PRACTICE PERFECT

Improving Cultural Competency

in Your Practice

BY LAURA B. KAUFMAN, CONTRIBUTING WRITER

INTERVIEWING ANDREW G. IWACH, MD, ROHIT VARMA, MD, MPH, AND LYNN H. BASKETT, MBA

serious eye condition has
brought a new patient to
your office. He comes from
a culture more than halfa
world away, and though his
beliefs, customs, and native language
differ from yours, you must provide
vital details to help him preserve his
vision. How do you communicate this
information as effectively as possible?

There is a growing need for oph-
thalmologists and their staff to be at-
tuned to the cultural perspective of the
patient. “You may have all the skills in
the world, but if you can’t communi-
cate with the patient, it can be much
more than a source of disappoint-
ment,” said Andrew G. Iwach, MD,
executive director of the Glaucoma
Center of San Francisco. “Patients may
not understand outcomes. They may
not comply with instructions.”

And that can create long-term prob-
lems. “It’s part of our job to educate
patients about what’s going on with
them. Don’t shortchange them. It has
a negative impact on how they accept
our care and, ultimately, the outcome,”
said Rohit Varma, MD, MPH, profes-
sor and chairman of ophthalmology
and visual sciences and associate dean
of strategic planning at the University
of Illinois College of Medicine.

Why Cultural Sensitivity Matters
Asthe U.S.
population becomes increasingly di-

verse, the importance of developing
cultural competency skills continues
to rise. “Because vision loss can often
be reduced with regular comprehen-
sive eye exams and timely treatment,
there is an increasing need to imple-
ment culturally appropriate programs

to detect and manage eye diseases,” Dr.

Varma said.

The CDC Office of Minority
Health & Health Disparities has
documented a sustained correlation
between race and ethnicity and health
disparities among U.S. populations.
Cultural competency is a key element
in closing that gap in health care, ac-
cording to the U.S. Department of
Health and Human Services Office of
Minority Health (http://minority
health.hhs.gov). The bottom line:
Health care that is respectful of and
responsive to the health beliefs, prac-
tices, and cultural and linguistic needs
of diverse patients can improve health
outcomes.

Title VI, part of the
landmark Civil Rights Act of 1964,
which prevents discrimination, re-
quires physicians to make their best at-
tempt at communicating with patients
who speak a language other than Eng-
lish, Dr. Iwach said. The government
obliges any health care provider who
receives federal funding to communi-
cate effectively with all patients—or
risk losing that funding. There could
be other legal consequences if a patient

does not fully understand your expla-
nations and directions, he said. “For
instance, informed consent is a very
commonly challenged item.”

How to Build Sensitivity
Dr. Iwach

chaired a “Beyond Language Differ-
ences” seminar at the 2007 Annual
Meeting, with a panel of physicians
of different ethnic backgrounds.
“Cultural competency is not meant to
represent a complete understanding of
each culture. Rather, the goal is to be
aware and to appreciate and accept dif-
ferences,” he said. “It is understanding
that patients of diverse cultures and
belief systems may perceive health and
illness differently and, thus, respond
differently to symptoms, diseases, and
treatments.”

For instance, several studies have
evaluated whether Muslim glaucoma
patients are willing to use their drops
during the month of Ramadan. In
one study of 190 patients, only 34.2
percent indicated that they would be
willing to use their drops during the
fasting hours; the remainder believed
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that using their drops would constitute
breaking the fast.!

One way to raise
awareness is individual training. Dr.
Varma suggested starting with https://
cccm.thinkculturalhealth.hhs.gov/.
This online resource was designed spe-
cifically for MDs, physician assistants,
nurses, and other providers. It provides
vignettes and demonstrations of how
to change behavior, and it offers CE/
CME credits. Each practice member
can assess his or her own cultural
competency and start to build and im-
prove, Dr. Varma said.

Alternatively, if you practice under
the umbrella of a larger institution,
see if it offers any training in cultural
competency. Lynn H. Baskett, MBA,
vice president and executive director
of the Community Health Alliance
at John Muir Health, a not-for-profit
integrated health system in Concord,
Calif., led her organization to enhance
cultural competency with a strategic
plan on an institutional level.

Ms.
Baskett added that individuals can
take steps to increase their personal
knowledge of, awareness of, and sen-
sitivity to the cultural complexity of
interactions. For instance, she said, it’s
important to avoid generalizations and
stereotypes, to value the cultural pref-
erences and practices of others, and to
remember that there is more than one
right way to accomplish something.

“It’s as though our DNA is our
hardware, and culture is our operating
software. Everyone really is different,”
she said. “When we don’t demonstrate
cultural understanding, our uncon-
scious biases, assumptions, and expec-
tations can have an impact on all of
our interactions.”

How to Avoid Common Mistakes
In treating patients from minority
groups, MDs and staff often make sev-
eral common mistakes.

“In the
next couple of decades, non-Hispanic
whites will be the minority in many of
the largest states,” said Dr. Varma, who
directed the Los Angeles Latino Eye
Study (LALES), the most comprehen-
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Ten Tips for Better Cultural Relations

Did you know that in some ethnic groups, the oldest son may play the key role in
making decisions about an older person’s care? Are you aware that in certain cul-
tures, asking direct questions is perceived as disrespectful—or that patients from
some groups may not be comfortable offering up personal information during an
office visit? These and other cultural differences may derail your best efforts to pro-
vide high-quality care.

To avoid these pitfalls, Drs. lwach and Varma provided the following suggestions:
1. Begin by being more formal. It is best to use the patient’s last name.
2. Do not feel insulted if a patient fails to look you in the eye.

3. Do not feel insulted if a patient asks questions about treatment. Conversely, be
aware that a patient’s failure to ask questions may be a sign of respect for you and
that it may have no bearing on whether the patient has—or hasn’t—understood your
explanations and directions.

4. Ask questions to ascertain the patient’s beliefs about health or illness prevention.

5. Ascertain the value of involving the family.

from your region believe xx. Do you?”

the extra effort at communicating.

6. Be aware that patients may see you while also seeking treatment from a tradi-
tional healer. Do not try to change a patient’s benign beliefs. Most folk medical
practices are not harmful and do not interfere with biomedical therapy. Moreover,
pursuing two forms of therapy actually may increase patient compliance.

7. Inquire indirectly about the patient’s beliefs, for example, “Many of my patients

8. Be aware of what happens when people from different cultures interact. It can
push both parties out of their comfort zones and cause tension. You need to make

9. Avoid sounding confrontational when you talk about compliance. For instance, Dr.
Varma said, “You can say, ‘Oh, you didn’t take your eye drops,” and then follow up by
reiterating, in a respectful way, ‘It is very important; please use these drops.””

10. As with other patients, be open and able to bond.

sive epidemiologic analysis of visual
impairment in Latinos conducted in
the United States. For instance, U.S.
Census figures show that 43 percent of
Californians speak a language other
than English at home. The largest
populations of non-English speakers
are in California, Florida, New York,
and Texas.

When patients who do not speak
English seek care, health care providers
may view them as being less educated
than English-speaking patients and,
thus, unable to navigate the health care
system, Dr. Varma said. “There can be
a sense of making decisions for the pa-
tient, which is a paternalistic view. In
the vast majority of medical care, there
are always options and alternatives.”

Dr. Varma added, “When patients
are not English speaking, there may be
a sense from practitioners of, Tl just

decide what we should do.” That is a
cop-out. We are all pressed for time,
but it is important to take that time.”

Itis
human nature to assume that people
from the same culture are all the same
and that differences between cultures
are superficial, Ms. Baskett said. When
you see patients, beware of your as-
sumptions, she said, and remember
that your experience is not the same as
theirs.

People have their
own view of what disease is and what
to do about it, Ms. Baskett said. “You
can ask, ‘What do you feel is going on,
what do you think we should do?””

Instead of correcting a patient, it’s
more productive to reinforce and vali-
date his or her perspective, Ms. Baskett
said. “You can say, ‘T understand your
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concern about your health. I really
want to work with you so that we can
make this the least-uncomfortable
cure [for you and cause as little incon-
venience to your family] as possible. I
would appreciate it if you’d be open to
some new things; here is why I think
you should try them.”

R New Era
There’s no question that cultural
competency is on the rise. “We are at
a much better place than two decades
ago,” Dr. Varma said. “When we bring
in our new medical residents, they
have to go to Los Angeles County
Hospital, where the vast majority of
patients are Hispanic. Everybody has
to learn Spanish. New physicians have
already been exposed to cultural com-
petency in school. Younger physicians
are much more culturally aware and
competent, and they are more aware of
their own attitudes.”

Moreover, graduating physicians
themselves are a more diverse group.
“Overall, we as a nation are becom-
ing much more culturally competent,
and we are becoming a bigger melting
pot. We have to learn how to navigate.
That’s a good thing, a healthy thing,”
he added.

And the increasing diversity of the
U.S. population will necessarily have
an impact on medical research and
treatment, Dr. Varma pointed out. “As
we go into the next decade, we will
see unique eye diseases from various
racial and ethnic groups. We need to
begin from research and science and
have a good handle on those diseases
and treatment. For many years, much
research has been based on non-
Hispanic whites ... and responses and
courses of disease may differ among
groups. It’s going to be increasingly
important.”
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Ms. Baskett and Dr. Iwach report no related
financial interests. Dr. Varma has received
NIH funding to study Latino and Chinese
populations as well as children of non-Hispan-
ic white cultures.
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The Twenty-Seventh Annual Mid-Winter

Sarasota Vitreo-Retinal Update Course
February 14th, 15th & 16th, 2013

at The Hyatt Regency Sarasota, Sarasota, Florida

This course is targeted to practicing ophthalmologists and nurses interested
with the latest developments in the diagnosis and management of vitreo-
retinal and neuro-ophthalmologic diseases and ocular-oncology.

COURSE TOPICS:

* Use Spectral Domain OCT advanced = Determine how and when retinal
imaging techniques for better treatrment detachments are currently being
and follow-up of retinal and optic nerve managed.
diseases. * Appropriately manage retinal

* Analyze current changes in the timing vascular disease.
and surgical management of macular/ * Review ever changing
retinal lesions. applications of anti-VEGF agents.

+ Demonstrate an increased understanding  * Summarize history and
of current thoughts on the etiology of current therapeutic options of
AMD and the rational of new therapy. pharmacologic vitreolysis.

* Improve therapeutic approaches = Improve the diagnosis of orbital
based on on-going studies for diabetic disease when presenting
retinopathy. atypically.

* Re-enforce the need for accurate
diagnosis of anterior ischemic S| I Domain OCT Work

neuropathy and the new methods of = High Definition Systems &

The Sarasota
Retina Institute

Presenis....

therapy. Newer Scanning Techniques
COURSE FACULTY:

Joidy G AEramE: M s R e R s Sarasota, FL

Harry Flynn, M. D. . P I e T e Miami, FL

M. Gilbert Grand, M.D.......... werennn L LoOuis, MO

Gregory Kosmaorsky, D.O..... . Strongste OH

Marc H. Levy, M.D............... .. Sarasota, FL

Huntmgtcn Beach, CA
... Philadelphia, PA
...Philadslphia. PA

Jerry Sebag, M.D. ...
Carol Shields, M.D...
Jerry Shields, M.D..

Thomas C. Spoor, M. D weenees ATasota, FL
Sunil K. Srivastava, M.D.......ccoeeeeeee. ... Cleveland, OH
Waldemar Torras, MiD. ......ccciiiiinniisiiisissinsmeimsissses Sarasota, FL
COURSE DIRECTOR:
MelVIN . SREn VLD vriiimeiis v sowss s warvisns vimvsssivnssonssions Sarasota, FL
REGISTRATION:

» Limited Enrcllment  * $550 Physician’s Fee  » 3275.00 Residents

EARLY ENROLLMENT DISCOUNT...
» $500 Physician’s Fee » $250.00 Residents
(received by December 21, 2012)

BAY FRONT A ES:

* The Thomas C. Spoor Golf Tournament * Deep Sea Fishing
= Near Beautiful Gulf Beaches * Sailing and Tennis

Jomﬂy Sponsored by

USF}
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FOR FURTHER mmﬂmnun CONTACT:
LOIS DELAGRANGE (941) 921-5335 or e-mail: srgretina@aol.com
Registration Website: www.cme.hsc.ust.edu J
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