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The Case for Cross-Cultural Communication as a Risk Management Issue

Being attentive and responsive to the individual needs of patients, regardless of their background, has always been a key to providing patient-centered care.
 
Given Washington state’s shifting demographics, healthcare providers are increasingly likely to be confronted with patients from diverse cultural and linguistic backgrounds, which adds a layer of complexity to effective provider-patient communication. 
Communicating effectively across cultural and linguistic boundaries is an important quality and risk management issue for primary care providers.

The quality of communication with patients affects both health outcomes and the financial bottom line. For example, communication impacts:
· Physiological measures such as blood pressure and blood glucose, pain control, functional status, symptom resolution, and emotional health.
, 
 

· The likelihood of patients adhering to medical advice. 3
· Patient loyalty—even influencing whether a patient perceives an adverse event as an “honest mistake” or “error.”
 

· A patient’s intent to sue.
, 
, 
 Better communication can lead to both fewer malpractice claims and reduced litigation costs.

Because cultural and linguistic differences often make communication more challenging, they can impact patient understanding and compliance 
, 
, 
 as well as patient satisfaction.
, 
 Studies have also shown that cultural and linguistic differences can impact patient perception of the quality of communication and the patient’s satisfaction, even when other measures of quality of communication are equivalent.
, 

Cultural and linguistic differences have played a role in expensive litigation.
, 
 R. Stephen Trosty, director of risk management at Mutual Insurance Corporation of America in East Lansing, Michigan, has said: “While we don’t usually see cultural ignorance specifically alleged in malpractice suits, it’s often part of what goes wrong.” 



Shifting Demographics

· In 2000, 1 in 5 Washington residents did not identify their race as “white alone.”
 It is estimated that the state’s racial and ethnic minority population will grow to 1 in 4 by 2010.

· 1 in 10 Washington residents was born outside of the U.S.19
· Almost 50% of Washington residents who were foreign-born entered the United States in the last 10 years. 19 
· 1 in every 4 foreign-born residents speaks English “not well” or “not at all.” 19
· In four counties (Adams, Franklin, Grant, and Yakima) more than 1 in 10 residents, regardless of country of birth, indicated they speak English “not well” or “not at all.” 19
· The percent of Washingtonians living in homes where a language other than English is spoken has steadily increased: 6.9% in 1980, 9.0% in 1990, and 14.0% in 2000. This statistic is expected to continue climbing.

Relevant Case Examples from Washington State

The following pages provide examples of cases that have occurred in Washington. These cases are not statistically relevant, but merely exemplify the types of situations that have arisen in this state. The intent of these case examples is not to advocate for or against cultural competency education, but to raise the level of awareness regarding the topic. Moreover, while these cases have rather straightforward linguistic components, it is reasonable to presume that other cases exist in which the cultural and/or linguistic components are more subtle.

Facts of Case 1
A Russian-speaking young adolescent male was seen by a family practitioner for evaluation of a foreskin tethering problem. At that time, he was referred to a urological surgeon who noted that the boy was uncircumcised and diagnosed a long, tight frenulum that was causing him pain. The surgeon advised the boy that the condition could be surgically resolved and also discussed doing a full circumcision. The boy and his family declined the circumcision but agreed to the frenulum release. On the day of surgery, the urologist performed a full circumcision. 

The boy and his family were upset that a full circumcision had been done. Circumcision is not a usual and customary practice in Russian culture. In the boy’s mind he was sexually mutilated. The urologist indicated that, through an interpreter, he had understood that the family agreed to a circumcision. He further indicated that he had not spoken to the interpreter; rather, he had spoken to the patient and explained the procedure and the patient had agreed. The urologist wrote to the patient, taking responsibility for the misunderstanding. 

Disposition of Claim
The case was settled for a moderate amount.

Risk Management Perspectives
In this case, the lack of understanding between the physician and patient resulted in a traumatized patient. While not many details exist pertaining to the circumcision discussion, it is likely that both a language barrier and a cultural barrier existed. Without an understanding of the Russian viewpoint regarding circumcision, it may have been difficult, even without the language barrier, to ascertain whether the young boy understood the procedure being discussed.

Facts of Case 2

A middle-aged Korean male came to see his wife’s OB/GYN about a vasectomy. Initially, there was some confusion about what medical procedure was to be done and the OB/GYN expected to perform a circumcision. This miscommunication occurred even though the doctor, his staff, and the patient conversed in their native Korean language. On the day of the scheduled surgery, it became clear that the patient had already been circumcised and it was determined that a vasectomy was to be performed. 

The vasectomy was unsuccessful as a blood vessel was cut rather than the vas deferens. This resulted in the patient experiencing extreme pain, bleeding, and swelling. He was unable to walk or work for over a week. At that time, the patient presented to the emergency room with a hematoma. He was discharged with a new antibiotic, pain medications, and orders to stay off work. Two weeks after surgery, the patient saw an urologist who reopened the incision to break up the blood clot. Three and a half months after the vasectomy, a semen test revealed live sperm. 

Disposition of Claim

The case was settled for a moderate amount against the OB/GYN.

Risk Management Perspective
Although the main concern in this case is the clinical performance of the unsuccessful vasectomy, there are underlying concerns about the communication between the patient and the OB/GYN. Interestingly, these concerns arose in a case where communication occurred in Korean, the native language of both the patient and the physician. Moreover, although the patient was emotionally upset over what occurred, he did not receive counseling because a Korean-speaking psychologist was not available. The patient did not choose to see an English-speaking psychologist with the aid of an interpreter because he did not believe that an interpreter would keep matters confidential and he was fearful of his situation becoming known throughout the entire Korean community.

Facts of Case 3
A 70-year-old Southeast Asian patient presented to a family practitioner with a history of fatigue, light-headedness, decreased appetite, shakes, and chills. The patient had been living with a relative for several months; the relative accompanied the patient to the doctor’s office and acted as the interpreter. Labs were performed but not received for over 10 days. By that time, the patient had returned to the family practitioner and was found to be hypotensive, confused, weak, significantly anemic, dehydrated, and with insufficient renal function. An ambulance was called and the patient was transported to the emergency room, admitted with a diagnosis of bacterial endocarditis, and antibiotic treatment begun. Shortly thereafter, suffering from severe aortic insufficiency, the patient was taken to the operating room for an aortic valve replacement but did not survive the operation.

The relative alleged that the hospital and the family practitioner failed to initiate antibiotics for endocarditis in a timely manner. The relative requested payment of almost $4,000 for burial expenses related to cultural customs. 

Disposition of Claim
The case was settled for a minor amount.

Risk Management Perspective
While the primary concern is the delay in diagnosis, the family practitioner was unable to determine the patient’s nationality and utilized a relative as an interpreter. The physician did not appear to have a policy and procedure for communicating with non-English-speaking patients. Relying on the relative for information was a risky practice and could have increased the risk of misdiagnosis.

Facts of Case 4
A deaf adult patient was an established patient of a physician at a clinic. Whenever this patient had an appointment with the physician, the clinic provided a qualified, licensed, and certified interpreter. However, on a particular occasion, when the patient’s spouse called to schedule an appointment for the next day, the clinic responded that although the physician had an opening the next day, the clinic could not guarantee that they could provide an interpreter on such short notice. The patient’s spouse indicated that the lack of an interpreter would be acceptable. 
The clinic subsequently contacted the agency it normally used to arrange for an interpreter only to learn that one was not available. At the patient’s suggestion, the clinic then contacted another agency who had an interpreter that could be available, but at a substantially higher cost. The clinic then gave the patient the option of either rescheduling the appointment so that they would have time to arrange for an interpreter or being seen the following day with the spouse and no interpreter. The patient chose the latter option. 
The physician’s chart notes indicate that he felt he was able to examine and treat the patient based upon his physical examination of the patient and information provided by the spouse. The patient later claimed that the doctor was abrupt when he gave sample medications and that the patient did not understand how to use the samples. The patient alleged that this would not have occurred if there had been an interpreter.

Subsequent to these events, the clinic decided to terminate this patient from the practice. About two years later, the patient filed a lawsuit alleging that the clinic was a place of public accommodation, had discriminated against the patient by not providing an interpreter during the visit, and had terminated the patient relationship as a retaliatory measure. 

Disposition of Claim
The case was settled for a moderate amount.

Risk Management Perspectives
This case is characteristic of the type of lawsuit that physicians may face in cases where interpreters are necessary. Although the patient’s formal Washington State Human Rights Commission case was denied for lack of a reasonable cause, the patient was still able to bring a civil lawsuit alleging discrimination against the clinic. From a risk management perspective, it is advantageous for practices to have a policy and procedure regarding interpreters, part of which is the determination and documentation of whether a patient’s appointment is for an urgent or emergent matter. One issue in the case was whether the clinic had a duty to provide an interpreter regardless of cost, which could depend on whether the appointment was urgent or not.

Conclusion

Shifting demographics and Washington-specific cases concerning cultural communication issues encourage an awareness of cross-cultural communication as a risk management issue among physicians. 
To start with, it is important that physicians recognize any biases and barriers within their practice. It is also critical that physicians know the demographics of their current patient population and the corresponding healthcare problems associated with that population. For most physicians, their patient population will have changed over the years to become more culturally diverse. Additionally, culturally competent care can be improved by implementing an interpreter program, developing a policy and procedure for using interpreters, and developing patient consent forms and educational materials in the primary languages of the cultural groups in your patient population
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