker et al37 found that among patients
with limited English proficiency seen by
providers with limited or no Spanish
proficiency, 87% of patients who did
not have an interpreter thought that one
should have been provided. Only 12%
of the interpreters were professionally
trained. Among patients who desired
but did not have access to an inter-

preter, only 38% said that their under-
standing of their disease was good or
excellent, and 58% said their under-
standing of their treatment plan was
good or excellent; both findings were
significantly lower than corresponding
rates for patients who had interpreters
(57% had good/excellent understanding
of their disease and 82% had good/ex-
cellent understanding of their treatment
plan) or did not require interpreters
(67% and 86%, respectively).

FOLK ILLNESSES

Folk illnesses are culturally con-
structed diagnostic categories com-
monly recognized by an ethnic group,

often in conflict with biomedical para-
digms.4,7 The prevalence of folk illness
beliefs varies, depending on such fac-
tors as ethnicity, national origin, region,
and levels of acculturation. The clinical
ramifications of the 3 Latino childhood
folk illnesses most frequently encoun-
tered by clinicians are examined.

Empacho
Empacho is a condition in which it is

believed that a substance (usually food
or saliva) gets “stuck” to the walls of
the stomach or intestines, causing an
obstruction.4 It is thought to result
from dietary indiscretions, including
eating in excess, consuming spoiled
food, eating at the wrong time, or com-
bining inappropriate foods.4 Symp-
toms include vomiting, diarrhea,
anorexia, bloating, cramps, and a
stomachache.4,7,38 Treatment includes
dietary restrictions, herbal teas, ab-
dominal massage with warm oil, and
popping the skin on the small of the
back.4 The parents will frequently con-
sult a folk healer (santiguadora in the
Puerto Rican community and a sobado-
ra or curandero in the Mexican-Ameri-
can community), who performs a spe-
cial massage, recites prayers, and
recommends dietary modification.

Most treatments for empacho do no
clinical harm. However, multiple cases
of lead toxicity have been documented
among children whose empacho was
treated with powdered folk remedies
(called greta, azarcón, or albayalde) con-
taining high concentrations of lead
oxide.39-43 These lead oxide powders
were used by 11% of mothers in one
recent study at a California clinic.44

Empacho may also be treated with a tea
made from the leaves of wormwood, a
cerebral stimulant that can be psy-
choactive and may, in rare cases, cause
psychosis and premature death.45

Other important clinical conse-
quences of empacho were noted in a
study of Puerto Rican families.38 A
survey of the parents of 63 children in-
dicated that 90% knew of empacho, and
64% said that a child in their house-
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Interpreter choice
• Unless thoroughly fluent in patient’s language, always use trained interpreter
• Avoid strangers from waiting room or untrained staff as interpreters because of

potential problems with accuracy, confidentiality, and medical terminology
• Children should be interpreters of last resort because of problems with

disruption of social roles, sensitive issues, and accuracy
• Adult relatives or friends brought specifically to translate are acceptable

alternatives when trained interpreters are not available, but there may
be problems with accuracy, confidentiality, medical terms, and disrupted
social roles

• Always ask patient whether designated interpreter is acceptable

Interpreter use
• Clinician, interpreter, and patient/parent should be positioned in equilateral

triangle so important nonverbal cues can be appreciated
• Speak to and maintain eye contact with patient/parent, not interpreter
• Ask interpreter to translate as literally as possible
• If mistranslation or misunderstanding is suspected, return to issue later using

different wording
• Emphasize key instructions and explanations by repetition
• Use visual aids (charts and diagrams) whenever possible
• To verify quality and comprehension of translation, have patient/parent repeat

information through back translation

At end of medical visit
• Interpreter should write lists of instructions for patient/parent, particularly for

prescriptions and other therapeutic interventions
• Indicate to pharmacists that prescription instructions should be printed in the

family’s language
• Interpreter should always accompany patient/parent to schedule follow-up

appointments with receptionist

*Includes information from Pérez-Stable,5 Pachter,7 and Putsch.36

Table II. Guidelines for the effective choice and use of interpreters in clinical settings*
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hold had experienced it in the past.
Among parents whose children had
been afflicted with empacho, 77% took
the child to a santiguadora, 58% used a
home remedy, but only 37% made a
visit to a physician. The physician was
the first choice for treatment in only
30% of cases, and when asked which
treatment option was most effective,
58% said the santiguadora; 37%, home
remedies; and 5%, the physician. In-
deed, 85% of those visiting a physician
for empacho sought another treatment
option afterward.

Pediatricians interviewed in this
study noted that the symptoms of em-
pacho overlap with several important
biomedical conditions including gas-
troenteritis, formula sensitivity, milk
allergy, obstruction, pyloric stenosis,
appendicitis, and intussusception.38

Mal Ojo
Mal ojo (evil eye) occurs when a per-

son with “strong eyes” intentionally or
unintentionally looks at a child.7 The
illness is believed to occur because a
spell has been placed on the child by an
individual who secretly covets him or
her.45 The “strong eyes” are believed to
“heat up” the child’s blood, resulting in
fever, inconsolable crying, diarrhea,
vomiting, aches and pains, and a gassy
stomach.45 Among one group of Mexi-
can-American parents, mal ojo was the
most frequently reported folk illness,
with 70% saying that they had experi-
ence with it.45 Treatment consists of
taking the child to a folk healer for
herbal remedies and ritual cures or
sweeping the child’s body with an egg,
a lemon, a chili pepper, or rue.45

The symptoms of mal ojo overlap
with serious biomedical conditions in-
cluding bacteremia, sepsis, dehydra-
tion, and gastroenteritis. Some Latino
parents place an amulet on infants,
known as an azabache, which is worn
on a necklace or bracelet and is be-
lieved to protect against mal ojo. Neck-
laces and bracelets can place infants at
risk for strangulation and other acci-
dents and present problems for

surgery and certain medical proce-
dures, because the parents may insist
that the azabache remain on as a source
of protection. A safe, culturally sensi-
tive alternative that is acceptable to
most parents is to pin the azabache on
the inside of a garment.

Mollera Caida
Mollera caida, or fallen fontanelle, is

believed to occur when the breast or
bottle is removed too rapidly from an
infant’s mouth or when the infant is
bounced or tossed around.45 As a result,
it is believed that the soft palate “sinks
in,” leading to difficulties with feeding
and swallowing. Other symptoms in-
clude fever, diarrhea, and fussiness. In
one group of Mexican-American par-
ents in Texas, more than half reported
having had experience with mollera
caida.45 Treatment is aimed at “realign-
ing” the fontanelle through such mea-
sures as pushing up the soft palate with
the thumb, pulling the hair, sucking the
fontanelle, or hanging the infant over a
basin of water and tapping the feet.45

The symptoms of mollera caida should
alert the clinician to possible severe de-
hydration. In addition, treatments in-
volving suction of the fontanelle or
holding an infant upside down can be
dangerous or fatal. There is a report of
an infant’s death from complications of
a subdural hematoma that probably re-
sulted from treatment of mollera caida:
the child’s grandmother had held the
infant by the ankles with his head par-
tially submerged in boiling water while
shaking him and slapping his feet.46

Culturally Sensitive Approaches
to Folk Illnesses

A patient’s satisfaction with care,
adherence to therapy, and continuity
of care may depend on a clinician’s
sensitive response to folk illness be-
liefs. A judgmental response to folk ill-
nesses may lead to termination of fu-
ture clinical encounters. A crucial step
in achieving cultural competency is
awareness of the existence of various
folk illnesses within a patient’s cultural

group. This awareness is essential be-
cause folk illness symptoms often over-
lap with serious biomedical conditions,
the first provider contact may not be
with a non-biomedical practitioner,
and some folk remedies may be harm-
ful. Pachter4 suggests that clinicians
can become aware of folk illnesses by
sensitively talking to patients and staff
members residing in particular ethnic
communities: inquire about folk illness
beliefs by explaining that you are
aware that a given folk illness exists
that doctors may not know about; ask
whether the patient has ever heard of
it, and if so, whether he or she (or his
or her child) has it now.4

Because most folk remedies are
harmless, instead of dissuading the pa-
tient from further use of these reme-
dies, the clinician should emphasize
the importance of using biomedical
therapies in addition. When harmful
folk remedies are encountered, the
clinician should explain the potential
harm and replace the folk remedy with
another that fits into the patient’s belief
system.4 An example would be to re-
place a tea containing wormwood with
another harmless herbal tea, such as
one containing mint.

PARENT/PATIENT
BELIEFS

Patient beliefs can have a profound
impact on clinical care. They can im-
pede preventive efforts, delay or com-
plicate medical care, and result in the
use of neutral or harmful remedies.

Inaccurate parental beliefs have been
shown to be associated with vaccina-
tion delays in children. In a study of
factors associated with under-vaccina-
tion among poor, urban minorities,
multiple logistic regression revealed
that incorrect parental beliefs were sig-
nificantly associated with delayed im-
munization status for Latino children
at 3 months of age.47

A study of Latino mothers in a Cali-
fornia clinic44 identified parental beliefs
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that may lead to delays in seeking med-
ical care, increased transmission of in-
fectious diseases, and use of neutral or
harmful home remedies. A hot-cold im-
balance—including weather changes,
walking in bare feet, getting wet, and
consuming hot or cold food or bever-
ages— was believed to be the cause of
coughs by 80% of mothers, of fever by
43%, and of rashes by 34%. Conjunc-
tivitis was more commonly believed to
be caused by drafts and wind (by 53%
of mothers) than by infectious agents
(by 40% of mothers). Other believed
causes of conjunctivitis included
watching television too close to the
screen, lack of sleep, and use of a
heater. Diarrhea was much more com-
monly attributed to difficulties such as
unsettled or decomposed food or den-
tition problems, rather than infectious
causes. Most mothers in this study
(81%) reported use of home remedies
to treat their children’s illnesses.44

Home remedies were used by 51% of
mothers for burns, 41% for coughs,
41% for rashes, and 31% for diarrhea.
Potentially harmful home remedies
that were given included, for fever, an
enema of salt and oil; for conjunctivi-
tis, instillation of drops of lemon juice
or breast milk into the eyes, blowing
cigarette smoke into the eyes, or wash-
ing the face with warm urine; and for
minor wounds, application of spider
webs, mud, lemon juice, or a mixture
of bleach and baking soda.

Culturally Sensitive Approaches
to Parent/Patient Beliefs

Strategies recommended for ap-
proaching folk illnesses would also be
helpful in dealing with parent and pa-
tient beliefs. The sensitive, nonjudg-
mental clinician is able to learn about
the parent’s or patient’s belief system
and practices. Harmful remedies can
be replaced with harmless ones consis-
tent with the individual’s beliefs. Med-
ical treatment plans should be ex-
plained carefully, with special attention
to the rationale behind therapeutic in-
terventions.

PROVIDER PRACTICES

Clinicians sometimes provide a lower
quality of care to patients from different
cultures. A particularly dramatic exam-
ple emerged from a study of analgesia
administered to patients with long-bone
fractures in an emergency department.48

A statistically significant greater propor-
tion of Latinos (55%) than whites (26%)
received no analgesia. White patients
were significantly more likely than Lati-
no patients to be given oral analgesia
and to receive both non-narcotic and
narcotic forms of analgesia. When rele-
vant covariates (including injury type,
language, and insurance status) were
adjusted for in multivariate analysis,
Latinos had greater than 7 times the
odds of receiving no analgesia, com-
pared with whites.

Studies have also shown that there
are ethnic disparities in vision screen-
ing and receipt of prescription medica-
tions. A nationwide study of vision
screening at 102 pediatric practices49

showed that Latino children (56%)
were screened by pediatricians signifi-
cantly less often than white children
(66%, P < .001). Data from the Nation-
al Medical Expenditure Survey50

showed that among children aged 6 to
17 years of age who had made an out-
patient physician visit, only 52% of
African American and 53% of Latino
children had received prescriptions,
significantly less than the 66% of white
children. These ethnic disparities per-
sisted after adjustment for relevant co-
variates in multiple logistic regression.
Statistically significant differences
were also found among these groups in
the mean number of prescribed medi-
cines, with Latino (mean prescriptions
= 1.5) and African American (1.7) chil-
dren receiving fewer prescriptions
than white children (2.4). In a study of
preschool children hospitalized for
asthma,51 investigators found that
Latino children were 17 times less like-
ly to be prescribed a nebulizer for
home use at discharge, after adjust-
ment for relevant covariates.

Clinician attitudes can be perceived as
a barrier to health care by some ethnic
groups. In a clinic for children with
asthma, 31% of Latino mothers said that
attitudes of physicians and nurses are a
major barrier to managing their child’s
condition.22 Among Latino mothers at
an urban primary care clinic, 11% said
that they had deferred a medical visit for
their child because the doctors and nurs-
es did not understand Latino culture.23

Lack of confidence in the health care
staff was cited by 31% of Latino moth-
ers in a pediatric emergency department
as a major barrier to obtaining care for
their child in the past year.21

The reasons that clinicians sometimes
deliver lower quality of care to non-white
ethnic groups have not been studied.
Language problems have been suggested
as a logistical difficulty accounting for
ethnic disparities in vision screening.49 In
other studies, however, ethnic disparities
persisted despite adjusting for the pa-
tient’s language. Cultural differences may
impede effective communication, leading
to misunderstandings. Subtle or overt
bias might be responsible in some in-
stances, such as racial disparities in car-
diac procedures.52

Strategies for Altering Provider
Practices that Affect Quality of
Care

Recommendations mentioned earlier
regarding normative cultural values
and language problems should assist
the clinician in the delivery of cultural-
ly sensitive health care. In addition, as
part of institutional quality assessment,
it would be useful to perform active
surveillance for ethnic disparities in
health and the use of services. Individ-
ual cases might then be examined to
determine provider practices that
might be responsible for differences in
the quality of care. In settings in which
clinical services are provided primarily
or exclusively to a single cultural
group, more patient-oriented surveil-
lance techniques will be required to as-
certain and address provider practices
that affect the quality of care. For ex-
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ample, in the Pediatric Latino Clinic at
Boston Medical Center, which exclu-
sively serves Latino children, we peri-
odically survey parents regarding
whether they have experienced prob-
lems with cultural issues, language,
and lack of culturally sensitive health
care providers.

A MODEL FOR
CULTURAL
COMPETENCY IN
HEALTH CARE

Definition

Culture clearly affects clinical care.
The studies cited document the impact
that culture can have on outcomes,
quality of health care, and satisfaction
with care. A goal for the clinician,
therefore, is to provide culturally com-
petent health care in the patient-physi-
cian encounter. Cultural competency is
defined as recognition of and appropri-
ate response to key cultural features
that affect clinical care.

How to Use the Model to Achieve
Cultural Competency

A model of cultural competency is pro-
posed, which can be helpful in clinical
encounters with patients from any cul-
tural group. The model consists of the
5 components that serve as the frame-
work of this article: normative cultural
values, language issues, folk illnesses, pa-
tient/parent beliefs, and provider prac-
tices. The clinician needs to be familiar
with normative cultural values that may
affect the health care of ethnic groups
commonly encountered in the practice
and to accommodate for such cultural
values. The clinician can determine these
cultural values by using a published ref-
erence,13 consulting with colleagues
from other ethnic groups, and speaking
to interpreters and community members
from different ethnic groups.

The culturally competent clinician
would use interpreter services for a pa-
tient with limited English proficiency,
except when he or she is fluent in the

patient’s primary language. Cultural
competence requires knowledge and
skills regarding the effective choice
and use of interpreters (Table II). Es-
sential components of culturally com-
petent care also include ongoing efforts
to increase the foreign language skills
of staff and the English skills of pa-
tients with limited English proficiency.

To effectively approach folk illness
beliefs and practices, the culturally
competent clinician needs to be able to
recognize those that are most common-
ly encountered in practice. Culturally
sensitive methods are available for
learning about folk illnesses.4 A brief
but effective 4-step approach is to: (1)
explain that you are aware that a given
folk illness exists that doctors may not
know about; (2) ask whether the par-
ent or patient has ever heard of it; (3)
ask whether the patient has the folk ill-
ness now; (4) ask what treatment the
patient is receiving for the condition.
The clinician should then suggest alter-
natives to harmful folk remedies, ac-
commodate (nonjudgmentally) the
folk illness beliefs and practices, and
integrate the use of harmless folk
remedies into the treatment plan.

The culturally competent approach
to patient/parent beliefs is similar to the
approach to folk illnesses. The clinician
needs to identify the beliefs that might
affect care in a similarly sensitive man-
ner, suggest alternatives to harmful
home remedies, and carefully explain
the etiology and treatment rationale for
a particular biomedical condition. Inte-
gration of harmless home remedies into
the treatment plan should also be con-
sidered whenever possible.

The culturally competent clinician
needs to maintain vigilance for ethnic
disparities in screening, prescriptions,
procedures, and health outcomes.
When ethnic disparities are noted, the
problem source should be identified,
and the practices responsible need to
be addressed. Regular monitoring by
an institution’s quality assurance board
may be necessary to eliminate such
ethnic disparities.

CONCLUSIONS

Culture can have important clinical
consequences in the patient-physician
relationship. Failure to consider a pa-
tient’s cultural and linguistic issues can
result in inaccurate histories, de-
creased satisfaction with care, non-
adherence, poor continuity of care, less
preventive screening, miscommunica-
tion, difficulties with informed con-
sent, inadequate analgesia, a lower
likelihood of having a primary care
provider, decreased access to care, use
of harmful remedies, delayed immu-
nizations, and fewer prescriptions.

Recognition of and appropriate re-
sponse to a patient’s normative cultural
values is important, because failure to
do so can result in a variety of adverse
clinical consequences. However, the
culturally competent clinician needs to
beware of the dangers of stereotyping.
Among Latinos, for example, a wealthy
Cuban American whose family has
resided in the United States for many
generations may have cultural values
that differ strikingly from those of a
first-generation Mexican American.
Nevertheless, by using the 5-compo-
nent cultural competency model, the
clinician will be able to ascertain the
unique cultural attributes of each pa-
tient and appropriately respond to the
cultural values, language issues, folk ill-
ness beliefs and practices, patient/par-
ent beliefs, and possible ethnic dispari-
ties in health and use of services.

The cultural competency model pre-
sented in this article can be used in a va-
riety of settings including patient en-
counters, medical education, research,
and advocacy. The model should assist
the clinician in providing culturally
competent care, regardless of the pa-
tient’s ethnicity. The model provides a
cultural framework for medical stu-
dents, residents, and continuing medical
education and can be particularly help-
ful in case-based learning. The model
can serve as a research framework for
both qualitative studies and health ser-
vices research on culture. This model
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can also be a helpful tool for physician
advocates. For example, a cogent argu-
ment for instituting cultural competen-
cy initiatives on local, state, and federal
levels can be made by demonstrating
how the 5 model components affect ac-
cess to care, health status, processes,
outcomes, and satisfaction with care.

The studies described herein demon-
strate the substantial impact language
problems can have on multiple aspects
of health care. Nevertheless, only 2
states in the United States (Minnesota
and Washington) currently have Med-
icaid reimbursement for interpreter
services. However, the Office for Civil
Rights has issued a statement that re-
cipients of federal financial assistance
(ie, most health care institutions) have
a responsibility, pursuant to Title VI of
the Civil Rights Act of 1964, to provide
limited English proficient (LEP) per-
sons with a meaningful opportunity to
participate in public programs.53 In a
recent Guidance Memorandum, OCR
stated that “…where language barriers
exist, eligible LEP persons are often
excluded from programs, denied med-
ical services or suffer long delays in the
receipt of health and social services.
Where such barriers discriminate or
have had the effect of discriminating on
the basis of national origin, OCR has
required recipients to provide language
assistance to LEP persons.” The OCR
further wrote that a recipient of federal
financial assistance should be “…suffi-
ciently organized so that interpreters
are readily available during all hours of
its operation.” The OCR’s statements,
coupled with the failure of most state
Medicaid programs to reimburse for
interpreters, suggest that a crucial area
for pediatric advocacy is the provision
of adequate interpreter services and
their coverage by Medicaid, managed
care, and private insurance.

Because culture can have such a pro-
found impact on clinical care, it would
seem prudent to increase clinicians’ ex-
posure to cultural issues at various
points in their training. Opportunities
to enhance cultural training might in-

clude courses in medical school, lec-
ture series during residency, and con-
tinuing medical education courses. The
cost of the clinical consequences of
overlooking a patient’s culture should
also be considered for managed care.
Cultural competency training for staff
and reimbursement for comprehen-
sive, effective interpreter services
would be cost-effective strategies that
would enhance quality, beneficial out-
comes, and satisfaction with care.
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