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m ABSTRACT

50

Special problems of Asian patients have considerable
impact on diagnosis and treatment, and the number of
persons of Asian ancestry seen in primary care in the United
States is increasing. Knowledge of how to provide optimal
care despite language barriers, low socioeconomic status,
different health beliefs and practices, and medical issues
unique to this heterogeneous group is crucial to competent
health care.

KEY POINTS

Several diseases are more common in Asians than in the
general population: lactose intolerance, hepatitis B,
nasopharyngeal carcinoma, and tuberculosis.

In traditional Chinese culture, if a person feels well, there is
no need to see a doctor. Also, because blood is considered
as nonrenewable vital energy, patients may resist having
blood tests to check such things as cholesterol and glucose
levels.

Toxicity or side effects of ginseng such as central nervous
system stimulation and increased blood pressure have been
reported. Excessive amounts of ginseng may cause
headache, insomnia, and palpitations. Ginseng may
decrease the diuretic effect of furosemide, causing an
adverse reaction in patients with congestive heart failure.
Fourteen percent of US Asian families live below the
poverty line, compared with 11.5% of Caucasian families.
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HALLENGES COMMONLY ENCOUNTERED

with Asian patients include language
barriers, low socioeconomic status, traditional
health beliefs and practices, and epidemiolog-
iC issues.

This article presents three case studies
that illustrate how these problems can affect
the health care of Asian patients, and
describes ways to deal with them construc-
tively. We also discuss what diseases are more
common and what conditions have unique
clinical aspects in this population.

Asians: The fastest-growing minority

Asians and Pacific Islanders are the fastest
growing ethnic minorities in the United
States, and are predicted to number more
than 17 million by 2010.1 This heterogeneous
population is from many cultures and speaks
many languages—the 1990 US Census identi-
fied 25 distinct Asian ethnic groups (tasLe 1).2
Due to space limits, this article focuses on cul-
tures more populous in the United States: East
Asian (China, Japan, Korea) and Southeast
Asian (Vietnam, Cambodia, Thailand), but
recognizes that cultures differ widely within
and among these countries.

A caveat: The observations in this article
about each ethnic group are generalizations,
which may or may not apply to specific
patients.

A positive approach to patients from other
cultures requires openness to differences and
willingness to accommodate their issues in
their overall care. Rather than viewing these
differences as something to be overcome or
simplistically “respected,” culture becomes
meaningful to health care when it is analyzed
and interpreted within the individual patient’s
social and historical situation.3
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m CASE1
LANGUAGE DIFFICULTIES

A previously healthy 48-year-old Chinese
woman presented to the emergency depart-
ment with the chief complaint of “passing
out.” She speaks some English, but not fluent-
ly. A translator was not available in the emer-
gency department, and the record noted sim-
ply that “the patient suddenly fainted at home
while in the kitchen and experienced loss of
consciousness for 1 to 2 minutes.”

The initial workup included a complete
blood count, chemistry panel, urine toxic sub-
stance screen, and an electrocardiogram. Her
potassium level was 3.2 mmol/L (normal range
3.5-5.0), but the rest of the laboratory results
were normal.

The patient was admitted to a step-down
unit for observation and was sent home the
next day with 48-hour Holter monitoring.

The day after discharge she was seen in
the outpatient department by her primary
care physician, who shared her ethnic back-
ground and spoke her native language. At
this time she was found to have orthostatic
hypotension and was dizzy when she stood
up, but her Holter monitoring results were
unremarkable.

The physician then obtained a complete
history of her present illness. The patient
related that 1 week earlier she noted a pro-
ductive cough with yellow sputum, fever, and
decreased appetite. On the morning of that
day, she took a hot shower, went to the
kitchen, and sat down for breakfast. When she
stood up suddenly, she felt light-headed and
almost fainted. She did not lose consciousness,
nor did her husband witness any seizure activ-
ity. She stated that she lay down immediately
and felt better.

From this conversation, the primary care
physician concluded that the patient probably
had had a recent respiratory tract infection
associated with dehydration resulting from
poor oral intake, and most likely had orthosta-
tic hypotension at the time of her symptoms
due to vasodilatation brought on by the hot
shower. The patient was treated with antibi-
otics for bronchitis and intravenous fluids for
dehydration during the office visit. She recov-
ered completely.
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TABLE 1

Asian ethnic groups
in the United States

Asian

Asian Indian Japanese
Bangladeshi Korean
Burmese Laotian
Cambodian Malaysian
Chinese Okinawan
Filipino Pakistani
Guamanian Samoan
Hawaiian Sri Lankan
Hmong Thai
Indonesian Vietnamese
Pacific Islanders

Fijian

Northern Mariana Islander

Palauan

Tahitian

Tongan

Discussion

In this patient, language difficulties resulted in
an inaccurate initial diagnosis and suboptimal
treatment. Only after she spoke to her physi-
cian who shared her language did she receive
the correct diagnosis and satisfactory treat-
ment.

The conversation between patient and
primary care physician is probably the most
fundamental part of medical practice. Many
Asian-born patients have some difficulty with
English, and medicalese is even more difficult
to speak and understand than everyday
English language. As a result, making appoint-
ments, registering, nurse triage, and following
instructions may present considerable difficul-
ties. Studies showed that Vietnamese men
who could not speak English well were less
likely to obtain stool hemoccult tests,4 and
Chinese patients who could not speak English
well were less likely to obtain serum choles-
terol screening.5 Language barriers can also
lead to unnecessary diagnostic testing.

Patients may interpret symptoms within a
framework that does not correspond with the
physician’s meaning.6 For example, a Chinese
woman may attribute her symptoms of hyper-
thyroidism to yin-yang imbalance. This mis-
understanding may lead the physician along a
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circuitous and sometimes inaccurate diagnos-
tic path.

How to deal with language barriers

Professional interpreters are rarely available in

health care. As a result, patients and physicians

rely on their own language skill, family or
friends, or ad hoc interpreters (bilingual
strangers from the waiting room or employees).

All of these approaches may be subopti-
mal. Most physicians in the United States are
probably not sufficiently bilingual to practice
medicine in a language other than English.
Family, friends, and ad hoc interpreters may
add, omit, substitute, or edit while translating.
Their services are also problematic in terms of
patient confidentiality.

Finding an interpreter. Good interpreter
services are possible despite these problems.
Interpreters can be hired locally, as the Asian
community generally consists of persons with
a spectrum of language skills. Physicians and
nurses who are fluent in an Asian language
also generally make excellent interpreters
because of their familiarity with the language
and with the cultural dimensions of the
patient’s illness.

Other interventions. A few simple inter-
ventions can also be very helpful for Asian
patients with limited English proficiency.
= Bilingual signs can be very effective in

helping patients making appointments,

filling prescriptions, and obtaining labora-
tory tests.

= A bilingual list of common phrases, med-
ical terms, and questions is helpful to both
staff and patients.

e A 24-hour telephone interpreter service, the
AT&T Language Line, is available in all
major languages at 1-800-874-9426.7.8
There is a charge of $4.50 per minute on
a credit card or less for an account with
AT&T.

m CASE 2
LOW SOCIOECONOMIC STATUS

A T76-year-old Chinese man with hyperten-
sion, diabetes mellitus, and a history of stroke,
who speaks no English, was admitted to the
hospital for upper gastrointestinal bleeding
and was diagnosed with duodenal ulcer. After
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discharge, he was followed by his neurologist
and primary care physician.

His physician noted that the patient’s
functional status was poor and that he had
fallen many times. He was often without help
at home because his children were involved in
running a small family business and his wife
had many medical problems and was unable
to care for him adequately.

When the physician discussed obtaining
home health services, the family initially was
reluctant to have a nonfamily member caring
for their parent. They believed they could not
afford such services and were suspicious of rely-
ing on state agencies for help. The physician
contacted the hospital’s social services depart-
ment, which found the patient and his family
eligible for certain state-funded social services
and persuaded them to accept home care.

Discussion
Contrary to the stereotype that US Asians are
a homogeneous, high-achieving, “model
minority,” they are actually bimodal in their
socioeconomic status: 14% of US Asian fami-
lies live below the poverty line (compared
with 11.5% of Caucasian families).® The
Asian population demonstrates the same
social, cultural, and economic vulnerability as
other minority groups in this country.

Socioeconomic status has a large impact
on the health care of patients in general, and
Asian patients are no exception. Impoverished
Asian immigrants usually have low-income
jobs with long working hours and no health
benefits. Consequently, they often do not seek
medical care, especially for disease prevention,
unless they have symptoms.

A study in Californias revealed that 23%
of uninsured Chinese people over age 40
never had their blood pressure checked, com-
pared with only 6% of insured Chinese peo-
ple. Poverty has also been associated with fail-
ure to have a screening mammogram.>
Furthermore, these patients are usually reluc-
tant to seek medical attention, even when
they have symptoms, because of potential loss
of work time and inability to pay doctors’ fees.
Even Asian patients who are native-born may
lack knowledge about how the health care sys-
tem functions or harbor stereotypes about
state assistance that prevent them from
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FIGURE 1. Ecchymosis produced by coin-rubbing,
a traditional Asian healing technique.

obtaining adequate care.

An unknown number of Asian immi-
grants resides in the United States illegally.
This subgroup is even more vulnerable and
may refuse to seek medical help for fear of
being reported to federal authorities and
deported.

How to deal with socioeconomic barriers
Socioeconomic barriers are more complex
than language barriers, with several issues that
need to be recognized.

= Some Asian patients with low socioeco-

VOLUME 69 =« NUMBER 1

nomic status may have the cultural belief
that seeking public assistance is shameful.

« It is important to reassure Asian immi-
grant patients that doctors and other
health-care workers do not work for the
Immigration and Naturalization Service
and will not report their immigration sta-
tus. This may reduce noncompliance with
treatment for tuberculosis or sexually
transmitted diseases.

= Involving social workers in making
patients aware of available social services
is often helpful.

= On the other hand, do not assume that all
Asian immigrants are poor or that they
have been receiving suboptimal medical
service in their native countries—this
group is very heterogeneous.

CASE 3
HEALTH BELIEFS AND PRACTICES

A 40-year-old Cambodian woman, who immi-
grated to the United States at age 10, present-
ed to the primary care department with a 3-
day history of nausea, vomiting, watery diar-
rhea, intermittent epigastric abdominal pain,
fever, and muscle aches.

On examination, she was febrile and had
orthostatic hypotension and mild epigastric
tenderness; otherwise, her abdominal exam was
normal. However, she was found to have ecchy-
mosis on her back (ricure 1). Since the distribu-
tion was symmetrical and linear, the resident
first suspected it was due to spousal abuse. Upon
guestioning, the patient reported that she had
treated her symptoms with a traditional healing
technique known as “coin rubbing.” The basis
of this technique is a belief that ecchymosis
induced by rubbing the skin with an object
such as a coin will remove toxins that cause ill-
ness and will relieve congestion, thus allowing
for regulation of blood and energy.

Discussion

Physicians should ask patients about their use
of traditional treatments and herbal medica-
tions while taking the history of the present
illness. Some Asian patients resort to Western
medicine only if traditional healing fails; oth-
ers use both traditional and Western medi-
cine, or only Western medicine.
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Asian patients who hold culturally rooted
health beliefs and practices may not seek out
preventive screening, diagnostic testing, and
treatment. In traditional Chinese culture, if a
person feels well, there is no need to see a doc-
tor. Also, since blood is considered a non
renewable vital energy for the body, patients
may not seek preventive care and may resist
having blood tests to check such things as
cholesterol and glucose levels.6

Cultural beliefs about cancer may be a
barrier to cancer screening when patients
believe that cancer cannot be treated success-
fully and fear rejection by the community if
cancer is diagnosed, as shown in a study of
cancer screening in Cambodian women.10

Traditional treatments. Traditional
Eastern Asian treatments include acupunc-
ture, skin scraping, rubbing the skin with an
object such as a coin, cupping (local suction
created by placing a heated cup on the skin to
open skin pores), and herbal medicine.

Herbal remedies. In addition to using
Western medicine, Asian patients may use
traditional herbal remedies, some of which
contain pharmacologically active substances
that can have adverse effects as well as inter-
act with prescription drugs.

Ginseng, for example, is believed to help
the body build resistance to stress, improve
immunity, and enhance sexual function.
However, toxicity or side effects such as cen-
tral nervous system stimulation and a rise in
blood pressure have been reported.ll Patients
taking excessive amounts of ginseng may pre-
sent with headache, insomnia, and palpita-
tions. Also, ginseng may decrease the diuretic
effect of furosemide, causing an adverse reac-
tion in patients with congestive heart failure.12

Mo-ehr. Another traditional remedy the
physician may encounter is mo-ehr (black tree
fungus). This medication is used to enhance
circulation and may have anticoagulation
effects. It can cause bleeding in patients tak-
ing warfarin.13

How to deal with health belief barriers

The issue of culturally related health beliefs is
even more complex because of the hetero-
geneity of the ethnic and cultural back-
grounds of Asian immigrants. It is virtually
impossible for US physicians to understand
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the culturally related health beliefs of each
distinct group of Asian patients.

In our practice, we have observed that a
person’s education, socioeconomic status,
level of acculturation, and religious back-
ground may not be accurate predictors of the
influence of culturally related health care
beliefs and practices.

A simple and very helpful approach in
overcoming cross-cultural barriers is to ask the
patient for his or her perception of the illness.
This approach avoids assumptions of the
patient’s ethnic heritage and level of accultur-
ation, and acknowledges the differences
between his or her culture and the biomedical
culture.14

m DISEASES THAT ARE MORE
COMMON IN ASIANS

Lactose intolerance
Lactose intolerance is found in as many as
75% to 100% of Chinese, Japanese, and
Korean people.15

Treatment considerations. On the basis
of a careful history that rules out other com-
mon diseases, a lactose-free diet could be tried
before starting an extensive diagnostic
workup for many Asian patients who present
with watery diarrhea.

Hepatitis B
Hepatitis B is much more common in Asians
than in the general US population, occurring
in about 8% to 22% of Asians vs only 0.2% to
0.9% in the US population.2 Consequently,
primary hepatocellular cancer among Asians
is not as rare as in the US general population.
Treatment considerations. In evaluating
an Asian patient with a hepatic lesion or new
onset of cirrhosis, an alpha-fetoprotein mea-
surement and magnetic resonance imaging
scan of the liver should be included.

Nasopharyngeal carcinoma
Nasopharyngeal carcinoma is rare in the gen-
eral population but remarkably common in
Cantonese Chinese, presumably because of a
high incidence of Epstein-Barr virus infection
in the region.16

Treatment considerations. An otolaryn-
gology referral is essential in evaluating a
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Chinese patient with epistaxis or cervical
adenopathy to rule out a nasopharyngeal
lesion.

Tuberculosis
Tuberculosis is more common in Asian
Americans than in other ethnic groups. Most
cases in foreign-born Asians develop within
the first 2 years after arrival in the United
States.17
Many countries in Asia still use bacille
Calmette-Guérin (BCG) vaccination as part
of their tuberculosis control program, especial-
ly for infants. This vaccine was initially
derived from a strain of Mycobacterium bovis
and was attenuated through years of serial pas-
sage in culture.l8 BCG immunization may
cause a positive reaction to the tuberculin skin
test.
In our practice, this phenomenon compli-
cates clinical decision-making about prophy-
lactic therapy for BCG-vaccinated Asian
patients who have a positive skin test result.
There is no reliable method of distinguishing
tuberculin reactions caused by BCG from
those caused by natural infection.
According to the Centers for Disease
Control and Prevention, a positive reaction to
tuberculin skin testing in a person with a his-
tory of BCG vaccination is more likely due to
tuberculosis infection if any of the following
are true:
= The induration is large
= The person was vaccinated a long time
ago
= The person recently came into contact
with a person with tuberculosis

= There is a family history of tuberculosis

= The person comes from an area where
tuberculosis is common

e Chest x-ray findings show evidence of
previous tuberculosis.

Treatment considerations. An Asian
immigrant who comes from a country where
tuberculosis is common and who has a posi-
tive PPD (purified protein derivative) skin
test should definitely have a chest roent-
genogram done to rule out active pulmonary
tuberculosis infection. The patient should
then be evaluated for isoniazid preventive
therapy after active disease has been ruled
out.19,20
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= CONDITIONS WITH UNIQUE ASPECTS

Sensitivity to beta-blockers
Chinese patients may have increased sensitiv-
ity to beta-blockers.2!

Treatment considerations. In clinical
practice, these patients may require only a
very low dosage of a beta-blocker to treat
hypertension while avoiding side effects such
as bradycardia, bronchoconstriction, and sex-
ual dysfunction.

Mental health problems may be masked
Mental health problems among Asian patients
may be masked by a negative cultural attitude
that prevents many Asians from seeking pro-
fessional care. The nature of these problems in
Asian immigrants is strongly affected by sever-
al factors, including the circumstances that
motivated them to leave their countries, the
expectation for starting a new life in the
United States, and the adjustment experience
they have had here.2

Refugees forced to leave their native
country because of war or political persecu-
tion may bring with them memories of torture
and atrocities, and may suffer post-traumatic
stress disorder and intrusive, frightening
thoughts. Sleep disturbances, therefore, are
common.22 These patients are relatively easy
to identify and treat for their psychological
disorders.

Treatment considerations. The primary
care physician, in assessing for psychological
disorders, should inquire about the circum-
stances surrounding the patient’s decision to
come to the United States, with the under-
standing that it may be difficult or impossi-
ble for the person to recall painful memo-
ries.

Depression may be difficult to recognize

In contrast to other psychological factors
mentioned above, major depression in
immigrants facing culture shock, separation
from family, language barriers, and unsatis-
factory employment is much more difficult
to recognize. This immigrant group tends to
include professionals with fewer language
barriers and higher education levels, who
are usually perceived as successful by the
wider society.
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Treatment considerations. Frequently,
these patients present to primary care settings
with multiple physical complaints. Multiple
visits may be required to establish the diagno-
sis of depression and involve the patient in a
treatment alliance.

m GENERAL RECOMMENDATIONS

In caring for individual patients, avoid cul-
tural stereotyping by carefully interviewing
and assessing each patient and analyzing the
patient’s context: ie, his or her relationship
with other family members and with health
care providers, or his or her social situation in
the country of origin and in the United
States.

In many ways, caring for the Asian patient
is no different than caring for any other
patient in terms of diagnosing the disease, elic-
iting the patient’s ideas about his or her illness,
and negotiating a treatment plan. When a
patient differs from the physician in culture,
religion, or socioeconomic status, however,
miscommunication can occur.

In dealing with patients from other back-
grounds, the following recommendations may
be useful:
< Do not make assumptions about the

patient’s ethnic heritage and level of

acculturation. When in doubt, ask the

patient about his or her comfort with a

particular plan.
= Acknowledge differences in culture.

Recall that biomedicine is also a “culture,”

with its own premises that may not be

congruent with those of the patient.14

= Use a translator when possible if language
difficulties exist.

= Take a careful history, which should
include the patient’s social situation and
history, use of herbal medicines, use of
alternative therapies, and how health care
decisions are made in the family. Take care
to assess stressors the patient may be expe-
riencing at home or at work.

= Learn about your patient’s culture through
library research, just as you might research
an unfamiliar medical issue. Do so with
the understanding that your patient may
or may not fit the generalities provided in
the literature. %
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