Patients’ Rights and Professional
Responsibilities:
The Moral Case for Cultural Competence

LYNNE D. RicHARDSON, M.D.

Abstract

A right to health care can be derived from basic ethical principles. The empirical evidence revealing
significant racial inequities in health status, access to health services, quality of care received and out-
comes of health services is reviewed. The need for health care providers to acquire cultural compe-
tence in order to fulfill their professional responsibilities is discussed; the insight, knowledge and disci-
pline required to function effectively in the context of cultural differences are described. The broader
implications of cultural competence for institutional and public policy, research and professional edu-
cation are outlinedKey Words: Ethics, cultural competence, minority health, physician-patient inter-
action, physician duties and responsibilities, outcomes, medical effectiveness, patient rights.

TwO AND A HALF DECADES AGO, When | was begin- health is necessary to an individual’'s availing
ning my medical education, there was a populahimself of any moral rights. Ultilitarians might
slogan: “Health care is a right, not a privilege.”assert that, since the preservation or restoration of
This assertion has been, to a large extent, accepthdalth is essential to an individual’'s ability to
into our collective view. Yet a sizable segment ofexperience good of any kind, ensuring health care
our population still does not receive health care. for each individual will result in the greatest bal-
have spent the intervening years as an emergenayce of good over evil. It follows that depriving a
physician. An emergency department provides aperson of the care required to restore or maintain
interesting perspective from which to view thehealth is unjust.

health care system. Emergency care is the only Severe threats to health can endanger life. So
type of health care to which access is guaranteabhorrent have we found the withholding of care in
by law in this country. It is, therefore, inevitable such extreme cases that we have legally mandated
that in the emergency department we see the faithe right to emergency care, regardless of an indi-
ures of the health care system; we see the resultglual’s ability to pay (1, 2). Furthermore, we have
of not having health care available to all. For vulimposed a legal duty to provide emergency care
nerable and disenfranchised populations, the emenpon both individual and institutional providers.
gency department is the health care provider oflowever, we have limited this duty of providers to
last resort, the safety net for a system which fosituations where care is believed to be necessary to

many does not work well. protect persons from immediate threats to life or
limb. This limitation would seem to have no basis
A Right to Health Care in either ethical principles or fiscal prudence.

Nevertheless, it is the current law of the land.
Perhaps because | am so often directly faced It is not my purpose here to engage in a
with those who have been denied health care,debate about whether we as a society can or
often reflect on this idea of a “right to health should provide health care to everyone. Surely
care.” It is not difficult to derive the right to we can agree that, as a commodity to which every
health care from basic ethical principles. Bothindividual can make a moral claim, whatever
teleological and deontological arguments for sucthealth care is available should be equitably dis-
a right can be made. Deontologists can argue thaibuted among the population. Equitable distrib-
ution, in the moral sense, requires the similar
treatment of similars (3). For purposes of distrib-
From the Department of Emergency Medicine, Box 1149, Mounjtive justice, it is necessary to take a nonmeritar-
Sinai School of Medicine, New York, NY. _ ian view; we have a prima facie duty to treat peo-
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vidual's life should be the same. Help should beslinical interventions (42). Although population-
provided according to need (4). specific effectiveness research is in its infancy,
It is morally wrong to deny any individual the extant data reveal racial differences in out-
health care. It is unjust to systematically deny icomes, even when intermediate and contextual
to certain groups of people. Denial of health car@ariables such as access, utilization, provider pro-
on the basis of race might be regarded as partictiles and socioeconomic patient characteristics are
larly repugnant in a society which has outlawedaken into account (43—45).
de jureracial segregation. However, there is no It is worth mentioning that there are serious
doubt that this is the situation in America today. methodologic issues which complicate the inter-
pretation of much of the data currently available
Minorities, Health and Racism on racial differences in health status, access, qual-
ity and outcomes (46—48). It has been convinc-
Philosophers from Socrates onward havengly argued that race is not useful as a biologic
emphasized the value of factual accuracy and cotaxonomy; intra-racial genetic variation exceeds
ceptual clarity as precursors to moral deliberatiorinterracial variation (49, 50). It is most useful to
and ethical reasoning (4). The current situation ofhink of race as a complex amalgam of biological,
racial minorities with respect to health and healtlpsychological, sociological and environmental
care is not a matter for ethical debate, it is a mattdactors (51, 52).
of empirical fact. A rigorous examination of the One frequently encounters the assertion that
available data leads inescapably to the conclusiominority groups’ differences in health can be
that significant racial inequities currently exist explained by differences in socioeconomic status.
with respect to health in this country (5-7). Although many find economic discrimination
The need for health care is unequally distrib-more palatable, it seems to me that socioeconomic
uted in the population. The poor health status oftatus is no more morally relevant than is race as a
certain racial groups is well documented both bycriterion for differential health care treatment. In
population-based data and numerous cohort studny case, the assertion is incorrect: race is not a
ies (8—11). Disease-specific indices demonstratgroxy for socioeconomic status. Studies reaching
greater mortality and morbidity among certainsuch a conclusion are invariably flawed in their
racial groups for heart disease and hypertensiosampling, their measures of socioeconomic status
(12-16), asthma (17, 18), end-stage renal disease their interpretation of the data.
(20), diabetes (21), cancer (22, 23), low birth  There is, in America, a statistical correlation
weight and infant mortality (24 —26), and between race and the three components of socioe-
HIV/AIDS (27-29). African Americans, Latinos conomic status: education, occupation and
and Native Americans have demonstrably pooreincome; there are also interactive effects of race
health status than white Americans (30—32). and socioeconomic status on health (53-55).
Furthermore, these same racial groups have/ithout elaborating upon the complex relationship
unequal access to health care. Financial barrierbetween socioeconomic status and race, it is fair to
logistical barriers, cultural, linguistic, organiza- summarize the existing literature in this way:
tional, institutional and systemic barriers dispro-when socioeconomic status is adequately mea-
portionately affect African Americans, Latinos sured and controlled for, racial differences in
and Native Americans (33—-36). Not only ishealth status, access, quality and outcomes persist.
access to health care for these racial groupBhe most compelling models for explaining these
unequal, but much of the evidence suggests thatacial differences in health among African
the gap is widening (37, 38). And for minorities Americans, Latinos and Native Americans hypoth-
who are successful in accessing health care segsize that racism, both individual and institutional,
vices, (according to a growing number of stud-plays a role in creating these differences (56 —58).
ies), the quality of the care received is unequal to | submit that racial minorities have been and
that received by whites (39—-41). It is true thattontinue to be wronged by the American health
the measures of quality currently available arecare system. | believe that we, as members of this
imperfect. However, it is likely that the measuressociety, have an obligation to correct this injustice
are biased in a way that minimizes the differencand that health care professionals have an even
between groups. Even so, they clearly indicatgreater obligation. As comfortable as it may be to
disparities in the quality of care received. attribute this wrong to “the system,” the system
Medical effectiveness research is a new conand the institutions that comprise it are ultimately
ceptual and methodological field of inquiry which the creation and the result of individual actions.
examines the patient outcomes associated wittVe must assume that, knowingly or unknowingly,



Vol. 66 No. 4 PATIENTS’ RIGHTS AND PHYSICIANS’' DUTIES—RICHARDSON 269

health care professionals have contributed to cuthe patient's needs and we must appropriately apply
rent racial inequalities in health and health care. our generalized knowledge to the specific situation.
We must be skillful communicators, good listeners
Responsibilities of Health Professionals and astute observers. We must respect each individ-
ual and we must be flexible enough to gain the
What, then, are the responsibilities of healthcooperation and participation of our patient.
care professionals with respect to racial minorities? Experienced clinicians may recognize that the
The duty of a health care provider to any patientraits required to achieve cultural competence are
includes several elements. The first is competencéhe same traits used to engender trust and satisfac-
We have a duty to acquire and maintain the skillsion in any provider-patient encounter. It is also
and knowledge necessary to provide care to ounteresting to note that arguments for cultural
patients. The second element of our profession@lompetence are not limited to ethical ones; one
duty to patients is respect. We must show respect faan make persuasive arguments that the effective-
patients’ autonomy and for the values and beliefsess of care and the financial success of the
upon which they base their choices and decisiongrovider or institution are enhanced by culturally
The third important element is the duty to be beneficompetent practitioners (60).
cent, to have compassion for each patient with The current racial inequities in health offer
whom we establish a professional relationship antiealth care professionals ethical challenges beyond
to act in that patient’s interest, rather than our own. the physician-patient encounter. We must work to
These professional responsibilities are recogehange institutional and public policies which result
nized by every statement of professional ethics frorm the perpetuation of race-based inequities in
the Hippocratic Oath to the current policy of thehealth. We must address these inequities through
American Medical Association. These professionabur research and develop strategies to improve the
responsibilities carry the weight of moral duty. health status and health care of racial minorities.
Clearly, health care professionals have an obligatiowe must ensure that our professional education
to provide competent, respectful and compassionafgrograms produce practitioners with the skills and
care to all of their patients, including those who aré&nowledge they will need to serve an increasingly
members of races other than their own. diverse population. On every level, we must work
| believe that achieving this goal involves theto eliminate the inequities in health status, access,
acquisition of cultural competence, that is, thequality and outcome among the different races,
ability to function effectively in the context of which currently characterize our society.
cultural differences. Development of cultural
competence begins with an honest and insightful References
inquiry into one’s own feelings, beliefs and values 1. Emergency Medical Treatment and Active Labor Act (EMTALA),
in order to detect internalized attitudes which may codified as amended at 42 U.S.C. §1395dd, 1990.
disadvantage certain patients. Cultural compe—z- Health Care Financing Administration EMTALA Regulations, 42

. .. . . C.F.R. Parts 488, 489, 1003, 1994.
tence requires sufficient professionalism to ensure& Sidgwick H. The methods of ethics. 7th ed. London: Macmillan and

that culturally, racially or ethnically biased atti- Co.. Ltd.- 1907.
tudes do not affect the care rendered to patientsy. Frankena WK. Ethics. Englewood Cliffs (NJ): Prentice-Hall, Inc.;
Cultural competence also requires knowledge. 1963.

Health care providers must have a kn0W|edge of5. Nickens HW. The role of race/ethnicity and social class in minority
ethnic and racial differences in health-related health status. Health Serv Res 1995; 30(1 Pt 2):151—-162.

. . . 1 6. Lillie-Blanton M, Laveist T. Race, ethnicity, the social environment,
b_ellefs and lcult_ural vaI_ue;, of ethnic and racial and health, Soc Sci Med 1996: 43(1):83—91.
differences _'n dlsease_ mC'_dence and_ prevalence7_ The Commonwealth Fund. National comparative survey of minority
and of ethnic and racial differences in treatment health care. New York: Harkness; 1995.
efficacy. Cultural competence demands ans. Manton KG, Patrick CH, Johnson KW. Health differential between
awareness of the effect of race on these issues and blacks and whites: Recent trends in mortality and morbidity.
integration of that awareness into one’s communi- __ Mibank Q 1987, 65(Suppl 1)129-198.

. . . 9. Office of Minority Health. Directory of minority health data
cation with and treatment of patients (59’ 60)' resources of the public health service; Report of the task force on

It is our responsibility as professionals to pro- minority health data. Rockville (MD): Department of Health and
vide effective, respectful and compassionate care to  Human Services; 1992.
every individual. It is our duty to overcome what- 10. Desenclos, JC_A, Ha}hn, RA Years of poteqtial life lost before age 65,
ever obstacles threaten to prevent our delivering of by race, Hispanic origin, and sex: United States, 1986 —1988.
MMWR Morb Mortal WKly Rep 41:13-23.
SUCh Ca_re (61)’ whether the Ob_St_aCIGS are.based Pln Nickens HW. Report of the secretary’s task force on Black and
racial differences or personal idiosyncrasies. We minority health: A summary and a presentation of health data

must have sufficient knowledge to correctly identify with regards to Blacks. J Natl Med Assoc 1986; 35:109—12.



270

12

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35

36

. Savage PJ, Harlan WR. Racial and ethnic diversity in obesity an87.
other risk factors for cardiovascular disease: Implications for
studies and treatment. Ethn Dis 1991; 1(2):200—211.

Howard BV, Welty TK, Fabsitz RR, et al. Risk factors for coronary 38.
heart disease in diabetic and nondiabetic Native Americans: The
strong heart study. Diabetes 1992; 41(Suppl 2):4—11.

Kenton EJ. Access to neurological care for minorities. Arch NeuroB9.
1991; 48(5):480—-483.

Joint National Committee. Report of the Joint National Committee
on detection, evaluation and treatment of high blood pressuret0.
Arch Intern Med 1988; 148(5):1023-1038.

Alpert JS, Goldberg R, Ockene IS, Taylor P. Heart disease in Native
Americans. Cardiology 1991; 78(1):3—12. 41.

Evans R. Asthma among minority children: A growing problem.
Chest 1992; 101(Suppl 6):369S—371S.

Weiss KB, Wagener DK. Changing patterns of asthma mortality42.
ldentifying target populations at high risk. JAMA 1990;
264:1683-1687.

Austin R. Asthma and the unmet needs of minorities. In: Bernstein B3.
Bernstein J, editors. Case studies in emergency medicine and the health
of the public. Boston (MA): Jones and Bartlett; 1996. pp. 152—157.

Feldman HI, Klag MJ, Chiapella AP, Whelton PK. End-stage rena#4.
disease in US minority groups. Am J Kidney Dis 1992;
19(5):397-410.

Haffner SM, Hazuda HP, Mitchell BD, et al. Increased incidence of
type Il diabetes mellitus in Mexican Americans. Diabetes Care46.
1991; 14(2):102—-108.

Baquet CR, Horm JW, Gibbs T, Greenwald P. Socioeconomic fac-
tors and cancer incidence among blacks and whites. J Nad7.
Cancer Inst 1991; 83(8):551 —557.

Evans LA. Black and white differences: Narrowing the gap in cance#8.
medicine. In Vivo 1992; 6(4):429—-434.

Binkin NJ, Rust KR, Williams RL. Racial differences in neonatal
mortality: What causes of death explain the gap? Am J Dis Child49.
1988; 142(4):434—440.

Geronimus AT, Bound J. Black/white differences in women'’s repro-50.
ductive-related health status: Evidence from vital statistics.
Demography 1990; 27(3):457 —466.

Nakamura RM, King R, Kimball EH, et al. Excess infant mortality
in an American Indian population, 1940 to 1990. JAMA 1991,
266(16):2244 —2248.

Chu SY, Peterman TA, Doll LS, et al. AIDS in bisexual men in the
United States: Epidemiology and transmission to women. Am J
Public Health 1992; 82(2):220-224.

Friedman SR, Sotheran JL, Abdul-Quader A, et al. The AIDS epidemic
among Blacks and Hispanics. Milbank Q 1987; 65(Suppl 2):455—499.

51.

Puerto Ricans and other Hispanics in New York City,

1981 -1987. J Acquir Immune Defic Syndr 1990; 3(6):644 —648.55,

McCord C, Freeman HP. Excess mortality in Harlem. N Engl J Med
1990; 332(3):173-177.

The Commonwealth Fund; 1995.

Washington (DC): U.S. Department of Health and Human
Services; 1991.

Ginzberg E. Access to health care for Hispanics. JAMA 1991,
265(2):238—241.

Brenner BE, editor. Emergency asthma. New York: Marcel
Dekker; 1999. pp. 557 —563.

. Shulman NB, Martinez B, Brogan D, et al. Financial cost as an obstacle 0.

hypertension therapy. Am J Public Health 1986; 76(9):1105—1108.
. Wenneker MB, Epstein AM. Racial inequalities in the use of proce-

dures for patients with ischemic heart disease in Massachusett81.

JAMA 1989; 261(2):252—257.

THE MOUNT SINAI JOURNAL OF MEDICINE

45.

52.

53.

Menendez BS, Drucker E, Vermund SH, et al. AIDS mortality amondb4.

National Comparative Survey of Minority Health Care. New York: 56.
Health Status of Minorities and Low-Income Groups. 3rd edition57.

58.

Richardson LD. Access, the emergency department and asthma. 5@.

September 1999

Ahern M, McCoy HV. Emergency room admissions: Changes dur-
ing the financial tightening of the 1980’s. Inquiry 1992;
29(1):67-79.

Blendon RJ, Aiken LH, Freeman HE, Corey CR. Access to medical
care for black and white Americans: A matter of continuing con-
cern. JAMA 1989; 261(2):278—281.

Gemson DH, Elinson J, Messeri P. Differences in physician preven-
tion practice patterns for white and minority patients. J
Community Health 1988; 13(1):53-64.

Yergen J, LoGerfo JP, Diehr P. Relationship between patient race and
the intensity of hospital services. Med Care 1987;
25(7):592—-603.

Brennan TA, Herbert LE, Laird NM, et al. Hospital characteristics
associated with adverse events and substandard care. JAMA
1991, 265(24):3265—3269.

Raskin IE, Maklan CW. Medical treatment effectiveness research: A
view from inside the Agency for Health Care Policy and
Research. Eval Health Prof 1991; 161 —186.

Braveman P, Oliva G, Miller MG, et al. Adverse outcomes and lack
of health insurance among newborns in an eight county area of
California, 1982 1986. N Engl J Med 1989; 321(8):508 —513.

Hardy RE, Hargreaves MK. Cancer prognosis in Black Americans:
A mini-review. J Natl Med Assoc 1991; 83(7):574—-579.

David RJ, Collins JW. Bad outcomes in Black babies: Race or
racism? Ethn Dis 1991; 1(3):236 —244.

Hahn RA, Mulinare J, Tuetsch SM. Inconsistencies in coding of race
and ethnicity between birth and death in US infants: A new look
at infant mortality, 1983 1985. JAMA 1992; 267(2):259 —263.

Krieger N. The making of public health data: Paradigms, politics and
policy. J Public Health Policy 1992; 13(4):412-427.

Schulman KA, Rubinstein LE, Chesley FD, Eisenberg JM. The roles
of race and socioeconomic factors in health services research.
Health Serv Res 1995; 30(1 Pt 2):179—-195.

Crew DE, Bindon FR. Ethnicity as a taxonomic tool in biomedical
and biosocial research. Ethn Dis 1991; 1(1):42—49.

Osborne NG, Feit MD. The use of race in medical research. JAMA
1992; 267(2):275—-278.

Lillie-Blanton M, Martinez RM, Taylor AK, Robinson BG. Latina
and African American women: Continuing disparities in health.
Internl J Health Serv 1993: 23(3):555—584.

Wilkinson DU, King G. Conceptual and methodological issues in
the use of race as a variable: Policy implications. Milbank Q
1987; 65(Suppl 1):56—71.

Congress EP, Lyons BP. Cultural differences in health beliefs:
Implications for social work practice in health care settings. Soc
Work Health Care 1992: 7(3):81—96.

Council on Scientific Affairs. Hispanic health in the United States.
JAMA 1991; 265(2):248 —252.

Findley SE, McLean DE, Stevens K. Interactive effects of race and
poverty on asthma [abstract]. Am J Respir Crit Care Med 1996;
153(4 Pt 2)A42.

Krieger N. Racial and gender discrimination: Risk factors for high
blood pressure. Soc Sci Med 1990; 30(12):1273—-1281.

Miller SM. Race in the health of America. Milbank Q 1987;
65(Suppl 2):500—-531.

Krieger N, Rowley DA, Herman AA, et al. Racism, sexism and
social class: Implications for the studies of health, disease, and
well-being. Am J Prev Med 1993; 9(6 Suppl):82—-122.

Scott CJ. Enhancing patient outcomes through an understanding of
intercultural medicine: guidelines for the practitioner. Md Med J
1997; 46:175—-180.

Lavizzo-Mourey R, Mackenzie ER. Cultural competence: Essential
measurements for quality for managed care organizations. Ann
Intern Med 1996; 124:919—920.

Council on Ethical and Judicial Affairs. Black-white disparities in
health care. JAMA 1992; 263:2344 —2346.



