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| nt roducti on

Race, Ethnicity and cultural factors are explosive issues as they
affect the delivery of nedical care by the health care provider
and acceptance of treatnment by the patient. Wile many people
have strong opinions, few discuss this topic openly for fear of
being |l abeled as racially intolerant or even a racist or bigot.

It is just not politically correct to suggest that one or nore or
these factors (race, ethnicity and culture) mght partially
explain the type and |evel of nedical care provided and help
explain an injured workers' response to chronic pain and the
treatment of various neuronuscul ar and skeletal injuries.

However, | believe that it is very inportant to determne if any
of these factors do play a role in how physicians provide nedical
care or how injured workers respond to chronic pain and
treatment. To ignore this issue would be a disservice to our
patients as treatnent approaches mght differ or be nodified
depending on the extent of such factors. You cannot fix a problem
until you recognize that it exists.

Pain is a conplex phenonenon, influenced as nuch by personal
hi story and values and cultural traditions as by genetic factors,
physiological injury and disease. The multiplicity of factors



that influence the perception and expression of pain take on
special inportance in the health care setting, where pain becones
an interpersonal experience between the patient (sufferer) and
t he physician (reliever). How pain is viewed and presented by the
patient and understood by the provider determnes in |arge
nmeasure how it is recognized or valued and, ultimately, howit is
treat ed.

For health care providers, opinions regarding race, ethnicity,
cul ture, gender and socioeconomc status nmay unduly and
i nappropriately bias how they relate to and treat the patient. To
ignore these facts about the providers and receivers of health
care is to pronote inefficient and poor nedical care and |ess
t han opti mal outcomes fromtreatnent.

The reality is that people interpret and react differently to
heal th synptons, including pain, based on their |ife experiences
and their cultural norns. People have different beliefs regarding
whether it's good or not good to be experiencing pain. They may
use different coping strategies or styles when they encounter
pai nful situations.

Providers are no different and react to patients based on |ong
hel d biases and preconceptions. Stoic or conpliant patients nay
be viewed as “good patients,” therefore they are appreciated.
Expressive patients may be viewed as “conplainers” or synptom
magni fi ers who are exaggerating pain. Expressive patients may be
“puni shed” by being described as overall being somatically
preoccupi ed.

For this article, | reviewed the scientific literature and spoke
with many healthcare providers and people involved in the
California Wrkers' Conpensation system regarding race, ethnic,
cul tural and soci oeconomc issues as they relate to chronic pain

evaluation and treatnent for injured workers. However, | take
full responsibility for the opinions expressed in this article.
Your opinions and coments are welconme as well and wll be

printed in future OACE i ssues.
The Under Treatnent of Pain

Pain is wdely recognized as under treated in the United States,
but there are certain groups in which under treatnent is a
particular problem Al the underlying reasons have not been
t horoughly ascertai ned, race and ethnicity appear to be factors.

Studi es have shown that racial and ethnic mnorities are at a
hi gher risk of the ineffective treatnent of pain. \Wile access
to health care and insurance nmay be responsible for sone
disparities in treatnment, the problem appears to be conpl ex.

Several studies have shown that the wuse of analgesics in
energency departnents is influenced by ethnicity. 1In one study,
H spanic patients with long bone fractures were twice as |ikely



to receive no analgesics. This disparity could not be explained
on the basis of gender, |anguage, or insurance status, severity
of the fracture, or physician characteristics such as gender or
their own ethnicity.

One study revealed African-Anerican patients were less likely
t han Caucasian patients to receive analgesics in the energency
departnment despite simlar reports of pain. Another study
identified ethnic and racial disparities in pain treatnent for
cancer, post operative of |ow back pain.

The causes of pain under-treatnent are varied and this under-
treatment afflicts some nore than others. Wat divides sonme from
the others is not |imted to one factor, but particularly
di sturbing factors including race, ethnicity, cultural factors
and soci oeconom c status.

Pai n and Human Bi ol ogi cal Diversity

Human responses to pain are highly variable. That variability,
however, does not appear to reflect population differences in the
anat ony and physiology of pain in ternms of race or gender.

Al t hough people may differ in how they respond to pain, it has
never been shown that these dissimlar responses reflect
differences in biologic nechanisns. Rather, they appear to
reflect cultural expectations and psychol ogi cal predispositions
whi ch are powerful predictors of health-rel ated outcones.

While genetic racial differences exist for certain disease
states, it is not race itself, but rather racism poor education
and poverty that accounts for nobst docunented differences in
heal th status and nedical care inequalities between mnority and
maj ority groups, between the uneducated and the highly educated
and between culturally disparate groups.

Many ant hropol ogi cal studies have exam ned differences in pain
perception based on cultural, racial and ethnic differences.
Patients describe their pain in affective terns that vary wth
ethnicity. One study suggested pain responses within ethnic group
are shaped by surroundi ng culture.

In general, raci al and ethnic mnority populations and
particularly the uneducated or those with a |anguage barrier or
maj or cultural differences from the Anmerican mainstream are at
higher risk for ineffective treatnment of pain. Nunmerous studies
have reveal ed that these groups often receive different and | ess
opti mal managenent of their healthcare.

Definitions
| t is difficult to isolate racial, ethnic and cul tural

differences from socioeconomc disparities as they are
intertwined in this country.



Race is not a scientific category but a social construct that is
used to define populations that have distinct physi cal
characteristics and different ancestral roots. Mst scientists
now view skin color, eye color, hair type, and other outward
signs associated with race as variations insignificant at the
| evel of the genes. Human migration, intermarriage, and genetic
variation nmean that groups of people are rarely honbgeneous.
Africans, Hi spanics, Caucasians, and Asians (to name the nost
common raci al designations) show wi der genetic differences within
groups than across groups.

Ethnicity, sonetinmes enployed as a soft synonym for race,
i nspires simlar conf usi ons. Some et hni c gr oups show

physi ol ogi cal and norphol ogi cal distinctness, such as variations
in drug netabolism and in nuscle enzyne |evels after exercise
Such genetic variations, however, do not tell us what we nmean by
ethnicity.

Ethnicity remains a concept in dispute. Labels such as white,
Asi an, Latino, Afro-Caribbean, and black constitute a |oose and
i naccurate "shorthand" devel oped for non-scientific purposes.

Ethnic identity contains an irreducible elenent of persona
choi ce. | ndi vi dual s can, and do change their et hni c
identification.

It is no longer possible (if it ever was) to discuss ethnicity as
the changeless, solid attribute of fixed and solitary groups.
Li ke race, ethnicity is a social construct; dynam c rather than
stati c.

Ethnicity inplies a common |anguage or religious tradition,
shared origins or social background, and shared culture and
traditions that are distinctive, maintained between generations,
and conducive to a sense of identity and group. This suggests
that ethnicity is inseparable from shared social experience or
cul ture.

Ethnicity conmbines race and culture in that ethnic groups are
groups that include people because of their culture and custons
(language, dietary, marital, religious), and are related to
ancestry.

Culture refers to thoughts, comunications, actions, beliefs, and
custons of specific social groups (infers social and behaviora
influences) and 1is defined as the totality of socially
transmtted behavior patterns, arts, beliefs, institutions, and
all other products of human work and thought. Culture, not race,
ethnicity or genes, shape patterns of behavior to determne
perceived sensitivity to pain and how individuals seek, obtain
and receive nedi cal care.



Soci oeconom c status refers to an individual's or group's
position within a hierarchical social structure. Socioeconomc
status depends on a conbination of variables, i ncl udi ng
occupation, education, incone, wealth, and place of residence.

The I npact of Race & Ethnicity on Medical Providers

Medi cal encounters are not inmune fromthe dangerous conseguences
that sonetimes flow from racial and ethnic differences and
stereotypes. The race, ethnicity, <cultural or socioeconomnc
aspects of patients may have significant inpact on how clinicians
assess and treat their pain.

There is a tendency for nost people to see their own culture as
the “center of the world.” There is an inherent assunption that
what we know is the “truth” and every other viewoint is a
deviation fromthe truth

Wen the goals of the physician and that of the patient are
simlar, the treatnent course is snooth. But when the physician
has a certain treatnment path in mnd and if the patient is viewed
as not entirely cooperative or enthusiastic, the physician may
start to feel that the patient is an inpedinent to successful
treatment or "non-conpliant."” This perceived |ack of cooperation
or enthusiasm may be related nore to msunderstanding due to
| anguage barriers and/or cultural factors as well as to different
bel i ef systens.

Physi ci ans and nurses also belong to ethnic groups. They bel ong

to subcultures, including the subculture of nedicine, where
ingrained attitudes toward particular ethnic groups nay have a
powerful inmpact on how those individuals are treated. More

inportantly, each healthcare provider brings to each encounter
|l ong established biases towards patients that affect how they
interpret the clinical presentation and how they then provide
care for those individuals.

The doctor arrives at the patient's bedside with pre-conceived
notions about the patient's needs for pain treatnent that are
tied to race, ethnicity and cultural factors and not to the
illness per se. Wiat is worse is that there are no data to
suggest that such perceptions are accurate, nor are physicians
even aware of their behavior.

It is not surprising that sonetinmes interactions between health
care providers and patients results in intercultural conflicts
where both doctor and patient have difficulty understanding the
other’s point of view

Al though it is not talked about openly, sone physicians are
avoided for consultations because they have a reputation for
bei ng bi ased against certain personality types, patients who are
mar kedly overweight, certain sexual orientations or certain
et hni c group(s), etc.



If in a clinical encounter, the physician focuses exclusively on
nmedi cal and | aboratory information and | ays out an assessnment and
plan that does not take into account the cultural and
soci oeconom ¢ aspects, the physician's ability to predict the
patient’s response to treatnent will be poor. So in essence the
physi cian may be creating a "non-conpliant" patient.

The physician needs to inquire about the patient’s perspective on
their illness experience and what it nmeans to them physically,
psychosocially, cognitively, functionally and spiritually. The
patient’s |long-termgoals, hopes and dreans need to be identified
along with how their beliefs help themcope with their illness.

As a pain specialist for over thirty years, | have conme to
understand the disconnection between pathology and a patient's
perception of dysfunction and disability. W see sone individuals
who insist on working despite the nost significant pathol ogy and
others with little or no pathol ogy who present as incapacitated.

Cul tural Factors Affecting Pain Treat nment

There is fairly clear evidence that mnority patients are likely
to receive |l ess adequate pain relief (acute or chronic). African-
American and Latin-Anericans are three tines nore likely to have
i nadequat e anal gesia than non-mnority patients.

Because of their beliefs, attitudes & behavior, mnority pain
patients nay be perceived as needing | ess pain nedications. There
are also |anguage  barriers. As noted previously, pai n
practitioners’ beliefs and attitudes al so affect pain assessnent.

Heal t hcare providers may be nore concerned about addiction of
mnority patients. Research al so suggest |ess frequent follow up
of mnority patients.

Mnority patients are nore often econom cally disadvantaged, and
may face the dilemma of choosing between paying for nedications
or other necessities. They may have no health coverage at all or
coverage with inadequate reinbursenent for the care prescribed.
Because of concerns about theft and viol ence, pharnmacies |ocated
in mnority nei ghborhoods nmay not stock opioid anal gesics.

The disparity in treatnment could also be due to greater
difficulty by the physician in assessing pain because of |anguage
and cultural barriers along with |lack of health literacy and poor
education as well as the inability or failure to advocate for
one's health. |Inadequate nmedical care may result from the
patient’s fear of aggressive treatnment or the lack of expertise
at the sites that treat patients belonging to ethnic mnority
gr oups.

Pain & the Injured Wrker



Pain is difficult enough to treat w thout adding the conplexities
of the workers' conpensation system In this system we have gone
beyond a sinple doctor-patient relationship and added clains
exam ners, enployers, attorneys, nurses and nedical | ega
eval uators. W have added issues of causation and apportionnent,
tenporary disability and permanent and stationary status and
awards for loss of ability to conpete in the open |abor market.

We have vendors hawking various costly wares and services such as
drugs, inplanted spinal stinmulators and punps, electrical type
devices and of ~course, injections, various procedures and
surgeries at hospitals and surgicenters, and pain clinics.

Injured workers often get caught up in a nmaelstrom of enotions
including entitlenent, anger, and fear along with a sense of
various | osses (job, financial security, recreational activities,
normal famly life, etc).

Thrown into this mx are issues of race, ethnicity, culture and
soci oeconomi ¢ st at us.

| remain highly discouraged by the often provided passive,
palliative and prolonged treatnent approaches provided to many
injured workers that seemto result in everlasting disability and
dysfuncti on.

When we consider the goal of the workers' conpensation systemto
be one of returning people to optimum health and back to gai nful
enpl oynent, we clearly fall short for many injured workers.

Physiatrist Dr. Allen Kaisler-Meza of San Jose provided the
foll ow ng excerpted comrents.

The barriers with conmunication between non-English speaking injured workers
and their primary English speaking doctors has a significant inmpact on their
care. Inmmigrants learn pretty quickly that the one word that gets attention
fromdoctors is "pain." But they don't have the skill to explain the specifics
of their pain. In other words, they use the word pain to signify any conpl ai nt
they may have and generalize every body novenent as "painful." Educated
Engl i sh speakers can describe their pain as related to a particular activity
or body position or body part. They can add adjectives such as soreness,
fatigue that often get lost in translation

The Hispanic (Latino) culture and even the |anguage itself pronotes the
"enotional." W use our hands a lot, we touch a lot, we speak |oudly, our
facial expressions change with each passing sentence. Many Anglo (or non
Romantic) doctors seemto think this is exaggeration or sonme other character
fl aw.

There is a rich tradition in Asian and Latino societies of "passive"
treatment. Passive treatnent is an abhorrence to American doctors and society.
We demand activity and since we admire the individual, we push the patient to
treat hinmself! This is not how illness is treated in other cultures. It
focuses on treatnent such as massage, herbs, acupuncture, praying and
comuni ty.



Applicant attorney M. Jim Conzalez of Salinas provides the
foll ow ng excerpted comrents.

Pain and the reaction people have coping with pain is influenced by culture
and | anguage - especially when a doctor has to treat sonmeone of a different
| anguage and cul ture.

Language is not just literal. It is also nannerisns, beliefs, body |anguage,
respect, etc. Wien a patient is asked by a doctor, through an interpreter

what do you feel, describe the pain, how does it affect you - there is that
one degree of separation having to work through an interpreter which has to
nmake the communication of the feeling and affect of pain that nmuch nore
difficult to conmuni cate to and understand by the doctor asking the questions.

Raci sm or preconceived notions by the person treating and the person being
treated, based on stereotypes in the mind of the doctor, nurses, therapist and
the patient, is the nost delicate issue to deal with and acknow edge. Peopl e
seened to pussyfoot around the subject of racismand are afraid to cone face
to face with the fact that people are racist and do have stereotypes and do
feel nore confortable with their "own kind," their own click, there own socia
and educational equals.

Di seases don't happen in isolation. Diseases happen to people. Just as the
di sease changes the patient, so too does the patient’s personality and culture
af fect the disease process and the way it manifests in that patient.

Culture is much nore than just race, ethnicity or country of origin. In fact,
race and ethnicity are just sonme of the facets that help understand the
nmeani ng of culture. Culture is a dynamc frane of reference that devel ops as a
group of individuals grow and evolve together over time. Culture is like an
arrangenent of |lenses through which people view the world and try to
understand it.

The data gathered during any conmunication are processed at multiple levels
through these cultural filters, which are very specific for each individual

The final end product of this processing is the “neaning” that is ascribed to
the comunication. That is to say, the neaning is not only influenced by what
was said but also to whomit was said and by whomit was said. The meaning for
the nost part rests in the person and not in the utterances. This then inplies
that people can have simlar neanings only to the extent that they have had,
or can anticipate having, similar experiences. So, nobst physicians can only

guess at what it neans to a patient to have to live with a chronic illness and
how this may alter the cultural filters of the patient and thereby the process
of finding meaning in the illness process.

Physiatrist Dr. Vanessa Otiz of San Mateo provided the follow ng
excer pted comments.

In regards to the very inportant yet daunting topic of racial, ethnic, and
cultural differences in the pain experience, being aware of how these

di fferences inpact both the experience and expression of pain is a very

i mportant aspect of providing good medical care and is unfortunately an area
which is all too often neglected in both the education and practice of npst
physi ci ans.

| ama Latin-American of Puerto Rican heritage; | amalso a physician. M
personal experience has been that Latin-Anericans as a whol e deeply admre,
trust and respect physicians, and | ook to physicians in an al nost "paternal"
way with regards to making vital medical decisions.

O course, it is very difficult to nmake broad generalizations with regards to
Lati n- Anericans because the Latin-American community is made up of nany
di verse segnments, with people comng fromsuch regi ons as Mexico, Cuba, Puerto



Ri co, Central Anerica and South Anerica. In addition, socioeconomc factors
often affect patient beliefs and attitudes towards physicians as well.

Summary & Concl usi ons

For all of us in the workers' conpensation arena, our mandate is
clear; to provide the best and nobst cost-effective care possible
to cure or relieve fromthe effects of the industrial injury. The
goal is to assist the injured worker in stabilizing nedically
while returning to gainful enploynment with the |east residual
disability that is possible.

In many case, unfortunately, race, ethnicity, culture and
soci oeconom ¢ status play a mmjor negative role in the nedica
care provided to injured workers. These issues not only affect
how the physician provides care but how the injured worker
accepts treatnment.

Health care providers need to be educated to avoid biases and
stereotyping while learning how to provide beneficial treatnent
in the context of the injured workers lifestyle and cultural
backgr ound.

A nunber of reasons have been suggested to account for ethnic and
racial disparities in pain managenent, including healthcare
provi der concern about potential drug abuse in mnority patients,
fewer resources with which to pay for analgesics, greater
difficulty accessing care and in filling anal gesic prescriptions,
and greater difficulty for physicians and other healthcare
professionals in assessing pain in mnority patients because of
di fferences in |anguage and cul tural background. |nadequate pain
managenent in mnority patients my also result from the
patient’s fear of aggressive treatnent, the patient’s lack of
assertiveness in seeking care, or Jlack of expertise in the
clinical setting where ethnic mnority receive treatnent.

There are a nunber of reasons for pain nanagenent disparities
ethnic/racial mnority patients which include:

The physician may have a perception of the patient’s race and
ethnicity, independent of any comunication with the patient,
that can influence the clinical decisions made by the health care
t eam This may particularly occur in the enmergency departnment
where physicians and patients have no established rel ationship,
the physicians’ and stereotypes maybe nore influential, and
consequently, pain may not be treated adequately.

The Healthcare providers level of fluency in the patient's
primary |anguage can be a significant factor in effect of
physi ci an-patient comunication, but there may be other aspects
besi des | anguage fluency that are inportant, since studies show
disparities in analgesic use even when |anguage fluency is
accounted for.



Race and ethnicity can be inportant cultural barriers in
pati ent s- physi ci an comruni cation. One study of African-Anerican
patients found that these patients reported |ess participatory
visits with their physicians than Caucasi an patients.

A nunber of factors may account for these problens. Heal t hcare
professionals may wunintentionally incorporate biases, such as
racial and ethnic stereotypes, in their interpretation of
patients’ synptons, predictions of patients’ behaviors, and
medi cal decision nmaking, or my lack of wunderstanding of
patients' ethnic and cultural disease nodels or attributions of
synpt ons. Anot her possibility is that physicians are often not
aware or have expectations of the visit that differ fromthose of
their patients. Patient factors such as |anguage barriers, |ow
health literacy, educational status or lack of self efficacy
regardi ng managi ng one’s health maybe nore preval ent anong et hnic
mnorities, and also contribute |less participatory visits.

Heal thcare professionals should be sensitive to patients

specific needs as well as their own biases, recognizing that they
may be influenced by race, ethnicity or culture. The United
States is a multicultural society. Healthcare professionals nust
communi cate effectively to persons who differ markedly in their
cultural beliefs and attitudes to provide effective nedical care.
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