As the proportion of racial, ethnic, and

" enltural minorities in the United States
continues to expand, pediatric
emcrgency medicing nroviders are
inereasingly likely o encounter cultural
and ianguage harriers in practice. This
paper reviews a congeptual framework
encompaissing the decision to seek
emergency care, the process of providing
such eare, and the adherence 10
treatment plans and follow-up, The ways
in which cultural and kmgnage barriers
ean negatively impact ench clement of
this model are digcussed in detail.
Bpecific examples inelude provider
ignorance of darigerous folit beliefs,
communication barriers secondary to
inappropriate inlerpreter use, and
diseriminatory assumptions regarding
child alnise, pain management, and
sexual activity. The practitioner is then
provided with conorete recommendations
to reduce these negative effects,
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Why Culture- and Language
Matter: The Clinical
Consequences of Providing
Culturally and Linguistically
Appropriate Services to
Children in the Emergency
Department

|«

By Elsie M. Taveras, MD, MPH, and Glenn Flores, MD
BOSTON, MASSACHUSETTS, and MILWAUKEE, WISCONSIN

ACIAL/ETHNIC MINORITIES ARE THE fastest growing
groups in the United States, comprising about 30% of the
population and 83 million people.” One out of every three
US children (= 18 years old) is non-white, and it is esti-
mated that by the year 2025, almost 40% of Americans and about
half of all US children will be non-white.»”® There are already
more non-whites than whites in the nation’s most populous state, -
with 52% of California’s population comprised of minorities.?
Immigration patterns in recent years suggest that the US popu-
lation will continue to become more diverse. In the year 2002
alone, more than 1 million immigrants were granted legal per-
manent residence in the United States.? Forty-one percent of all
US immigrants in 2002 came from five countries: Mexico (21%),
India (7%), China (6%), the Philippines (5%), and Vietnam (3%).
This rapid growth in diversity makes it increasingly likely that
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Figure 1. Cultural and linguistic influence on the processes of pediatric emergency care.

pediatric emergency care clinicians will encounter
greater numbers of patients from different cultures
and language groups.

The surge in diversity of our nation has led to a
greater recognition of the importance of providing
culturally-competent and linguistically appropriate
health care. A growing literature reveals the wide-
ranging impact of culture and language on clinical
care, including health care processes and out-
comes, quality of care, and patient satisfaction. A
recent review, for example, demonstrated that fail-
ure to consider a patient’s cultural and linguistic
issues can result in a variety of adverse conse-
quences, including miscommunication, poor conti-
nuity of care, less preventive screening, difficulties
with informed consent, inadequate analgesia, de-
creased access to care, use of harmful remedies,
delayed immunizations, and fewer prescriptions.?

The purpose of this article is to:

o Present a conceptual model for providing high
quality emergency care to children from any cul-
tural or lingnistic group;

s Highlight the most important clinjical conse-
quences of culture and language in pediatric
emergency medicine;

e Provide practical tips for providing culturally-
competent and linguistically appropriate care in
the pediatric emergency department (ED).

Conceptual Model

Figure 1 summarizes how culture and language
affect children’s access to and use of emergency
services. The process of emergency care begins
with recognition of a biomedical illness, and usually
ends with follow-up by a patient’s primary care

provider. In the 1960s, Anderson et al® suggested
that people’s use of health services is a function of
their predisposition to use services, factors that
enabie or impede use, and their need for care. This
model] was later revised to include health behavior
and its influence on health status and outcomes.®
Cultural and linguistic issues contribute to a pa-
tient’s predisposition to access emergency care, in-
fluence the care ultimately received, and affect a
patient’s understanding of their diagnosis, treat-
ment, and follow-up plans. In the following sec-
tions, we examine each component of the
conceptual model of how oulture and language af-
fect pediatric emergency care, with a focus on clin-
ical consequences.

Issues Before Presentation to the

Emergency Department

Parent Recognition of Biomedical
Conditions

Several folk illnesses can overlap with the signs
and symptoms of biomedical conditions. For exam-
ple, in Latino‘culture, there are several childhood
folk illnesses that are believed to cause fever and
other symptoms of biomedical illnesses. These in-
clude mal de ojo, mollera caida, and empacho.*
Mal de ojo occurs when a person with “strong eyes”
intentionally or unintentionally looks at a child.
The illness is believed to occur because an individ-
ual who secretly covets him or her has placed a
spell on the child. Mollera caida, or fallen fonta-
nelle, is helieved to occur when the breast or bottle
is removed too rapidly from an infant’s mouth or
when the infant is bounced or tossed around. The
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symyptoms of med de ojo (fever, inconsolable erying,
diarrhea, and vomiting) and mollera caida (fever
and difficulty feeding and swallowing), overlap with
serious biomedical conditions, including bactere-
mia, dehydration, and gastroenteritis.* Similarly,
symptoms of empacho include vomiting, stomach
pain, headache, abdominal distention, loss of appe-
tite, diarrhea, fever, and crying, and result from
something (usually food or saliva) getting “stucls”
inside the stomach caused by dietary indiscretions,
or eating too much or at the wrong time.” A com-
prehensive review of folk illnesses and their overlap
with biomedical illnesses is provided elsewhere.®
Knowing the symptoms of common folk illnesses
and how they overlap with biomedical conditions
can aid the pediatric emergency care clinician in
cbtaining accurate medical histories and in formu-
lating a differential diagnosis.

Parent Beliefs and Practices

Certain parental beliefs and practices can delay
or complicate the emergency care of children. For
example, among Mexican-American mothers in San
Diego, only 35% primarily used thermometers to
determine whether their child had a fever; the
other two-thirds primarily or exclusively used
touch or visual observation.” Mothers who did not
regularly use thermometers for fever assessment
were significantly less likely to take their febrile
child to see a physician, but significantly more
likely to have had their child hospitalized.® Use of a
thermometer is the only accurate way to determine
whether a child is febrile. All other methods, in-
cluding tactile and visual assessment, are inaccu-
rate and camnot predict serious illness. Without a
thermometer, parents may underestimate their
child’s temperature and be unable to determine
whether their child has a fever. This may lead to an
inahility to perceive the need for medical evaluation
and may delay appropriate assessment and treat-
ment. Interventions to ensure universal thermome-
ter ownership and use may include assuring
competency in thermometer use during patients’
ED visit.

In a study of fever beliefs and practices among a
multiethnic and socioeconomically diverse sample
of parents, culture was found to influence parental

beliefs and practices concerning fever.'® Foreign- .

born and Latino parents in the study were more
likely to believe that folk illnesses cause fever and
use remedies other than antipyretics, such as Va-
porub (Proctor and Gamble Co, Cincinnati, OH)
and rubbing alcohol, to treat a fever.

Clinicians should consider inquiring about foll
illness beliefs and practices concerning fever, em-
phasize proper fever management and thermome-
ter use to diverse populations during acute care
visits for febrile illnesses and other relevant condi-
tions, and ensure the availability of such informa-
tion in all languages commonly spoken by families
in surrounding communities.

Belief in Folk Healers and Use of Potentially
Harmful Remedies

In cases where parents believe that their child’s
condition is caused by a folk illness, the first pro-
vider contact may not be a biomedical health care
provider, causing delay in medical evaluation. Con-
current use of folk healers and physicians is not
uncommon,”**12 and can cause tension for parents
about whether to give their children folk remedies
or prescription medications.’® Folk healers often
are the first and preferred choice for pediatric care
when children are believed to have foll illnesses.”
Parents are frequently dissatisfied with physicians’
treatment of folk illnesses, and sometimes believe
that biomedical treatment of these conditions is
ineffective, 115

In addition, some foll remedies and treatments
may be harmtul. For example, multiple cases of lead
toxicity and death have been documented among
children whose empacho was treated with pow-
dered folk remedies containing high concentrations
of lead oxide.*®"” These findings indicate that cli-
nicians should ask parents about folk illness beliefs
and practices. When harmful folk remedies are en-
countered, the clinician should explain the poten-
tial harm, suggest culturally-acceptable harmless
alternatives (such as herbal teas), and determine
ways that parents can administer both biomedical
and ethnomedical therapies.”*8

Issues_in_the Emergency Department

Accurate History and Diagnosis

Multiple studies demonstrate the wide range of
adverse consequences that limited English profi-
clency (LEP) can have on health and use of health
services in the pediatric ED, including impaired
health status,’>* a lower likelihood of having a
usual source of medical care,™®2! non-adherence to
medications,* a greater likelihood of a diagnosis of
more severe psychopathology and leaving the hos-
pital against medical advice among psychiatric pa-
tients,” a lower likelihood of being given a
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follow-up appointment after an ED visit,** an in-
creased risk of intubations among children with
asthma,®® a greater risk of hospital admissions
among adults,?® an increased risk of drug compli-
cations,”” longer medical visits,®*?° higher re-
source utilization for diagnostic testing,*® lower
patient satisfaction,***°>! and impaired patient un-
derstanding of diagnoses, medications, and follow-
1p. 32,33

A recent study by Hampers et al*” in a pediatric
ED found that LEP patients with no interpreter and
those with untrained, ad hoc interpreters were sig-
nificantly more likely than English proficient pa-
tients to have medical tests done, higher test costs,
be hospitalized, and to receive intravenous hydra-
tion. In contrast, numerous studies document the
positive impact that both trained, professional in-
terpreters and bilingual providers have on LEP pa-
tients’ quality of care. LEP patients who have
trained, professional interpreters make more out-
patient visits,34 receive and All more prescrip-
tions,** do mnot differ from English proficient
patients in test costs or receipt of intravenous hy-
dration,*® are less likely than English proficient
patients to have laboratory tests done,*® have out-
comes among those with diabetes that are superior
or equivalent to English proficient patients,*® and
have high satisfaction with care.*”* LEP patients
who have bilingual providers ask more questions,>’
have better overall information recall,®® are more
comfortable discussing sensitive or embarrassing
issues,*” have less pain and better physical func-
tioning, psychological well-being, and health per-
ceptions among those with hypertension or
diabetes,”® and have high patient satisfaction.®®

Trained medical interpreters should always be
used for LEP patients and their families. A recent
study of pediatric encounters in a hospital clinic
found that errors in medical interpretation are
common and that those committed by ad hoc in-
terpreters (including nurses, social workers, and
siblings) are significantly more likely to have poten-
tial clinical conseguences than those comimiited by
hospital interpreters.** This study also indicated
that interpreter errors are probably a previously
unrecognized possible root cause of medical errors.
In this study, several documented common mech-
anisms for medical errors were observed among the
interpreter errors of clinical consequence, includ-
ing being told to use the wrong dose, frequency,
duration or mode of administration of drugs and
other therapeutic interventions, and omitting rele-
vant clinical information on drug allergies and the
past medical history, These findings suggest that for
LEP patients, providing qualified, trained medical

interpreters may be an important means of reduc-
ing medical errors and improving the quality of
medical care.

State-of-the-Art Evaluation and Effective
Treatment

Several folk treatments administered at home for
common childhood symptoms can result in elinical
findings that can be confused with child abuse,
including cupping, used by Latino families to treat
pain, fever, poor appetite, and u::ml,t__i,estion,‘?2 and
coin rubbing, used by Asian families to treat several
illnesses including seizures, headaches, and myal-
gias.* Failure to recognize the clinical presentation
of these treatments can result in child abuse eval-
uations and involvement of child protective ser-
vices that are unnecessary, costly, and emotionally
traumatic to families.

Two other parent/patient beliefs and practices
illustrate how cultural misunderstanding can lead
to costly and unnecessary evaluations. Parents
from certain Middle Eastern countries may give
their infants fenugreek teas to reduce flatulence
and prevent fevers.** Because fenugreel seeds im-
part a “maple-syrup” aroma to the urine, the unin-
formed clinician may perform expensive and
superfluous emergency evaluations to rule-out ma-
ple syrup urine disease, as has been reported.’® A
recent study revealed that infant head molding, the
application of pressure or bindings to cranjal hones
to alter their shapes, is practiced by varions Carib-
bean, Latino, Buropean, African-American, Asian,
and Native American groups to promote the infant’s
beauty, health, or intelligence.”® Clinicians need to
inquire about infant head molding, because failure
to do so could lead to unnecessary evaluations for
dysmorphism or craniosynostosis, and none of the
30 parents in this studv told their child’s physmlan
about this practice.*

Several studies document biased attitudes
among some health care providers that can affect
the quality of emergency care for children. For
adolescent girls presenting to the ED with abdomi-
nal pain, ethmicity is a significant determinant,
along with age and socioeconomic status, of
whether physicians obtain sexual histories.*® Mul-
tivariate analysis revealed that physicians signifi-
cantly more often obtained sexual histories on
African-American and Hispanic girls (88%) com-
pared with whites (50%). For girls < 15 years old,
100% of minority but only 44% of white girls were
asked about sexual activity. In a study of white
psychotherapists in which two case histories were
presented that were identical except for the race of
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the adolescent boy (white vs black), the therapists
gave significantly lower ratings for the black adoles-
cent for the clinical significance of 8 of 21 patho-
logical behaviors.*” White therapists, thus, were
less distressed about a black adolescent beating his
girliriend, stealing cars, mistrusting the inter-
viewer, and hating his mother, supporting the in-
vestigator’s hypothesis that mental disorders in
black adolescents are under-diagnosed because
their pathological behaviors are rated less severely.

Dramatic ethnic and racial disparities among
children have been documented for prescription
medications, the use of analgesia, and diagnostic
evaluation. Data from the National Medical Expen-
diture Survey reveal that among children 6-17
years old who made outpatient visits, only 52% of
African-American and 53% of Latino children re-
ceived prescriptions, significantly less than the 66%
of white children.*® These differences persisted af-
ter adjustiment for relevant covariates (poverty,
health, and the number of physician visits made).
Several studies in the United States reveal ethnic
disparities in asthma medication prescribing prac-
tices.**® Among children with asthma in the Mich-
igan Medicaid system, African-Americans reccived
medical care more frequently but asthma medica-
tions less frequently than white children.*® Among
preschool children hospitalized for asthma at a ma-
jor US children’s hospital, Latinos were 17 times
less likely than whites or African-Americans to be
prescribed a nebulizer for home use at discharge,
after adjustment for relevant covariates.5

Among adolescent and adult patients treated for
long-bone fractures in a Californja ED, a signifi-
cantly greater proportion of Latinos (55%) than
whites (26%) received no analgesia, and whites
were significantly more likely than Latinos to get
oral, narcotic, and non-narcotic analgesia."! After
adjustment for relevant covariates (including injury
type, language, and insurance status), Latinos had 7
times the odds of receiving no analgesia, compared
with whites. In a study of children and adults hos-
pitalized for open reduction and internal fixation of
limb fractures, researchers found that whites re-
ceived significantly higher doses of narcotic analge-
sics (22 mg/day of morphine equivalents) than
blacks (16 mg/day) and Latinos (13 mg/day), differ-
ences that persisted in separate analyses for oral or
parenteral route and after adjustment for relevant
covariates (such as insurance status and number of
diagnoses).™2

Among children with gastroenteritis evaluated in
the ED of a major children’s hospital, Latinos were
significantly less likely than white and African-
American patients to have diagnostic laboratory

tests and X-rays> After adjustment for age and
disease characteristics, white children had twice
the odds of having > 2 diagnostic tests sent and
triple the odds of having X-rays done, compared
with Latinos. Finally, a recent study found racial
differences in the evaluation and reporting of pedi-
atric fractures for child abuse in a retrospective
chart review of 388 children younger than 3 years
hospitalized for an acute primary skull or long-bone
fracture.’* Reports of suspected abuse were filed for
22.5% of white and 52.9% of minority children r<
.001). Minority children aged at least 12 months to
3 years (toddlers) had 8.75 times the odds of having
a skeletal survey performed compared with their
white counterparts, even after controlling for insur-
ance status, independent expert determination of
likelihood of abuse, and appropriateness of pet-
forming a skeletal survey. This group of children
was also more likely to be reported to child protec-
tive services compared with white toddlers, even
after controlling for insurance status and likelihood
of abuse,

Understanding a Child’s Diagnosis,
Treatment, and Follow-up

Language problems and low literacy can adversely
affect a patient’s understanding of their diagnosis and
adherence to therapy and follow up.*5® Trained med-
ical interpreters should be used to review discharge
and follow-up instructions with LEP families. In addj-
tion, EDs should ensure the availability of written
discharge information in all languages commonly spo-
ken by families in surrounding communities and writ-
ten at the average population reading level.

Summatry

This review highlights how culture and language
can be clinically important in the emergency care
of children. By providing culturally and linguisti-
cally appropriate services to children in the ED,
clinicians can improve patient-provider commumni-
cation regarding folk beliefs and practices, diagnos-
tic evaluations, treatment plans, and follow-up.
Enhancing communication through the use of
trained interpreters can also improve the quality of
emergency care for LEP parents and children and
may reduce racial and ethnic disparities in health
and use of services. The conceptual model pre-
sented in this article can be used to assist pediatric
emergency care clinicians in providing culturally-
competent care and provide a framework for under-
standing unique cultural and linguistic attributeg of
each patient, regardless of the patient’s ethnicity.
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TABLE 1. An Approach to Providing Culturally-Sensitive Emergency Care*

Methods of Providing Culturally-Sensitive Care

Mechanisms for Accomplishing Task

[. Be aware of folk illness beliefs in a patient's cultural
group

2. Assess [ikelihood that a patient will act on specific folk
iliness beliefs during illness episode

3. Negotlate between blomedicine and folk medicine

® Sensitively ask patients and staff members from diverse
ethnic communities about follc illness beliefs and practices
® Consult available published literature

® Non-judgmentally inquire about folk beliefs

® Inquire by explaining that you are aware that a given follk
illness exists that doctors may not know about; ask
whether the patient has heard of it, and if so, whether
their child has it now, what the symptoms are, how one
treats it, and who treats it

® Suggest repiacing harmful ethnomedical remedies with
culturally-acceptable alternatives

® |ntegrate harmless ethnomedical remedies into biomedical
treatment plan

* Adapted from Pachters! and Flores.

Clinicians’ sensitively asking about and respond-
ing to folk illnesses may improve a patient’s satis-
faction with care and adherence to therapy.
Becanse patients sometimes practice parallel utili-
zation of biomedical and folk therapies, it is also
important for clinicians to be aware of folk beliefs,
healers, and remedies, and the frequency of their
use for particular illnesses, Table 1 describes a sim-
ple, practical, culturally-sensitive approach that the
pediatric emergency clinician can use to inquire
about folk illnesses, determine whether any harm-
ful ethnomedical remedies are being used, suggest
replacing harmful ethnomedical remedies with cul-
turally-acceptable alternatives, and integrate harm-
less remedies into the biomedical treatment plan.

According to the 2000 census, approximately 47
million people in the United States speak a language
other than English at hiome, and 21 million are
limited in English proficiency.®® It is thus increas-
ingly likely that pediatric emergency clinicians will
care for LEP patients and their families. Given the
long list of potential adverse clinical consequences
that face LEP patients and their families when they
lack adequate interpreter services, -clinicians
should work closely with their institutions and
communities to ensure that trained interpreter ser-
vices, linguistically-appropriate signage, and multi-
lingual prescription labels and handouts are
available in their institutions for all LEP patients,
Although several federal and state initiatives man-
date access to adequate interpreter services for all
LEP patients® and prohibit discrimination against

LEP persons,>® few states in the United States cur-
rently provide third-party reimbursement for inter-
preter services. Massachusetts recently passed the
Emergency Room Interpreter Services Bill that re-
quires every acute care hospital to provide “inter-
preter services in connection with all emergency
room services to every non-English speaker who is
a patient or who seeks appropriate emergency care
or treatment.”™ A crucial area for pediatric emer-
gency care policy is for pediatric emergency clini-
cians to advocate for similar initiatives in their own
states, including third-party payer reimbursement
for interpreter services by Medicaid, managed care,
and private insurance, Indeed, states who elect to
adopt language assistance as a covered health care
service under their state plan can receive a greater
than 50% cost match-based on its Federal Medical
Assistance Percentage.

Finally, emergency clinicians should also be fa-
miliar with how to work with trained interpreters to
overcome patients’ language problems. Selected
guidelines for the effective use of interpreters are
summarized in Table 2. In addition, to ensure high-
quality care for LEP patients, EDs should consider
providing multilingual patient educational hand-
outs, consent forms, and instructions, and shounld
work with their institutional pharmaecies to ensure
that prescription labels and instructions are avail-
able in the principal languages spoken by patients
and theijr families. Other effective measures to pro-
vide culturally and linguistically appropriate care to
patients include educating medical students about
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TABLE 2. Guidelines for the Use of Medical Interpreters in the Pediatric Emergency Department*

Interpreter Choice

® Always use trained interpreters unless you are thoroughly fluent in patient’s language

® Avoid using untrained staff, bilingual strangers, children, or adult relatives as interpreters because of potential problems with
accuracy, confidentiality, disrupted social roles, and medical terminclogy

Interpreter Use

@ Speak to and maintain eye contact with patient/parent, not interpreter

® Asl interpreter to translate as literally as possible

® Emphasize key instructions and explanations by repetition

® Have patient/parent repeat information through back translation to verify quality and comprehension

At the End of Medical Visit

8 Ask interpreter to write a list of instructions for the patient/pareént

® Indicate to pharmacists that prescription instructions should be printed in the patient/parent’s language

® Ask interpreter to accompany patient/parent to schedule follow up appointments with receptionist

* Information from Flores et al4

cultural and linguistic issues in pre-clinical years

and residents and fellows during residency training

through case-based teaching sessions.®”

In conclusion, multiple studies document that
providing culturally competent, linguistically ap-
propriate care in the pediatric emergency depart-
ment results in enhanced patient satisfaction, lower
costs, optimal health processes, outcomes and use
of resources, and a superior quality of medical care.
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