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Introduction 
 

 
 
This case compilation was created in response to discussions in the Albert Einstein College of Medicine 
(AECOM) Faculty Task Force for Disparities and Cross-Cultural Training. The Task Force is an 
outgrowth of the Health Disparities Education Core of the Bronx Center to Reduce and Eliminate Racial 
and Ethnic Health Disparities (BronxCREED).   
 
In discussion, it was agreed that case-based teaching is one of the most effective ways to address 
issues of health disparities and culture.  An expert in the field, Dr. Debbie Salas-Lopez, then Chief of 
the Division of Academic Medicine, Geriatrics and Community Programs at New Jersey Medical 
School, was invited to lead workshops on developing cases for cross-cultural teaching, which were held 
on December 12, 2006.  The workshops were enthusiastically received.  On September 18, 2007, Dr. 
Salas-Lopez will return to lead an advanced train-the-trainer workshop on the pedagogy of using cases 
to teach cultural issues. 
 
After the first workshops it was decided that many departments and programs could easily expand their 
teaching of cross-cultural issues if a variety of teaching cases were made available.  A call went out for 
faculty and others to develop and submit cases according to specific criteria designed to maximize 
cross-cultural teaching (see page 4).  The cases reflect diverse areas of clinical expertise and are 
based on evidence from the literature that supports behavioral objectives.  Many of the cases were 
originally developed by participants in the December 2006 workshop. The cases are based on real 
patients and situations; all identities have been altered to maintain confidentiality. 
 
We hope that these cases assist in the complex and nuanced process of teaching the knowledge, 
skills, and attitudes necessary to provide care for diverse populations, and that the process is 
productive and enjoyable.  Please let us know your thoughts and comments so that we can learn from 
your experience and continue to incorporate this important content into the medical and residency 
curricula of our institutions.  There is a brief evaluation form on the last page of this booklet.  Please 
complete it and return it as indicated.  This evaluation page can be copied or additional evaluations 
may be requested from bxcreed@aecom.yu.edu.   
 
This case compilation was made possible by the efforts of the following members of the Department of 
Family and Social Medicine: Hal Strelnick, MD, PI, Bronx CREED; Hope Spano, Administrator, 
Hispanic Center of Excellence; and Janet Townsend, MD, Director of Faculty Development.  Also, we 
thank Debbie Salas-Lopez, MD, MPH, Chief, Division of General Internal Medicine, Lehigh Valley 
Hospital and Health Network; and Carmen McLaughlin, MPH, Manager, Division of Academic Medicine, 
Geriatrics and Community Programs of New Jersey Medical School for their expertise and guidance. 
 
This work is supported by grant number P60MD000514-04 from the National Institutes of Health’s 
National Center for Minority Health and Health Disparities.   

 
 

 3

mailto:bxcreed@aecom.yu.edu


The following criteria provided the structure for case submissions. 
  
 
 
 
 

                                          CASE CRITERIA 
 

 
 

 Learning Objectives  
     (please phrase as questions) 
 

 Narrative/Case Summary  
 
     (500 word minimum) that addresses 3 to 5 of the following teaching points: 
 

1. Patient’s perspective on chronic illness 
2. Social stressors and support networks 
3. Fears about potential consequences of medications and/or illness 
4. Complimentary/alternative therapies 
5. Family decision-making and withholding information 
6. Effects of migration and acculturation on family dynamics and beliefs 
7. Language barriers and communication 
8. Religious beliefs and spirituality  
9. The culture of medicine 
10. Disease and illness 
11. Discrimination and racial/ethnic disparities 

a. Stereotyping and clinical decision making 
b. Mistrust and communication style 
c. Effect on patient’s outcome 

 
 Teacher’s Guide  

      Explanation of case background (500 word minimum) 
 

 References 
 

 Visual Aids (Optional)  
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Pregnant HIV Positive Patient Who Wants the Obstretrics Team  

to Lie About her Condition 
 

Lisa Rucker, MD 
Department of Medicine, Albert Einstein College of Medicine 

Jacobi Medical Center 
 
 

 
This case uses the method of progressive disclosure, posing questions to the learner(s) before all of 
the case information is available. 
 
 
Learning Objectives 
 
At the completion of this case, learners will be able: 
 
1.  To identify the cultural barriers that affect a patient’s requests. 
 
2.  To define and discuss ethical precepts of veracity, autonomy, and beneficence and how they 
interplay in this case. 
 
3. To identify and analyze the social stressors and the described effects of acculturation on family 
dynamics and beliefs. 
 
4. To discuss the ethical and legal implications of providing false information or withholding information 
in a clinical situation. 
 
Case Summary 
 
J.C. is a 21-year-old Hispanic female who lives with her mother.  She is unmarried and pregnant.  She 
has previously been healthy and takes no prescribed medications.  She has a family history of diabetes 
in her grandmother and "heart disease" (details unknown) in her father's relatives. Neither she nor her 
mother has seen her father in many years.  She has no siblings.  She lives alone with her mother in an 
apartment.   J.C. attended public school and graduated from high school three years ago. She works as 
a cashier and part-time stocker in a small neighborhood grocery store while she decides whether or not 
to attend college.  She denies smoking, alcohol, and drug use. She is heterosexual, has been sexually 
active with five different boyfriends over the years and relates that she did not have intercourse with 
any of them until she dated at least three months.  She is not currently in a romantic relationship. The 
father of the baby is no longer involved with J.C. and has not participated in any of the pregnancy 
decision-making.   
 
J.C.’s first prenatal appointment was at five months.  She learned that she was HIV positive when she 
underwent voluntary testing as part of the initial prenatal blood work. Her viral load was very high, 
indicating active HIV disease. 
 

        Interrupt here and focus the learner by addressing the following: 
                   Contrast and compare the experience of a first pregnancy as described 
                   in this case with the typical expectations of a first pregnancy. 
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Case Continued 
 
J.C. did not tell her mother about her HIV diagnosis.  Her mother has made it clear that she has a low 
opinion of people who have AIDS because she has known the parents of too many drug users and 
promiscuous offspring who have contracted AIDS. Her mother has commented that “those bad parents 
are responsible for their children's risky behaviors” and stated that she is quite proud of her only 
daughter, who has remained sensible and disease-free. Mrs. C. feels that the environment in the Bronx 
is not ideal for young women in particular, and would happily move back to Puerto Rico, where "girls 
live a more proper Catholic life than they do here."   
 
Her mother is aware that J.C. was sexually active, but was only grudgingly accepting of the fact. J.C. 
admitted that after several months her mother has accepted the diagnosis of pregnancy and is looking 
forward to becoming a grandmother, but laughed as she said that her mother would throw her onto the 
street if she finds out that J.C. has AIDS.  
 

Interrupt here and discuss the concerns and fears J.C. may have regarding her diagnosis.  
Identify what her supports may be. 

 
After considering the advantages and risks of therapy, J.C. began taking anti-retroviral medications.  
Her pregnancy progressed without other complications.  However, J.C.’s HIV disease did not respond 
well to treatment.  Although she was compliant with her treatment regimen and had no undue adverse 
effects from the medication, her viral load remained very high.  She continued to feel well and to show 
no outward signs of AIDS.  As she approached her ninth and final month of pregnancy, J.C. and her 
obstetrician discussed issues related to childbirth. The obstetrician informed J.C. that the baby's risk of 
HIV infection would be decreased if a Cesarean section were performed.  J.C. responded, "I want to do 
whatever is best for the baby, but I don't want my mom to know that I have AIDS.  You have to tell my 
mom there is some reason other than AIDS to do the C-section."  The obstetrics team discussed J.C.'s 
request. 
 
 
 
Teaching points - Additional Questions 
 
Knowledge: 
 
− How do you think the mother’s religious and cultural beliefs affect J.C.'s decision? 
 
− Is it acceptable for J.C. to exercise autonomy by withholding information from her mother?    
 
− Should the obstetrics team tell a lie? What about the ethical precept of veracity and the legal 

implications of lying to the patient’s mother? 
 
Skills: 
 
− What response might you make to J.C.'s request if you were the obstetrician? Primary care 

physician? 
 
− How might you assist J.C. in considering whether and how to disclose her diagnosis to her mother? 
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Attitudes: 
 
− Is the obstetrician's recommendation for C-section in the best interest of J.C.?   
 
− Who is (or should be) the patient in this case? 
 
− How might the cultural backgrounds (individual and medical) and health beliefs of members of the 

health care team influence their reactions to this situation and their discussions with J.C.? 
 
 
Teacher's Guide 
 
This vignette is based on an actual case.  Most of the learning objectives and teaching points are 
designed to facilitate discussion, but have neither a right nor a wrong answer. The legal questions are 
answered below, along with some suggestions for the discussion.  We do not have all the possible 
answers to questions students may ask.  For instance, J.C.'s joking assertion that her mother would 
throw her onto the street was interpreted as a real probability, but could have been a joke, albeit not so 
humorous.  J.C. was guarded about her social network and totally unwilling to discuss the baby's father, 
so there is very little factual information to add to the class discussion. J.C. was herself not overly 
bothered by the stigma of single motherhood and having AIDS. She did not seem too concerned about 
her future and the disease. Her intelligence seemed normal. Her approach appeared to be that of 
somebody who is focused on the present, rather than the future. 
 
The discussion among the obstetrics team was extensive. Who is the patient?  The team felt that both 
J.C. and her baby should be considered as their patients. The team debated whether it was legal to lie 
to the grandmother (it is legal, as she is not the patient and the patient's wishes were going to be 
documented), and whether it was ethical to lie.   
 
The ethical discussion is a much more murky issue than the legal.  The ethical points here are as 
follows: 
1. Physicians should tell the truth (Veracity). 
2. Physicians should act in the best interest of the patient (Beneficence). 
3. Physicians should do the right thing for the patient (Justice). 
4. Patients have the right to make their own decisions (Autonomy). 
5. Doctor-Patient discussions are privileged and confidential (Confidentiality). 
 
Under New York state law, J.C. has the right to make decisions for the baby. In New York, this is a right 
of pregnancy. In other words, had J.C. been 15, she still would have the legal right to be the primary 
decision-maker for her child. 
 
The teaching points of this case can be used by the teacher to give insight into clinical care.  Learning 
about J.C.'s pregnancy and how it differs from the stereotypical pregnancy gives a view of the 
potentially stronger need for the involvement of J.C.’s mother.  The family in this case can be defined 
as grandmother/mother- J.C.- baby. Deception on J.C.'s part may prove to be detrimental to the 
relationships within this family unit.  We know little about their finances and social supports, but J.C. 
does have Medicaid.   J.C.’s mother appears to have a more traditional value system than her daughter 
and because of cultural/religious reasons has not readily accepted her daughter's intimate relationships 
and the resulting pregnancy.   
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We need to recognize our own personal biases regarding the issues in this case, notably caring for an 
HIV positive patient, prevention of HIV transmission to the baby, and caring for an unwed mother.  Do 
our feelings influence the care we give? 
 
Providing a safe haven for open discussion between J.C. and her mother might circumvent the "need" 
to lie.  J.C.’s mother has accepted other imperfections about her daughter and may well be able to deal 
with her diagnosis of HIV infection.  Encourage the learners to be creative as they verbalize what they 
would do if they were on the obstetrics team.  Responses could include finding out exactly what J.C.'s 
concerns are, educating J.C. and her mother, helping J.C. break the news to her mother and agreeing 
only to tell her mother that J.C.'s condition is confidential and she will have to get details from J.C. 
herself.  Role playing or suggesting exact wording of questions to ask J.C. could be helpful. 
 
Confidentiality is an important theme here. J.C.’s mother had no legal right to know the content of any 
private discussions between J.C. and her doctor. J.C. relied on the fact that her discussions with the 
doctor were confidential. That confidentiality was extended to the members of the health care team. 
 
What ultimately happened in this case was that after much debate, the team decided to follow the 
patient’s request, telling J.C.’s mother that a C-section was necessary because the baby was in a "bad 
position." The team made certain that everybody who could conceivably speak with J.C.’s mother, 
including the housekeeping employees on duty, knew the plan. (It’s about confidentiality).   
 
It is reasonable to discuss possible issues that will be important when J.C. returns home.  What is the 
likelihood that J.C.’s mother will not discover that the baby is taking medications for HIV?  What is 
J.C.’s mother’s risk of contracting HIV if she does not protect herself from the baby's bodily fluids? 
 
Here are a couple imaginary scenarios for the post-hospitalization course: 
 

1. J.C.’s mother finds J.C.'s medications and after some detective work, realizes that they are anti-
retrovirals.  She angrily confronts J.C., who admits that she has HIV, and that she is not 
responding to therapy. J.C.’s mother kicks J.C. and the baby out of her house.  J.C. is 
homeless, becomes sick, and social services eventually removes the baby. 

 
2. J.C.’s mother has a fresh, uncovered cut on her hand.  The baby now has gastroenteritis, and if 

J.C.’s mother helps with changing diapers and cleaning vomit, J.C. realizes that she is at risk for 
contracting HIV.  Out of love for her mother, J.C. tells her the truth. 

 
3. After learning the truth, her mother and J.C. discuss plans for the baby's care if J.C. gets sick 

with AIDS.  J.C.’s mother is aging, and although she is well and looking forward to being a 
grandmother, she certainly does not want to have sole responsibility for this baby. 
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Sociocultural Aspects of Working with a Family Affected with a Rare 

Autosomal Recessive Condition 
 

Siobhan Dolan, MD; MPH, Robert Marion, MD, and members of the Genetics Faculty 
Albert Einstein College of Medicine / Montefiore Medical Center 

 
 
 
Learning Objectives 
 
At the completion of this case, learners will be able to: 
 

1) Explain the basic standards for translators in medical care 
 
2) Appreciate that inaccuracies introduced early in a family’s experience can be hard to modify and 

can irreparably influence family relationships  
 
3) Identify with clinicians who want to help but feel powerless to provide a family with their desired 

outcome 
 
4) Explain autosomal recessive inheritance and recurrence risk, with a focus on how to deal with 

uncertainty, in ways that are appropriate for an individual with limited English language skills 
and limited numeric skills 

 
5) Consider ways to help a family cope with ”blame” and repeated adverse pregnancy outcomes, 

especially in the setting of an autosomal recessive genetic condition where both partners must 
be carriers and the risk for each pregnancy is only 25%, but each pregnancy is 100% affected 

 
 
Case Summary 
 
The family, who were subjects of the report, First-trimester diagnosis of Bartsocas-Papas syndrome 
(BPS) by transvaginal ultrasound:  case report and review of the literature by Dolan et al. (Prenatal 
Diagnosis 2003; 23:138-142), lived in the Bronx and received their care at a local hospital. 
 
The medical facts of this case – a couple who are both carriers (consanguineous) of a rare severe 
autosomal recessive condition and have an affected child and several subsequent affected fetuses – is 
underscored by the sociocultural factors and language considerations that affected their care.  These 
are presented in this case.  
 
When we first met B.J., the mother in this case, she was 19 years old and had recently emigrated from 
Gambia to marry a 37-year-old Gambian man who had already been in the US for many years.  After 
the couple’s first child, a male, was born with multiple congenital anomalies consistent with Bartsocas-
Papas syndrome, a rare, autosomal recessively inherited multiple malformation syndrome, B.J. had 
great difficulty understanding the situation in which she found herself.  First, she spoke only her native 
language, making it difficult to communicate with individuals outside her community.  Early in the 
course of her care, her husband, who spoke some English, served as the translator for her, but it 
became clear that he was telling his wife that her behavior and diet had been the cause of their son’s 
condition (although the truth was that both parents carried a mutation that led them to have an affected 
fetus).  When the physicians and social workers became aware of this, they required that a Gambian-
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speaking translator be present at all counseling sessions.  However, even with the translator accurately 
translating the physicians’ explanations, the fact remained that, in the context of the couples’ 
relationship, the “blame” was placed squarely on the mother. 
 
B.J. became pregnant again the next year and with her second pregnancy, she and her husband were 
quoted a 25% recurrence risk and a 75% chance of having an unaffected child.  Thus, when she was 
told that the second pregnancy was affected, B.J. was appropriately devastated.  Given the options, 
she chose not to terminate the pregnancy; however at 33 weeks, she experienced a spontaneous 
intrauterine fetal demise. 
 
B.J., who desperately wanted a child, became pregnant a third time, but this time sought care at 
Hospital B.  Here, she stated that the genetics team at Hospital A had repeatedly given her bad news, 
so she had changed hospitals in hopes of a “fresh start.”  Because of the rarity of the condition, as soon 
as the genetics team at Hospital B took her history, they immediately contacted the geneticists at 
Hospital A (ultimately, the same Genetics Consult Service) in order to get more information. 
Unfortunately, once again, the fetus was affected and B.J. chose to terminate the pregnancy. 
 
When last seen, this couple had had three affected fetuses resulting in one affected liveborn, one 
intrauterine fetal demise, and one termination.  Sadly, when the first child was born affected with BPS, 
B.J. could not bond with the child and subsequently put him up for adoption.  He spent many years in 
rehabilitation at a specialized children’s hospital, where he underwent repair of his orofacial cleft and 
bilateral below-knee amputations with placement of prostheses, and learned to eat.  At the age of six, 
he is now living with an adoptive family, is thriving, has normal intellect, and is able to walk and run on 
his prostheses. He continues to attend school at the children’s hospital and is a well-adjusted, friendly, 
outgoing child.  Meanwhile, his biological mother, B.J., went on to have only affected fetuses and has 
yet to have a healthy child, thus she feels lonely and disappointed that she does not have a family.  
 
 
Teacher’s Guide 
 
Please read the attached case report and article, First-trimester diagnosis of Bartsocas-Papas 
syndrome (BPS) by transvaginal ultrasound:  case report and review of the literature by Dolan et al. 
(Prenatal Diagnosis 2003; 23:138-142) which describes the clinical picture and inheritance patterns of 
the Bartsocas-Papas Syndrome.  The case presented here outlines the sociocultural aspects that 
surround the medical facts of dealing with a recurring autosomal recessive condition and provides a 
framework for consideration and discussion. 
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Questions for discussion 
 

1) How can parents understand the complexity of autosomal recessive inheritance and manage 
the complex feelings of guilt and responsibility that accompany being healthy themselves but 
passing on an autosomal recessive trait to their child who is then severely affected? 

 
2) How did this family begin to see the care providers as part of the problem, and what were they 

seeking as they switched points of care?  How does trust play a role and how could the first 
team of providers have addressed that issue? 

 
3) What are considerations when deciding the constraints in using family members as translators? 
 
4) What are key requirements for using translators in clinical care? 
 
5) What questions could be asked to understand health and cultural beliefs that led to B.G. being 

blamed for the bad prenatal outcome?  How could you address this?  (Consider involving 
someone from the Gambian community to provide support and “cultural interpretation”) 

 
6) How can families be counseled when they are quoted relatively low risks but keep having 

adverse outcomes? 
 
7) Do you think there is a way that B.J. could have been aided to bond with her child and could 

have experienced life with the family she desires? 
 
 
References 
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Three Scenarios from the Pediatrician’s Office 

Alex Okun, MD and Blanche Benenson, MD 
Division of General Pediatrics, Department of Pediatrics 

Albert Einstein College of Medicine/Children’s Hospital at Montefiore  
 
 

~              ~            ~ 

 

 

Note:  This case format is unique, presenting three brief scenarios for interactive role play to 
provoke analysis and discussion.  Learning Objectives and a Teaching Guide follow the 
scenarios.  The facilitator should read all sections of this guide before beginning the exercise. 

 

 

 

Introduction 

The following cases were developed for interactive role play in a two-hour workshop intended to help 
learners build skills in culturally effective health care.  Held for second-year pediatrics residents in our 
department during a required rotation in Developmental-Behavioral Pediatrics, these workshops are 
small, with three to five learners and one or two faculty facilitators per session.  The resident 
participants know one another and the faculty members very well and have been on rotation together 
for between one and three weeks by the time it is held. 
 
In each simulated encounter, one resident volunteers to play the role of doctor and another plays the 
role of the mother.  Each “actor” is presented with a description of his or her role.  The workshop 
facilitators and other participants have a chance to see both role descriptions. 
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CASE I:      Weaning 

 
 
 
 
Mother: 
 
You have brought your 6 month-old daughter for shots to your regular pediatrician and would like 
advice on how to wean her from breast to formula, as you return to work.  You came to San Diego one 
year ago from Puebla, Mexico.  You enjoy seeing your daughter’s pediatrician, who moved here from 
New York City about the time your daughter was born. 
 
You are concerned about the possibility that your daughter will be harmed if you withdraw the breast 
too quickly:  that she will become depressed, weak and skinny (“caida de la mollera”, or “fallen 
fontanelle”).  You are also worried that she may develop an intestinal blockage or infection if the breast 
milk and formula become mixed in her stomach (“empacho”).  It does not occur to you that your 
pediatrician would not know about these common concerns.  You want to know whether purified water 
or Pedialyte would be the better choice to flush the baby’s system before weaning. 
 
 
 
Doctor: 
 
You are seeing one of your favorite mother-baby dyads for 
a primary care visit at the community-based health center 
in a poor suburb of San Diego where you started working 
six months ago just out of your residency training in New 
York City.  This mom has breastfed well since delivery but 
now would like to wean the baby to formula in order to 
work.  The baby is happy and chubby, but the mother 
seems concerned that the baby will become sad, fail to 
thrive, vomit or even die if she somehow weans the baby 
the “wrong way.”   
 
You are surprised by these concerns and wonder why she is so worried.  In your resident continuity 
clinic, they taught you to encourage breastfeeding for the whole first year.  This mom is young, and it is 
her first baby, but that’s common here. You are new to this area and to the job and realize you have 
lots to learn, too.  You would like to give her advice that will be comforting to her and best for the baby. 
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Case II:     Mal de ojo (evil eye) 

 
 

 
Mother:  
 
You have brought your 2 month-old son to the doctor 
for a check-up.  You are the oldest daughter from a 
family of six that emigrated from the Dominican 
Republic three years ago to Webster Avenue and 192nd 
St. in the Bronx.  Your doctor speaks Spanish well but 
has never been to the Dominican Republic.  She seems 
rather young and always has an old man come in to say 
hello after the baby’s check-up.  At each of your prior 
visits, your doctor has asked you questions about the 
necklace and bracelet your son wears against the evil 
eye. You are beginning to worry that she disapproves of them. But removing them would be very risky, 
according to the old lady who gave them to you to put on your son.  You wonder if the old man is going 
to make your doctor report you to child protective services because you have heard of that happening 
in this clinic.  Your doctor is always talking about choking, not breathing, sleeping this way and that, and 
it is very confusing.  Perhaps you should start going to a Dominican doctor. 
 
 
 
 
 
Doctor:
 

You are seeing a 2 month-old boy for health care maintenance at your 
continuity practice near the medical center in the northwest Bronx.  This is his 
mother’s first baby, and you are concerned about the potential for choking 
created by the bracelet and the necklace he wears.  You have brought this up 
with the mother before, but the baby still wears the jewelry.  She has always 
seemed upbeat to you, and she seems to like you a lot, perhaps in part 
because you speak Spanish well.  Today, however, she gets quiet and grows 
guarded when you bring up this issue again.  This mother is young, but so are 
you. You would like to give her advice that she is comfortable with, that is 
respectful of her beliefs, and that is safest and best for the baby.  
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Case III:      Teeth-grinding 

 
 
 
 

Mother: 
 
You have brought your three year-old daughter to a doctor new to these parts of the Kentucky 
mountains. This doctor is here on a government job and has been in the community for a year.  You 
have heard good things about him, but he’s from Chicago, and some people say he is Jewish.   He was 
at the hospital and helped bring back your neighbor, Buddy, when he had his heart attack last spring, 
so he must be good. You figure that you will try him out, since the old doctor in town does not take 
insurance and gave your nephew a bad infection with one of his antibiotic shots. 
 
Your daughter has been grinding her teeth a lot at night, which means she needs worm medicine.  
Folks say that it is at night when the worms come up, and that when they do, the kids chew them to 
pieces.  It does not occur to you that your doctor would not have the common sense to know what to do 
for teeth-grinding.  Maybe you should have just wormed your daughter along with your older kids when 
they started school last September.            

 
 
 
 
 

Doctor: 
 
You moved to a small town in Appalachia a year ago into a 
National Health Service Corps position as a pediatrician, and 
you are having a great time.  At first business was slow.  Ever 
since you helped resuscitate Mr. Collier after his M.I. when 
they wheeled him into the ER (where you just happened to be  
walking through), lots of people have been bringing their kids to see you. Your administrator is happier 
with your productivity. 
 
The mother of a three year-old patient who is new to you is asking about her daughter’s bruxism.  This 
has turned out to be a common concern down here, one you never learned about in continuity clinic, 
along with a lot of other issues, from ascaris to co-sleeping.  The mom keeps changing the subject from 
bruxism to “medicines for worms”, making this a confusing encounter.  You would like to give her 
medically sound advice and education, while remaining respectful of her beliefs and maintaining your 
growing popularity in town. 
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Learning Objectives/Teaching Points 

Physicians in training will refine their skills in cross-cultural communication about health beliefs and 
practices.  In so doing, they will learn more about the beliefs and practices that are common in the 
communities in which they work and develop deeper respect for them.  They will accomplish these 
objectives in the course of simulated medical encounters by attending to the questions listed below.  
 
Frameworks for achieving these learning objectives can be modified to conform to the educator’s 
preferred paradigms of education in cross-cultural health care.  We have used two different published 
frameworks in our seminars (see, References): 
 
1.  Miller and Schmidt (1999) 
 
a. What are the patient/caregiver’s perspectives on the problem, the views of his or her loved ones 

and family, and your own ideas about what’s wrong or what should be done? 
 
b. In what areas do these perspectives converge or differ, and how might potential conflicts hinder 

forming a connection with the patient/caregiver? 
 
c. How can you, acting altruistically, negotiate resolution of these conflicts so as to maximize the well-

being of the child, respect the caregivers and family, and support their views on the problem? 
 
2.  Pachter (2000) 
 
a. What culturally-based health beliefs relevant to this clinical situation are commonly held in the 

communities in which you practice, and what related practices are followed? 
 
b. To what degree does the patient/caregiver hold these beliefs, follow these practices and wish (or 

need) to adhere to them in the current situation? 
 
c. How can you best integrate the biomedically-based diagnostic and treatment suggestions you 

would like to make and the beliefs and needs of the patient/caregiver? 
 
Teacher’s Guide 
 
In our workshop series with second year pediatrics residents, we have used these two published 
frameworks for learning cross-cultural healthcare.  Miller and Schmidt (1999) called on physicians to 
adopt a “habit of humanism” in all their encounters with patients and families.  They outlined “three 
essential tasks: 1) identifying the multiple perspectives in any clinical encounter, 2) reflecting on how 
these perspectives might converge or conflict; and 3) choosing to act altruistically” (p. 800).  Pachter 
(2000) proposed that physicians follow a three-step approach to improved collaboration in cross-
cultural encounters with patients through 1) increased awareness of “commonly held health beliefs and 
practices in the communities where [they] work” (p. 37); 2) assessing the degree to which the “specific 
patient or family relates to these beliefs and practices, and under what circumstances” (p. 38); and 3) 
negotiating in ways that integrate beliefs and practices of the patient and family with “biomedical 
treatment, health education and health maintenance” (p. 41).  Many other paradigms, guides and 
frameworks exist, none empirically tested, that have been proposed as ways to facilitate the 
development or refinement of “cultural competence” in physician trainees (See Additional Reading, 
References).  
 
Each of the three role plays is designed to last twenty to thirty minutes.  Before starting the 
improvisational exercise, the actors are taken aside privately for encouragement from the facilitator and 
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an opportunity to ask questions about the assignment.  Actors are told that once the “action” begins 
(once they start), they can feel free to “call a time out” (stop) for questions or to make “asides” 
(remarks) to the “audience” (the remaining one or two residents and faculty members in the workshop).  
The facilitator plays the role of “director”, calling breaks in the action (“Cut!”) to solicit comments and 
advice from the audience members.  Spontaneous interjections are encouraged.  These breaks serve 
to 1) keep the mood light; 2) promote a healthy sense of humor about both the challenges of the task 
and the ways in which the role plays evoke awkward moments in clinical care; 3) offer perspectives that 
may be easier to see from outside the action; and 4) support the actors’ courage and dramatic skills.  
Following the improvisational exercise, the group discusses the simulated encounter to address specific 
learning objectives and explore other issues raised, to review process and to express appreciation to 
the actors.  Actors should be encouraged to debrief at the conclusion of the role play. 
 
The cases were written from real-life experiences that posed challenges to one author’s understanding 
of cultural health beliefs and practices and to his skills in cross-cultural care.  The cases touch on 1) 
complementary and alternative therapies, 2) the effects of migration and acculturation on family beliefs, 
3) trust of the medical establishment and 4) caregivers’ fears about potential consequences of illness or 
culturally determined behaviors.  They incorporate strong incentives for the physician to try as hard as 
possible to deliver culturally effective care. 
 
The workshop runs best beginning with case material that is more familiar to the trainees and with 
volunteers who are more comfortable performing in front of their peers.  In our practices in the Bronx, 
many residents have wondered how to negotiate some of their concerns captured in the case involving 
amulets worn to protect against “mal de ojo”.  A workshop held for trainees in the Southwest United 
States might start with the case addressing that mother’s fears of “caida de la mollera” and “empacho”. 
  
As described in the Introduction, the context for these role plays is warm, familiar, and light-hearted.  
The workshop is held in a private conference room during a relatively stress-free rotation.  The material 
is relevant to the learners’ everyday practice in primary care.  The facilitators introduce role play 
exercises as a way to practice valuable skills. We remind the learners that communication skills are not 
like lists of factual knowledge that can be assimilated through reading, attending lectures or studying, 
but more like technical skills that have to be rehearsed, practiced with supervision, and then refined 
(Blatner 2002).  We promise an opportunity for them to leave the workshop with an “improved set of 
skills” in cross-cultural communication if they will only “buy into” this often-maligned method of 
accommodative learning.  Maintaining a healthy sense of humor about educational initiatives in this 
domain is helpful to overcoming skepticism among some learners who have been turned off in past 
experiences. 
 
The actors in these simulated cases retain their roles throughout each exercise.  This creates an 
asymmetry of demand on the actor playing the role of pediatrician.  The simulated “mother” can have a 
lot of fun with her role, making it as easy or as hard for her child’s “pediatrician” as she likes.  But the 
actor playing the pediatrician, watched closely by the audience members, may feel more pressure to 
make the “right inquiries” or “propose the best compromise” in the course of the improvisation.   
 
The Geology Department at Carleton College, Northfield, MN, has developed a website that is very 
useful for faculty embarking on role play in resident education (see References).  As described in the 
text on that site, interactive role-playing exercises, when run well, are “student-centered, open-ended 
and feel more like real life than lectures and tests.”   
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Cross-Cultural Communication:  Pre-School Child and Primary Care 

 
Karen Warman, MD 

Dept. of Pediatrics, The Children’s Hospital at Montefiore 
Albert Einstein College of Medicine 

 
 
Learning Objectives 
 
At the completion of this case, learners will be able: 
 
1. To understand the importance of identifying families’ fears and concerns in order to develop 

implementable treatment plans.   
 
2. To explore how families’ educational planning for their child is influenced by their social and cultural 

beliefs.   
 
3. To develop a treatment plan that jointly respects the parent’s social and cultural beliefs while 

addressing the child’s medical and educational needs. 
 
4. To understand how family dynamics may influence decision- making and withholding of information. 
 
5. To examine how the current culture of medicine may interfere with identifying the psycho-social 

concerns of patients and their families. 
 
6. To learn how the use of open-ended questions and active listening may improve communication. 
 
Case Summary 
 
In December 2006, a 4-year old boy of Puerto Rican descent was brought to the pediatric out-patient 
clinic by his mother for follow-up of a cough.  According to his mother, the cough, which began in late 
September, had now completely resolved.  The mother stated that he was no longer troubled by the 
cough and had had a recent cold with no subsequent cough.  The mother clearly stated that she was 
no longer concerned about the cough and that it had completely resolved.     
 
Sensing a hidden agenda for the visit, the pediatrician asked an open-ended question, “How is 
everything else going?”  To this the mother replied that her son had recently been suspended from pre-
school.  According to his mother, he had been attending a Catholic pre-school since September.  Each 
week he had been sent to the principal’s office for behavioral concerns in the class, and he had 
received many “time-outs.”  Now, after hitting another child with a truck, he was suspended from 
school. The mother recounted that the other children were afraid of him because of his aggressive 
behavior.  She believed that part of his difficulties in socializing may have been from being an only child 
without playmates or cousins who were his peers. The mother appeared tense and sad when 
describing his classroom difficulties. 
 
His past medical history was remarkable for a diagnosis of speech delay at the age of two.  He had 
been referred for a speech evaluation and hearing screen, but the mother did not follow through with 
the appointments.  Since that initial diagnosis, he had been seen by multiple different physicians.  He 
had been re-referred for speech evaluation by another physician at age two and a half, but again his 
mother did not follow through.  He had a peanut allergy, but was otherwise well. 
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Family history was remarkable for maternal history of depression and paternal 
history of allergies. 
                                                                 
Social History                                                                        
 
The patient was the only child of a married Puerto Rican couple.  At the time 
of his birth his mother was 36 years old and his father was 39.   His mother 
had had an elective abortion at age 20 years and had lost a pregnancy at 26 
weeks gestation.  The father worked as a New York City policeman, and the 
mother was currently at home with the child.  
 
The mother explained that the school had suspended him and that she was 
working at home with him in a structured way with the hopes of preparing him 
to return to school in a few months.  The curriculum at this Catholic pre-school 
was rigorous and included an emphasis on academic skills.  This private 

school did not offer any resources for speech therapy or behavioral counseling.  The parents were 
informed that free resources were available through the public school system, but the father felt 
strongly that he wanted his son to receive a Catholic school education.   
 
Doctor’s assessment: 
 
Although the mother was dedicated to helping this child by creating a structured teaching environment 
at home, it seemed unlikely that without specialized help, including speech therapy, this child would 
catch up to his peers.  His speech delay and behavioral issues would interfere with his ability to excel at 
school and to develop the necessary social skills to foster positive social interactions.  
 
 
Discussion Questions 
 

1. What can we learn from this mother and child’s experience with the school system and medical 
establishment?   

 
2. What could have been done to have this child’s speech delay evaluated and addressed earlier?   

 
3. What contributed to the parent’s reluctance to have the child evaluated or to receive special 

services?   
 

4. Who makes decisions in the family?  How can we convince the decision maker to pursue our 
suggestions? 

 
5. How could we align the parents’ and physician’s goals to best serve the needs of the child? 

 
6. Would having had an ongoing relationship with a trusted physician led to earlier resolution of 

these issues? 
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Teacher's Guide 
 
1. What can we learn from this mother and child’s experience with the school system and 

medical establishment?   
 
This case illustrates the point that access to medical care and even to private school education is not 
sufficient to promote the healthy growth and development of a child.   Individualized, tailored plans that 
respect families’ social and cultural beliefs are needed to best serve the needs of children and their 
families.  In this case the school system had a strict academic curriculum and was unwilling or unable 
to provide the special services that this child needed.  While the mother had frequent visits to the 
primary care center, she did not have continuity of care with a trusted physician who was able to elicit 
her concerns and fears regarding her child’s speech and later school difficulties.  There were many 
missed opportunities to better serve this child and to meet the needs of this family.   
 
2. What could have been done to have this child’s speech delay evaluated and addressed 

earlier?   
 
In the end, the mother agreed to speech therapy with the idea that this would enable him to return to 
the Catholic pre-school setting. The mother was very clear that the father felt very strongly that he 
wanted his son to attend a Catholic preschool.  Perhaps understanding the importance of this as a 
long-term goal of the family would have aided in creating a therapeutic alliance to obtain services for 
this child.  Sadly, the child was seen by six different pediatric providers over a two year period, and the 
issue of speech was not pursued.   Longitudinal care may foster open communication and overcome 
some ethnic and socio-cultural differences that may be affecting the ability to follow-up on the treatment 
plan. Furthermore, asking open-ended questions such as “how is everything going?” may give 
permission to the family member to discuss important, unaddressed psycho-social information.  A 
review by Willems and colleagues of 12 papers examining the relationship of patient socio-economic 
status with doctors’ communication style suggests that doctors are more directive, less positive and 
less encouraging of participation with patients from low socio-economic backgrounds. 
 
3. What contributed to the parent’s reluctance to have the child evaluated or to receive special 

services?  
 
As already stated, the parents felt strongly that the child should attend a Catholic pre-school, even 
though appropriate developmental and behavioral services were not available there.  Other factors that 
may have contributed to delays in services were the parents’ denial that developmental concerns 
existed and not wanting to give up on the notion of the “perfect child.”  It can be difficult for families to 
accept that their child has limitations or special needs, and families may perceive this as a personal 
failure.  Furthermore, parents may be reluctant to have their child labeled as “special education.”  In 
part, there may be concern regarding stigmatization.  There is a fear that labeling a child as “special ed’ 
will reduce the school’s expectations for his educational development.  Furthermore, for minority 
populations there is a concern based on historical precedent that minorities are inappropriately placed 
in special education classes for reasons related to racial bias rather than ability. 
 
4. Who makes decisions in the family?  How can we convince the decision maker to pursue 

our suggestions?   
 
At first the mother would not agree to accept referrals for evaluation and services for the patient.  
Rather than make any commitments, she stated that she would have to discuss things with her 
husband.  When we were able to come up with a solution that prioritized his returning to Catholic pre-
school, the mother stated that she would take our advice for services and convince her husband.   
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5. How could we align the parent’s and physician’s goals to best serve the needs of the child?  
 
In this case, respecting the parents’ desire for him to return to Catholic pre-school and helping to come 
up with a plan that would enable the family to achieve its goals, allowed us to align our goals to meet 
the needs of this child.  If we were to use the physician’s logic rather than respecting the parent’s 
beliefs and attitudes, it would be easy to conclude that a free public school program that provided 
services would be best. However, in this case, respecting the parents’ value system and religious 
preferences was necessary to achieve a therapeutic plan to meet this child’s educational needs and his 
family’s cultural needs and expectations. This case offers an opportunity for patient-centered care (or 
family-centered), which shares many core features with cultural competence including understanding 
the patient (or parent) as a unique person, exploring the patient’s or parent’s experience of illness, 
finding common ground regarding treatment through shared decision-making, and an emphasis on 
building the doctor-patient relationship Error! Bookmark not defined.

 
6. Would having had an ongoing relationship with a trusted physician led to earlier resolution    
      of these issues?   

 
This parent had multiple encounters in the same clinical setting but saw many different physicians.  In a 
visit in mid-September, soon after pre-school started, a physician’s note included mention of the 
mother’s reported difficulty with separation from the child at school and concerns regarding 
hyperactivity. It was subsequently revealed that the mother was fearful of him being labeled as 
hyperactive. At this visit the mother also stated that she would like to have a more consistent physician 
for her child and stated that she would ask for a particular doctor she had seen previously.  
Interestingly, this was the same doctor she had seen two years prior who had first diagnosed speech 
delay and recommended an evaluation.  

 

Conclusion 
 
The mother came to see the physician with the chief complaint of “follow-up of a cough.”  The physician 
remembered the mother and child. The unaddressed speech difficulty resurfaced. The mother revealed 
her fears of her child not being able to attend a Catholic pre-school or of being labeled as hyperactive. 
The mother was receptive to a referral for speech therapy with the idea that this would facilitate his 
successful return to the classroom.  Psychological services were also offered, but because of out of 
pocket expenses, his parents declined these services.  He was diagnosed with a moderate to severe 
articulation defect in early January 2007. He continues with speech therapy. The parents are now 
strongly considering psychological services for him with the hope that this will facilitate his transition to 
a regular classroom with the ultimate goal of returning to a Catholic private school. 
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Exploring Issues of Culture and Trust: 
Human Trafficking, Gynecology and Contraception 

 
 

Amy S. Boldosser, MIA, Consultant 
 
 

Learning Objectives 
 
At the completion of this case, learners will be able: 
 
1. To explore the socio-economic circumstances that may influence a person’s decision to take the 

risks presented in this case. 
 
2. To explore religious and cultural issues related to access to care, perceptions of the examination 

and self-prescription of contraception. 
 
3. To describe issues related to trust, family support and immigration status that may influence 

information a patient is willing to share and her ability to adhere to the proposed treatment plan. 
 
4. To identify possible strategies for discussing sensitive topics with patients from different cultural 

backgrounds  
 
Case Summary 
 
A.M., a 20 year old Spanish speaking woman from Mexico, presented to a social services case 
manager in New York City (NYC). She has been relocated to NYC by federal authorities following 
escape from a home in California where she was held as a victim of human trafficking for almost two 
years. A.M. was trafficked to the United States when she was 18 years old and was forced to work as a 
domestic servant in the home of her trafficker.  During her captivity, she was raped at least four times 
by her trafficker and suffered additional physical violence. She reports shame at having been raped 
indicating that she was a virgin when she was trafficked to the United States.  She now says she feels 
that perhaps the rapes were a test from God of her faith.   
 
She has not provided information on whether she was sexually assaulted or otherwise abused during 
travel to the United States, as often happens to trafficking victims.  She reports being nulliparous, and 
has not shared any information about possible abortions, voluntary or forced, after the rapes. She 
responded to her case manager’s questions about abortion by indicating that she is an observant 
Catholic and does not believe in abortion.   
 
A.M. appears generally healthy now but has not had a medical evaluation, knows little of her medical 
history and has never had a gynecological exam.  It is uncommon for young women in her town in 
Mexico to receive gynecological care, and there is a perception that such exams “take a girl’s virginity.” 
 
A.M. is currently awaiting adjudication of her case against her trafficker and the federal prosecutor 
responsible for her case has requested a forensic gynecological exam.  Although she was raped over 
the course of two years, the last incidence of rape was more than a year ago.   Because she was 
unable to leave the home where she was being enslaved to seek help, no forensic exams were 
conducted following the actual rapes.  The prosecutor is hoping that there may be some residual 
evidence that a forensic exam could detect.  If the rapes cannot be proven, the trafficker will receive a 
much lighter sentence with no prison time. A.M. knows that, despite her apprehension, if she does not 
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have the exam, she risks her trafficker not being brought to justice. She expresses to her case manager 
that she feels very ashamed when the prosecutor asks her questions about her sexual health.  
 
Now that A.M. has re-settled in NYC where she has friends and family, she has also become sexually 
active with an older man she refers to as her boyfriend.  A.M. mentions that she has obtained a supply 
of contraceptive patches from a friend in her Washington Heights neighborhood and is using them for 
pregnancy prevention because she has heard that condoms are not approved for use by the Catholic 
Church. Although she had previously indicated a religious aversion to pre-marital sex, A.M. claims that 
she is not being forced to have sex with her boyfriend.  
 
A.M. has been brought to your hospital today for a forensic gynecological exam combined with a 
comprehensive pelvic exam, pap and STI testing including an HIV test.  Her Spanish speaking case 
manager accompanies her but will not be in the room for the examination. A.M. is expressing fear and 
apprehension at the possibility of being examined by a male doctor.  She does not speak English, so 
will require use of an interpreter.  She also expresses concern that the hospital staff is aware that she is 
an undocumented immigrant.  Although she may receive a special visa as a victim of human trafficking, 
she is not yet holding that visa and is distrustful of what she perceives as state run institutions like the 
hospital clinic. 
 
 Questions for Discussion 
 

1. Consider what assumptions you may have as a healthcare provider when you learn the details 
of A.M.’s case and enslavement.  If the forensic exam at this late date is unable to detect any 
evidence of rape, do you feel the patient had a role in not escaping and seeking treatment after 
the rapes?  What do you know about human trafficking as modern day slavery?  How might 
these assumptions affect the course of your treatment of AM? 

 
2. What cultural issues might need to be addressed to make A.M.’s initial contact with the 

healthcare system and a gynecological provider in the United States more comfortable? 
 

3. How can A.M.’s religious concerns about the gynecological exam or birth control methods be 
addressed in a sensitive way?  What assumptions or prejudices might arise for you when she 
raises opposition to treatment or care based on religious values? 

 
4. How can we establish trust in our medical practices with a patient who has been accustomed to 

traditional practices of relying on community members for medical advice and provision of 
medications such as contraceptives or antibiotics? What misperceptions might the patient have 
about this clinic/hospital setting that you could help to correct with education?  How will you 
address her immigration concerns? 

 
5. Beyond physical treatment, what mental health issues may need to be addressed with this 

patient? Consider the cultural acceptance of therapy and counseling in the United States versus 
in other cultures. 

 
6. A.M. has received little education on sexual and reproductive health as evidenced by her 

confusion about birth control modalities (condoms versus the patch).  She may also be unaware 
of the risks of HIV and other STIs. How can you sensitively communicate this basic information 
to her and prepare her for the potential results of the testing she will undergo?  How could her 
understanding of the treatment plan you propose affect her adherence? 
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Teacher’s Guide 
 
Cultural competence in health care delivery typically refers to the requirement that providers have “an 
understanding of the beliefs, values, traditions and practices of a cultural group, including culturally-
based beliefs about the etiology of illness and disease and concepts of health and healing practices.” 
(Policy Brief 1, 1999)  Focusing on provision of culturally competent patient care has been shown to 
improve health outcomes for patients and their communities while increasing levels of patient 
satisfaction and improving cost efficiency.   (Hispanic Federation, 2005) 
 
The Health Resources and Services Administration (HRSA) indicates that culturally competent care 
improves provider practice in the following ways: 
 

• Providers are able to obtain more specific and complete information to make a diagnosis 
• Treatment plans developed by the provider and patient are more likely to be adhered to by the 

patient and supported by the family 
• Overall communication and interaction between patient and provider is enhanced.  (DHHSS, 

2001)  
 
Some of the particular health care barriers faced by Latinas in the United States that may be relevant to 
this case include: 
 

• Poverty and socioeconomic stress 
• Lack of health insurance 
• Discrimination in health care delivery and public health polices 
• Lack of linguistically appropriate and culturally competent health care services (Hispanic 

Federation, 2005) 
 
It is important to note that the provision of culturally competent services must also include the delivery 
of linguistically appropriate services. A 2002 study by the Commonwealth Fund found that 43% of 
Spanish dominant Latinos reported communication difficulties with their health providers. Another 16% 
of Latinos reported not following their health care provider’s advice simply because they did not 
understand it.  (Betancourt, 2002) 
 
In A.M.’s case, the provider will also be faced with issues related to her mental and emotional state 
following her two years in slavery.  Although many Americans are aware of smuggling of persons into 
the United States illegally, there is less familiarity among health care providers about human trafficking. 
Human trafficking is a modern-day form of slavery.  Victims of human trafficking are subjected to force, 
fraud, or coercion for the purpose of sexual exploitation or forced labor.  The US Department of State 
estimates that approximately 800,000 to 900,000 victims are trafficked across international borders 
annually with between 14,500 and 17,500 of those victims being trafficked into the United States.  
(USDHHS). Victims can be young children, teenagers, men or women. Victims of human trafficking, like 
A.M., may be working in forced labor situations as domestic servants (nannies or maids), sweatshop 
workers, janitors, restaurant workers, migrant farm workers, fishery workers, hotel or tourist industry 
workers, or as beggars (USDHHS).  Additional information about human trafficking specifically for 
health care providers is available from the US Department of Health and Human Services at 
http://www.acf.hhs.gov/trafficking/index.html
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Rejecting Dialysis:  A Patient’s Choice 
 

James Fausto, MD 
Department of Family and Social Medicine 

Montefiore Medical Center, Albert Einstein College of Medicine 
 
 
Learning Objectives 
 
At the completion of this case, learners will be able: 
 
1. To identify issues that affect this patient’s choices, his care and his healthcare outcomes 
 
2. To discuss the role of fear, life experience, and belief systems, and their relation to a patient’s 

treatment  
 
3. To analyze the social strengths and stressors in the case and their relevance to the patient’s acute 

care, chronic care, and potentially end of life care 
 
Case Summary 
 
ID: The patient is a 44 year old male who recently immigrated from Ghana, and who has end stage 
AIDS (CD4 = 4).  He  is not taking Highly Active Anti-Retroviral Therapy (HAART) and has developed 
end-stage renal failure, but  is refusing dialysis despite a creatinine of 14.4 . 
 
Chief Complaints: 
 

1) Difficulty breathing with activity/weakness x 2 weeks   
         2) “Bad kidneys” 

3) Rash x 3 months 
 
History of Present Illness: 
   
44 y/o male with a history of end stage AIDS (CD4 = 4) and end stage renal failure (Creatinine = 14.4) 
presenting with shortness of breath with activity and severe fatigue for two weeks.  The patient reports 
a history of AIDS, while not being on HAART treatment because of his dislike of medication side 
effects.   The patient has dyspnea on exertion, dizziness, fatigue, shortness of breath, blood tinged 
sputum, and decreased appetite.  He reports having a rash for the past three months, which he had 
never experienced before.  The rash started as a small fluid filled bump that breaks open to form a 
scab.  He reports that no creams or medicines have helped with the rash.  The patient also reports 
knowing he has “bad kidneys”, but adamantly states that he does not want dialysis.  He says, “I will 
take any medicine that will help my kidneys but I do not want dialysis.”  When questioned, he reports, 
“people who start dialysis die from dialysis.”  Further attempts to discuss dialysis and his concerns 
about it are met with refusal to discuss the topic and ultimately, refusal to talk with the medical team.   
 
Past Medical History 
   

 HIV/AIDS diagnosed >3 years (heterosexual infection), never on HAART 
 End stage renal disease (diagnosed during previous admission for abdominal pain) 
 Thrush (Opportunistic Infection x2 years) 
 Malaria (many years ago) 
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Social History: 
   
A recent immigrant from Ghana, the patient moved to the U.S. 3 years ago, 
initially planning on coming to the US for a short trip to visit his mother living in 
Brooklyn.   During his visit, the patient became ill and was hospitalized and 
diagnosed with AIDs.  He moved in with his mother for a while but left due to 
frequent conflicts, possibly related to substance abuse (cocaine and marijuana).  
After parting ways with his mother he moved from Brooklyn to a small apartment 
in the Bronx. He no longer is in contact with her. He currently denies using 
cocaine, but continues to smoke marijuana and tobacco.  The patient is 
currently not working and receives welfare.  He identifies as a Rastafarian and 
repeats often that, although he is sick, God will take care of him.  Immigration 
status and level of education are unknown. 
 
The patient experienced the following problems during this admission: 
 

1) Pneumocystis carinii pneumonia, treated  
2) Chronic renal failure (Bun/Creat = 120/14.4) secondary to HIV Associated Nephropathy:  

medical management was not adequate to reverse renal disease.  The patient refused to 
discuss dialysis as a treatment modality 

3) AIDS (CD4 = 4):  Patient could not start HAART treatment due to poor kidney function.  Patient 
aware that he was at risk for opportunistic infections if his CD4 remained this low.  Patient was 
made aware that his CD4 count may improve with HAART, but to start HAART his kidney 
function had to be improved.  Thus, he needed dialysis to start HAART.   

4) Rash: The rash was biopsied showing supporative dermatitis 
 
 

Teacher’s Guide 
 
DISCUSSION: 
 

1. Compile a list of “WHAT IS AT STAKE” for the patient and the providers in this case. 
 
WHAT IS AT STAKE: 
 
For the Patient For the Providers 
1) 
2) 
3) 
4) 
5) 
 

1) 
2) 
3) 
4) 
5) 
 

 
 
WHAT IS AT STAKE: (TEACHERS GUIDE: SOME EXAMPLES) 
 
For the Patient For the Providers 
      1) His life 
      2) Self image 
      3) Fear of dialysis 
      4) Quality of Life    
      5) Trust in the medical system 

 1)  Fear of not communicating correctly 
 2)  Fear that the patient may die 
 3)  Effective treatments refused 
 4)  Treated his acute illness but not his   
       chronic and terminal disease 

 35



 
                        

2. As a group compile a list of learning issues from the case that would be interesting to discuss.  
 

 A helpful technique involves brainstorming a list:  Write on board or large sheet of paper.  
Once a list is established, begin discussing these topics in further detail 

 
 If you have a quiet group, get the group to identify teaching points within the case related 

to topics below.   
 
Possible points to consider:  
   

1.         Patient’s perspective on chronic illness 
2. Social stressors and support networks 
3. Fears about potential consequences of medications and/or illness 
4. Complementary/alternative therapies 
5. Family decision-making and withholding information 
6. Effects of migration and acculturation on family dynamics and beliefs 
7. Language barriers and communication 
8. Religious beliefs and spirituality  
9. The culture of medicine 

     10.         Disease and illness 
          11.  Discrimination and racial/ethnic disparities 
          12.         Stereotyping and clinical decision making 
          13.         Mistrust and communication style 

 14.         Effect of patient’s mistrust and communication style on his outcome  
 

3.  Once the group has a list of topics, discuss the topics.  Encourage members of the group to 
teach each other about their cultures, belief systems, personal experiences and insights 
patients have taught them. 

 
If the group has a difficult time developing discussion points, consider the following questions and 
discuss them in relation to the case. 
 
Issues/Questions:  
 
1. How did the patient’s perspective about his AIDS/renal disease/possible death affect his 

health and well being? 
 

The patient felt like he had a cold but he did not feel the effects of his renal failure.  Bun/Creat = 
120/14.4 meant nothing to him.  He was still able to go about his day and function almost normally.  
The doctors, on the other hand, see this as an ominous sign that his kidneys were failing, and that 
soon his electrolyte values would not sustain life.   
 
The patient had some experience with dialysis or some conception of dialysis that he would not 
share with the team. This element of his perspective is crucial to understanding how he felt about 
life and death.  Also his issues regarding quality of life versus just sustaining life could not be 
explored in conversing with the patient, due to his refusal to discuss the matter at all.  If this issue 
could have been discussed, it would have been easier to plan goals of care. In some ways his 
perspective on renal dialysis (not being willing to talk about it – regardless if he decided to start 
dialysis) prevented the patient and staff from discussing all of his health care options.   
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2. How did his fear of dialysis affect his ability to treat his Chronic Renal Failure, AIDS and his 
overall health?  Why did he fear that dialysis equaled death?  Was this fear reasonable from 
a medical perspective and/or from a lay person’s perspective?   

 
Clearly, his fear of dialysis prevented treatment of his renal failure. The patient could not start 
HAART therapy because it would cause his renal failure to become worse.  Therefore, by not 
receiving dialysis, he could not receive HAART, and he left himself susceptible to opportunistic 
infections and ultimately, an earlier death.   
 
It often does happen that people who start dialysis die a short time later.  However, is the dialysis 
the cause as this patient felt, or does dialysis just extend the inevitable? It is easy to see how 
people may connect death to dialysis instead of prolonged life with dialysis.  Why this patient 
concluded that dialysis equals death is difficult to know because of his unwillingness to discuss the 
topic.   

  
3. In what ways did his relatively recent history of migration affect his life and health? (ability 

to work, family relations, support systems, social stressors, etc.) 
 

Common stressors affecting the migrant community can be discussed here. This patient was not 
unique with regard to migrant social stressors.  Immigration status may have influenced the degree 
of trust he had for the medical system. 

 
4. What role did his use of multiple medical care systems affect his encounter with the medical 

institutions? 
 

The same effect that any patient suffers when using multiple health care systems and no 
relationship with a primary care provider:  loss of follow-up, repeat testing and examination, no 
continuity of care, over-medicalization and ultimately, loss of faith in the health care institutions.  

 
5. In what ways could his religious and spiritual beliefs be a strength for his health and well 

being? How could they hinder his care?  
 

In difficult times, patients often turn to their faith as a source of strength and hope.  Also, patients 
can often find a supportive community and tangible resources via a network of people within this 
community. This patient definitely turned to his faith to sustain his will to live. 

 
Alternatively, rejection of life sustaining treatments due to a belief that God will save them in the 
end, can lead to premature death.              

 
6. Was his marijuana use part of his religious belief system, a method of self medication and/or 

an addictive behavior?  How may it have affected his health outcomes?   
 

No correct answer here.   
 
7. Could language have been a barrier?   
 

Language could have easily been a barrier. Although many recent immigrants are able to 
understand English, their competency may not extend to fully understanding the English language 
in a medical setting.  Some patients are also proud of being able to speak multiple languages, but it 
is essential to ascertain how well a patient understands the medical team’s explanations. If there is 
even the slightest concern about comprehension secondary to language barriers, the team should 
provide an interpreter in person or by phone.  
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8. How do you think all of these factors in combination may have affected his medical plan and 

treatment for this admission?  
 

Again, there is no correct answer to this question. 
 
Hopefully, the group will have had a fruitful conversation.  Often, the group will teach each other much 
more about cultural competency than the case.  Use the case as a starting point to begin a 
conversation.  Ultimately, the greatest lesson one can take from this case or any case, involves 
remembering to treat each patient as an individual and trying to understand that person’s belief system.   
 
Summary of hospitalization 

 
Multiple specialists were consulted during the admission.  The Renal physician attempted to speak with 
the patient about his kidney disease.  They shared with him the process of dialysis and offered to show 
him the dialysis unit.  The patient refused to engage in the conversation.  They ultimately shared with 
him the risks of not undergoing dialysis, which included death due to renal failure.  The patient was also 
seen by an HIV specialist who explained the benefits of HAART treatment, which interested the patient, 
but when it was explained that the patient could not start HAART without improved kidney function, the 
patient opted not to start HAART.  Psychiatry was consulted to assess competency and the patient was 
found competent to make decisions for himself.   The patient requested that his mother not be 
contacted unless he became too ill to make decisions for himself.  In the end, the patient was treated 
for his pneumocystis carinii pneumonia, which improved.  He continued to show signs of worsening 
kidney function but there was nothing more that inpatient treatment could offer him.   

 
The patient was discharged home.  Several months later the patient’s mother contacted the hospital 
floor and notified the floor doctors that the patient had lapsed into a coma and was now being dialyzed 
at another hospital in the Bronx.  The patient’s mother wanted to know why we had not given him 
dialysis in the past.   
 
 
 
Resources:  Cultural Competency Education 
 

− CENTER FOR EFFECTIVE COLLABORATION AND PRACTICE 
 http://cecp.air.org/  Specific to Cultural Competency - http://cecp.air.org/cultural/

 
− American Medical Student Association (AMSA):  impressive list of references for further reading 

http://www.amsa.org/programs/gpit/cultural.cfm 
 

− US Department of Health and Human Services– Health Resources and Services Administration 
(HRSA):  Cultural Competence Resources for Health Care Providers 
http://www.hrsa.gov/culturalcompetence/ 

 
  
 
 

 38

http://cecp.air.org/
http://cecp.air.org/cultural/
http://www.amsa.org/programs/gpit/cultural.cfm
http://www.hrsa.gov/culturalcompetence/


 
Cambodian Rites and Rituals and Cross Cultural Care 

 
Lyla J. Correoso MD 

 Visiting Nurse Service of New York 
 
 
Learning Objectives 
 
At the completion of this case, learners will be able: 
 
1. To discuss and describe the effects of migration and acculturation on family dynamics and beliefs 
 
2. To explore differences in family decision-making and effects of disease and illness on these 
 
3. To identify the use of alternative therapies and the potential problems with misunderstanding these 

practices 
 
4. To describe the effects of mistrust and communication styles/patterns on the patient’s outcome 
 
Case Summary 
 
This is an 82 year old Cambodian male who has been referred to hospice after a decline in his 
condition secondary to a stroke 4 weeks ago.  The patient has a history of diabetes controlled with 
Glipizide and history of first stroke with a right hemiparesis 6 months ago.  After his first stroke, the 
patient had stabilized.  He was approached by the inpatient team to discuss completing a healthcare 
proxy form.  The patient speaks English and has 2 sons and 6 daughters. His wife is frail and only 
speaks Cambodian. At the time of the discussion of the healthcare proxy (HCP), the patient’s wife, 
Kalliyan, 76 years old; 33 y/o daughter, Veata; 24 y/o youngest son, Sopheara; and 27 y/o middle 
daughter Pheap, were present. The patient understood the conversation about the HCP but did not 
want to sign the form at that time.  He finally stated that he would wait until his other daughter, 28 year 
old Chantrea, came.  An hour later his private physician (PMD) came and stated that the patient had 
completed the directive making his son, Sopheara, the HCP and Veata, the back-up. The PMD noted 
that the youngest son, Sopheara, had been reluctant to allow his father to choose him as the HCP,  
although he understood his father’s wishes. The patient indicated that he would not want to be placed 
on life support of any kind. He said that he had fought the communists and was strong and would not 
want any type of support.  
 
The patient is now at home after his second stroke which has been much more debilitating.  He has a 
tracheotomy and a peg tube. Upon visiting the patient it is noted that he is bedbound, poorly responsive 
and has excessive secretions from the tracheotomy. The patient is developing more contractures of his 
extremities.  It is noted that his skin and overall care is excellent. Upon signing on to hospice, Veata 
has indicated that she does not want her father hospitalized or ever placed on a ventilator again.  The 
other present family members are his wife and all of the children except for the oldest son, 31 year-old 
Sovaan.  All present agree with Veata.  
 
Over the next 8 weeks the patient does well, except for recurrent pulmonary infections that are treated 
with atropine drops and antibiotics via the peg tube. He has also had recurrent problems with 
constipation. Appropriate laxative regimen has been ordered, but the lactulose bottle remains unused. 
When asked about the difficulties with using the laxative, Veata, who has been the primary caregiver 
along with Pheap, promises to use the medication as directed.  Because of the concern for aspiration 
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pneumonia, since the patient has a residual when the feeding tube is checked, the amount of the feeds 
has been decreased to see if the patient can tolerate this better. 
  
Suddenly the patient develops a fever of 102.4.  The patient is placed on Tylenol and a broadspectrum 
antibiotic is ordered.  Labs for comprehensive metabolic profile and CBC are ordered.  The patient is 
congested but not any different than previously.  The hospice nurse visits the patient and feels that he 
can remain at home.  In the middle of the night the patient is admitted to the local hospital and placed 
on a ventilator. When the hospice team inquires about the admission and ventilator placement, the 
family states that Sovaan had made the decision and that the family is in agreement with the decision.   
The patient is once again stabilized and taken off the ventilator.  Again, the PMD speaks with the 1st 
and 2nd HCP’s, and they are in agreement not to re-hospitalize the patient, but to allow him to remain at 
home with symptom control.  Within three weeks, the same scenario recurs. Once again the patient is 
weaned from the ventilator, and the health care proxies agree that they will speak with their brother, 
Sovaan.  
 
The frequency of the nursing visits at home is increased to see if there can be a better way to work with 
the family.  The patient has again become constipated, and has increased upper airway secretions.  He 
is also running a low grade fever. Upon examination, it is noted that he has several linear red marks 
bilaterally across his upper back. The marks appear to be suggestive of physical abuse.  When the 
family is questioned, they state it is called “coining “. 
 

 
 
It is also noted that there is a thick, foul-smelling liquid that is at the bedside and that also appears to be 
coating the inside of the PEG tube. The nurse and social worker are very concerned and feel that Adult 
Protective Service should be called. At this time the hospice physician is called to assess the patient. 
  
 
Questions for discussion 

 
1. What is the decision making style of this Cambodian family? 

 
2. How has decision-making in this family become disrupted?  

 
3.  What other interventions should have been considered prior to selecting the HCP?   

 
4. Has acculturation had any effect on the family dynamics and beliefs?  Explain. 
 
5. Are these re-hospitalizations demonstrative of mistrust of the medical system? 
 
6.  Did the health care team demonstrate stereotyping in caring for this patient and family? 
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7. In what way could the health care team improve the communication with and within this family? 
 
8. How might lack of understanding about alternative therapies result in discrimination and impair 

clinical decision-making? 
 
 
Discussion and Teacher’s Guide 
 
One might think that the family has experienced significant acculturation to this country such that the 
naming of the second son and the eldest daughter would be reflective of how decisions will be made.  
However, if we look closely at the clues that were originally left by the patient, and the ultimate way in 
which major decisions are being made, one can see that the problem first developed when the HCP 
form and agents were assigned.  Apparently, the patient reverted to his usual custom of showing 
respect to the doctor by agreeing with him and signing the HCP naming his second son and eldest 
daughter.  However, traditional decision-making is through the first born son, who would be Sovann. 
This is probably why the patient did not initially want to sign the form-  because he wanted his eldest 
son to be involved in the decision. The cultural error made by the healthcare team was in not knowing 
the power of the decision-making process in this culture, nor the depth of respect the family showed the 
eldest son by allowing him to make these decisions even though he was not selected by the father.   
 
Upon further elucidation of the history of this family, it becomes apparent that the family is unable to let 
go of the patient by allowing him to die because he is so revered in the family.  The patient had given 
information about his power and significance when he mentioned that he had fought the communists.  
Upon further probing the family explains that the father had been able to help eleven of his family 
members escape the Pol Pot regime in Cambodia.  He was able to guide the family out when many of 
the neighboring families were murdered, kidnapped, and never seen again. The patient guided them 
through this dangerous time to America where they were given asylum. Because of their gratitude to 
and reverence for this man, it is very difficult for them to allow him to die, despite their desire to obey 
his wishes.  When a member of the team speaks with Sovann, he indicates that he feels that all must 
be done for his father because he is a hero in the family.  Otherwise, distant family members and others 
would feel that the immediate family showed indifference and were not brought up appropriately. The 
issues of demonstrating respect and of saving face are of great importance in this situation.  
 
Regarding the use of medication, it is often thought that once a medication is effective, it is no longer 
indicated.  For this reason, it is common to find that prescribed medications are not utilized or are 
under-utilized. The use of the foul smelling liquid was a home remedy that was suggested by the 
herbalist with whom they consulted.  When looking at the use of complementary and alternative 
medicine in East and Southeast Asian patients, they may believe that there is an imbalance in the 
yin/yang or hot/cold.  They may try to utilize foods that are identified as “cold” to counter a condition that 
is “hot” such as a fever. They may also practice a treatment called cupping or coining, a traditional 
Asian form of healing.  Coining involves heating a coin or putting oil on it and vigorously rubbing the 
affected area. The result is raised welts or red areas on the skin where rubbing has occurred.  It is 
believed that the skin will turn red if illness is present and that the red area represents the sickness 
coming to the surface and leaving the body.  
 
Had the healthcare team reacted to what they were seeing without asking the family questions, they 
could have further complicated the case by calling Adult Protective Service. Other signs that this patient 
was not being abused were that, during the time that he was cared for at home, the patient was always 
washed, clean and well cared for.  It was obvious that the family truly cared for this patient.  
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One of the difficulties in caring for someone of a different culture is being able to provide culturally 
congruent care. The best way to begin this is by asking the patient/family about different encounters 
they have had since they came to this country.  Often, because of the difficulty that families have in 
assimilating, hearing these experiences can help the care team to avoid making the same mistakes that 
others before them have made. Reading articles about health practices of the culture of your patient will 
not only educate you but will indicate to the family that you and your team truly care. Not all families are 
purists in the way that they may maintain practices from their country of origin. The longer that a person 
has been in a country, the more likely they are to have become somewhat assimilated culturally.  
Second or third generation members of immigrant families are more likely to be acculturated.   
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The AECOM Faculty Task Force on Disparities and Cross-Cultural Training welcomes 
faculty and residents of all disciplines.  If you would like to be notified of future events or 
projects, or attend a Faculty Task Force meeting, please use the contact information below. 
 
The Faculty Task Force has created an AECOM Speakers’ Bureau.  Listed are 143 faculty 
and community health leaders, all of whom have expertise in an area related to disparities or 
cross-cultural health.  To view the list, contact a speaker, or add your name as a resource, 
please contact us at: 
 
 
 
Bronx Center to Reduce and Eliminate Racial and Ethnic Health Disparities (BxCREED) 

bxcreed@aecom.yu.edu
(718)430-2792 
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Albert Einstein College of Medicine 
Faculty Task Force on Disparities and Cross-Cultural Training 

Teaching Cases Evaluation 
 

Please answer the questions below and return to Bronx CREED  
at Fax (718) 430- 3729 or to AECOM, Mazer 104 

 
Please Circle the appropriate responses  
 

1. Which case(s) did you use for teaching? 
1 2 3 4 5 6 7 

       
2. Who were your learners? 
 

       Pre-Clinical Medical Students Medical Student Clerks Other Students: _________ 
Residents Fellows Faculty Mixed Group 

Other Health Professionals: _____________________________________ 
       

3. In what setting did the case teaching occur? 
 

Departmental Rounds Grand Rounds Conference Precepting 
Lecture Journal Club Other______________________ 

       
4. In general, how useful did you find this case as a cross-cultural teaching tool? 

Very Somewhat Undecided Not Useful 
 

5. What component was most useful? 
Narrative Learning Objectives Teaching Guide References N/A 

 
6. What component needs improvement? 

Narrative Learning Objectives Teaching Guide References N/A 
 

7. Would you use this teaching tool again? 
Yes No Unsure 

 
8. Other comments about this experience or suggestions for cross-cultural teaching: 

 
 
 
 
 
 
If you would like to be kept informed of other cross-cultural training activities please provide the 
following information or contact us at bxcreed@aecom.yu.edu
 
Name/Title:  ____________________________________________ 

Department:  ____________________________________________ 

E-mail address: ____________________________________________ 

Telephone Number: ____________________________________________ 

  

Jack and Pearl Resnick Campus •1300 Morris Park Avenue • Mazer Building, Room 104 • Bronx, New York 10461             46 
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Bronx Center to Reduce and Eliminate Racial and Ethnic Health Disparities (BxCREED)

AlBERt EinstEin CollEgE of MEDiCinE of YEsHivA UnivERsitY 
Jack and Pearl Resnick Campus • 1300 Morris Park Avenue • Mazer 100 

Bronx, new York 10461 
Bxcreed@aecom.yu.edu • 718.430.2792
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