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ABSTRACT

Objective: To demonstrate the applied use of
recommended cultural competency communication
tools.

Methods: An overview of several cultural competency tools
is presented and vignettes are used to demonstrate the
use of these tools with Hispanic patients with diabetes.

Results: Three communication mnemonic instruments,
ie, BELIEF, ETHNIC, and BATHE, may be useful for
engaging health professionals in patient-centered
communication with their Hispanic patients and shared
decision making. Health professionals can also employ
nonjudgmental probing as part of engaging patients in
setting diabetes treatment goals.

Conclusion: Health professionals are in an influential
position to leverage a patient- and culture-centered
communication style to improve communication
with Hispanic patients. Using mnemonic tools can
help facilitate this communication and improve health
professionals’ understanding on how cultural and
social factors influence diabetes management in this
population.

Key words: Hispanic/Latino; diabetes; patient-centered
communication; cultural-competency.

he 2017 American Diabetes Association (ADA)
Standards of Medical Care recommend that
health professionals engage in a patient-cen-
tered communication style with patient to facilitate shared
decision-making and improve diabetes outcomes. The
ADA defines patient-centered communication as “a style
that uses active listening, elicits patient preferences and
beliefs, and assesses literacy, numeracy, and potential
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barriers to care” [1]. One of the main goals of using pa-
tient-centered communication is to create a collaborative,
personal, and non-judgmental relationship with patients.
These guidelines, however, provide less direction on the
type of communication skills training that would facilitate
this type of communication, particularly as it relates to
ethnic/racial minority groups most at risk for diabetes and
related complications.

The US Hispanic/Latino population, in particular, is a
group that is burdened by the diabetes epidemic, with a
prevalence that is 130% higher than non-Hispanic whites
[2]. It is widely known that certain social determinants of
health, like socioeconomic status, social injustices, poor
access to health care, food insecurity, or living in environ-
ments that do not support health behaviors, all contribute to
health disparities for Hispanics/Latinos [3]. Understanding
how Hispanics/Latinos cope with these social determinants
of health is important for health care professionals, and a
patient-centered communication style is an ideal approach
for active listening and eliciting information about the social
barriers/challenges that may influence diabetes self-care.
However, there is some evidence that suggests this ap-
proach is not fully used by health care professionals when
communicating with Hispanics/Latinos with diabetes, and
Hispanics/Latinos continue to be more likely to experience
disparities in the quality of diabetes care they receive com-
pared to non-Hispanic whites [4-9]. One of the identified
contributors to these disparities is the poor communication
between physicians and Hispanic/Latino patients [10-16].
Given that health care professionals are the primary source
of health care and diabetes information for Hispanics/
Latinos, it is important for health professionals to enhance
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their patient-centered communications skills to improve the
quality of care that is provided to this population [12].

Cultural Competence and

Patient-Centered Communication

Not all health professional communication skills are per-
ceived as unsatisfactory by Hispanic/Latino patients with
diabetes. In fact, Hispanics/Latinos report a positive pro-
vider-patient clinical interaction when health professionals
display cultural competency skills [15,17-20]. Moreover,
evidence suggest that Hispanic/Latino patients with diabe-
tes reported better quality of care and improved self-man-
agement behaviors with a culturally competent provider
[18-20]. Cultural competency is described as “understand-
ing and responding effectively to the cultural and linguistic
needs brought by the patient to the health care encounter”
and “valuing diversity, provider self-assessment, manag-
ing dynamics of differences, acquiring and institutionaliz-
ing knowledge, and adapting to diversity and the cultural
context of individuals served” [9,11,12]. One approach for
gaining cultural competency skills is to understand how
the disease process is conceptualized within a culture and
how that influences a patient’s own theory about their dis-
ease etiology, prognosis, and outcome [21]. This approach
is known as culture-centered in the health communications
literature and may be useful when communicating with His-
panic/Latino patients with diabetes because there is exten-
sive literature describing unique indigenous Latin American
explanatory models for diabetes [22-26].

Language Discordance

in Physician-Patient Communication

The process of patient-physician communication includes
“attending to one another and begin interpreting one an-
other’s verbal and nonverbal” interactions [9]. A conven-
tional assumption regarding the disparities in diabetes
care quality for Hispanic/Latino patients is that it stems
from language discordant patient-physician interactions,
which result in errors in the provision of diabetes infor-
mation and treatment instructions regarding medications
and self-care behaviors [9]. While language is a contrib-
uting factor, the US Census reports that over half of US
Hispanics/Latinos are bilingual and speak English “very
well” [27]. Thus, other underlying mechanisms must be

contributing to patient-physician miscommunication and
suboptimal diabetes outcomes. Moreover, the findings
from studies of patient-physician language concordance
and diabetes management are inconsistent. For example,
language concordance between Hispanic/Latino patients
and physicians is associated with improvement in HbA1c
but not self-care behaviors (ie, healthy eating, self-moni-
toring, medicine adherence, exercise) [20]. Thus, there is
need to move beyond spoken language to address ele-
ments of interpersonal communication around diabetes
care through addressing cultural health beliefs and ex-
planatory models of diabetes.

Cultural Explanatory Models of Diabetes
Explanatory models for diabetes among Hispanics/Lati-
nos are diverse and often include a biomedical frame-
work (eg, obesity, unhealthy eating, sedentary lifestyle,
genetics); however, there is one unique indigenous belief
that continues to be held within this population. Specifi-
cally, there is a cultural belief that diabetes is caused by
strong or negative emotions, like fright sickness (susto),
stress (estres), anger (coraje), or nerves (nervios) [22—-28].
Although this cultural belief has been in existence long
before scientific evidence has shown the bi-directional
relationship between stress/depression and diabetes, the
integration of emotions in diabetes self-management in
patient-provider communication has not been standard-
ized [28—-31]. Health professionals’ interest in how patients
view their own disease process may help build rapport
with patients. Enhancing health professionals’ cultural
competency skills can be a critical first step for improv-
ing patient-provider communication. For instance, it can
(1) present an opportunity to integrate cultural belief sys-
tems into diabetes care for Hispanics/Latinos, (2) open
the door for other important conversations about Hispan-
ic/Latino patients’ psychosocial and familial environment
and identify barriers or motivators in diabetes self-man-
agement, and (3) build rapport and trust between the
health professional and patient.

Additionally, inquiring about emotional beliefs or emo-
tions about diabetes in general can help improve the pa-
tient-provider relationship, giving Hispanic/Latino patients
a sense that their provider cares about their feelings and
emotional well-being. For example, in a study conducted
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by Concha et al, a Hispanic/Latino male patient with
diabetes expresses his appreciation of his doctor for at-
tending to his emotional problems and suggests that his
diabetes is in control because of the encouragement he
receives from the doctor [22].

...I believe the doctors..can encourage one with
.diabetes... | am very grateful to God before any-
thing that till today | have my sugar controlled. | am
a diabetic, but controlled. And Dr. [name omitted],
he’s a blessing from God. He knows my body like
my mother....Because whatever little thing, he at-
tends to me, he gives me a lot of encouragement
with my emotional problems. He sent me to a
counselor, | have a specialist for my problem with
my urinary tracts. | have attention, | have all the
attention from the doctor...

Inquiring about emotional well-being may also be
beneficial because Hispanics/Latinos with diabetes have
reported that they would feel more comfortable talking
to a professional about personal problems compared to
Hispanics/Latinos without diabetes [32]. Having a physi-
cal illness may provide an opportunity for these patients
to discuss stress or depression in tandem with diabetes
to diminish any possible stigma or shame associated
with having a mental health problem. It is important for
health care providers to be aware of emotional or social
problems that may be negatively influencing diabetes
self-care behaviors.

Models of Effective

Cross-Cultural Communication

Cultural competency training for health professionals is one
strategy for reducing health disparities and ensuring that
racial/ethnic populations receive “equitable, effective, and
culturally appropriate clinical care” [9,11,12,33]. The Associ-
ation of American Medical Colleges’ guide for cultural com-
petence education in medical school cites several models
of effective cross-cultural communication for physicians
and/or physician assistants [34]. | describe 3 communica-
tion tools below that may help health care professionals ini-
tiate conversations and aid them in understanding how to
better manage sociocultural and environmental issues that
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may impede patients’ ability to manage diabetes. For each
toal, a vignette is offered that illustrates how the tool may
be used in communicating with Hispanic/Latino patients.

BELIEF

The BELIEF instrument (Dobbie 2003) is a teaching tool

designed to elicit patients’ health beliefs and to assist

preclinical medical students or medical professionals in

understanding how explanatory models of a disease influ-

ence patient engagement in care. The BELIEF instrument

is straightforward and can be easily implemented into

clinical case vignettes and or role-play as part of cultural

competency training [35]. The specific questions corre-

sponding to the BELIEF prompts are

¢ B: Beliefs about health (What caused your illness/
problem?)

e E: Explanation (Why did it happen at this time?)

e |: Learn (Help me understand your belief/opinion)

e | Impact (How is this illness/problem impacting your
life’?)

e E: Empathy (This must be very hard for you)

e F: Feelings (How are you feeling about it?)

Vignette 1

The following vignette is a conversation between a Span-
ish-speaking Hispanic women, a language interpreter,
and medical professional. The patient, Mrs. Chavez, has
come into the clinic for the third time after experiencing
symptoms due to hypoglycemia. Mrs. Chavez believes
stress may have something to do with her hypoglycemia
but is not quite sure how. By using the BELIEF mnemonic,
the medical professional is able to ask more about the
stress that led into a discussion about how stress actually
influenced her eating and medication intake behaviors.
Through this probing, the medical professional was able
to identify the possible cause of her hypoglycemia and
work with Mrs. Chavez on finding a solution every time
she experiences the stressful event. The vignette also
demonstrates how interpreters may share cultural infor-
mation that may clarify problems.

Medical Professional: Mrs. Chavez, | see you are here
again for hypoglycemia. Can you tell me what has hap-
pened? Do you have your medications with you today?



Interpreter: Sra. Chavez, entiendo que esta aqui nueva-
mente por hipoglucemia. ¢Puedes decirme qué ha pasa-
do? ¢Tiene sus medicamentos con usted hoy?

Mrs. Chavez: Si, me ha sentido débil y mareado.
Interpreter: Yes | have felt faint and dizzy?

Medical Professional: Have you been taking your met-
formin as prescribed?

Interpreter:; Ha estado tomando su metformin segun lo
recetado?

Mrs. Chavez: Si (YES).

Medical Professional: We might have to consider ad-
justing your dosage.

Interpreter: Es posible que tengamos que considerar
ajustar su dosis.

Mrs. Chavez privately to the Interpreter: ; no es posible
que las emociones o nervios puedan causar algo? He es-
cuchado que este puede ser el problema?

Interpreter to Mrs. Chavez: Déjame preguntarle al doc-
tor, si?

Let me ask the doctor, yes? (Mrs. Chavez, nods in agree-
ment)

Interpreter to Medical Professional: She is asking if
emotions or nervousness could be the cause. She has
heard that this could be the problem.

Medical Profesional to Interpreter: \What does she
mean?

Interpreter: There is a cultural belief that stress or nerves
can cause diabetes or affect diabetes. You may want to
ask about this.

Medical Professional: Yes emotions like stress can
cause changes in you glucose. (Beliefs) Do you believe
that some emotions are causing your hypoglycemia?
Interpreter: Si, las emociones como el estrés pueden
provocar cambios en la glucosa. /Crees que algunas
emociones estan causando tu hipoglucemia?

Clinical Communication

Mrs. Chavez: (Shrugs shoulders).

Medical Professional: | see here in your records, that the
other two times you had hypoglycemica were 1 month
and 3 months ago. (Beliefs) What do you think caused
these events and (Explanation) why do you think it hap-
pened during these times?

Interpreter: eo aqui en sus registros que las otras dos
veces que tuvo hipoglucemia fueron hace 1 mes y 3
meses. ;Qué crees que causo estos eventos y por qué
crees que sucedio durante estos tiempos?

Mrs. Chavez: Pues, no sé.
Interpreter: Well | don’t know.

Medical Professional: (Learn) Help me understand
what you think happened 3 and 1 month ago and this
month that may have caused your glucose to drop. What
was happening emotionally during these times? Do you
remember?

Interpreter: Ayidame a entender lo que piensas que
sucedio hace 3 y 1 meses y este mes, puede haber cau-
sado que tu glucosa baje. ;Qué estaba pasando emocio-
nalmente durante este tiempo? ;Te acuerdas?

Mrs. Chavez: Hmm. Pues, hace 3 meses fui a visitar a mi
madre y hace 1 meses fui a visitar a mi hermano al norte.
Interpreter: Hmm. Well 3 months ago | went to visit my
mother and 1 months ago | went to visit my brother up
north.

Medical Professional: (Learn) How were those trips for
you. Did you have fun? What types of emotions were you
feeling during these trips?

Interpreter: ;Como fueron esos viajes para ti? ¢;Te diver-
tiste? ;Qué tipo de emociones sentias durante estos viajes?

Mrs. Chavez: Pues, yo estaba muy estresado durante
mis viajes.
Interpreter: Well, | was very stressed during my trips.

Medical Professional: (Learn) \Would you like to share
why you were stressed? What was happening for you to
feel so stressed?
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Interpreter: ;e gustaria compartir por qué estabas estresa-
do? ;Qué estaba pasando para que te sientas tan estresado?

Mrs. Chavez: Bueno, tenemos muchos problemas famil-
iares y conflictos. Hay muchos argumentos familiares y se
vuelve estresante.

Interpreter: Well we have a lot of family problems and
conflict. There are a lot of family arguments and it gets
stressful.

Medical Professional: (Impact) How do you think this
has affected your glucose?

Interpreter: ;Como crees que esto ha afectado tu glu-
cosa?

Mrs. Chavez: No lo sé.
Interpreter: / don’t know.

Medical Professional: (Learn) Do you think the stress
maybe led you to forget to take your medication or affect-
ed your eating?

Interprter: ;Crees que el estrés puede llevarte a olvidarte
de tomar tu medicacion o afecto su alimentacion?

Mrs. Chavez: Pues si y no comi. Estaba demasiado es-
tresado para comer. Raramente comi mientras estaba
alli. Estaba tan estresado que no tenia apetito.
Interpreter: Well yes and | didn’t eat. | was too stressed
to eat. | rarely ate while | was there. | was so stressed i did
not have an appetite.

Medical Professional: (Empathy) Mrs. Chavez, that
must have been very hard for you. I'm sorry you have had
to feel this way. (Feelings) Is this how you feel everytime
you visit your family?

Interpreter: Sra. Chavez, eso debe haber sido muy dificil
para usted. Lamento que hayas tenido que sentirte de
esta manera. ¢ Es asi como te sientes cada vez que visitas
a tu familia?

Mrs. Chavez: Si, todos se involucran en los problemas
familiares y es muy estresante visitarlos, pero tengo que
ir a ayudar a mi madre porque mi hermano estéa enfer-
mo y no puede ayudarla. Soy el Unico que esta cerca y
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mis otros hermanos discuten sobre lo que deberia hacer.
Tengo que estar ahi. Tengo que visitar.

Interpreter: Yes, everyone gets involved in the family
problems and it is very stressful to visit but | have to go to
help my mom because my brother is sick and can’t help
her. I'm the only one close by and my other siblings argue
about what | should do. | have to be there. | have to visit.

Medical Profesional: (Empathy) Yes, that must be very
difficult for you. Okay, now | understand what is hap-
pening. Your visits are necessary but it seems like the
stress is affecting your eating patterns and whether you
remember to take your metformin. How do you feel if we
come up with a plan for when you visit your family now
that we know what might be causing your hypoglycemia?
Do you think it is a good idea to take high glucose snacks
or candy and have them with you on the trip so when you
feel dizzy or faint you can eat them?

Interpreter: Si, eso debe ser muy dificil para ti. De ac-
uerdo, ahora entiendo lo que esta pasando. Sus visitas
Son necesarias, pero parece que el estrés esta afectando
sus patrones de alimentacion y si recuerda tomar su met-
formina. ;Como se siente si elaboramos un plan para su
familia ahora que sabemos lo que podria estar causando
su hipoglucemia? ;Cree que es una buena idea tomar
refrigerios con alto contenido de glucosa o dulces y lle-
varlos consigo durante el viaje para que cuando se sienta
mareado o desmayado pueda comerlos?

Mrs. Chavez: Si, por supuesto. Ni siquiera me di cuen-
ta de eso hasta ahora que hablamos sobre eso. Tienes
razon, no he estado comiendo bien cuando lo visito. Me
siento terrible cuando estoy alli como si quisiera desma-
yarme.

Interpreter: Yes of course. | didn’t even really realize that
until now that we talked about it. You are right, | haven’t
been eating right when | visit. | feel terrible when | am
there like | want to faint.

Medical Professional: Mrs. Chavez, sometimes it is
helpful to talk about our stress and problems we en-
cournter in life, just to talk through it. Is this something you
would be interested in? If so, we can arrange for you to
come talk to the social worker.



Interpreter: Sra. Chavez, a veces es util hablar sobre
nuestro estrés y los problemas que alegramos en la vida,
solo para hablar sobre ello. ¢Esto es algo que te intere-
saria? Si tu quieres, podemos hacer arreglos para que
vengas a hablar con el trabajador social.

Mrs. Chavez: Tal vez, no estoy seguro, pero tal vez
Interpreter: Maybe, I'm not sure but maybe.

Medical Professional: Okay, you let me know if this is
something you would like to do. You can call and let us
know and I'll ask again during our next visit and see how
you are dealing with the stress when you visit your family.
Interpreter: De acuerdo, dime si esto es algo que te gus-
taria hacer. Puede llamar y dejarnos saber, y volveré a
preguntar durante nuestra proxima visita y vera como lidia
con el estrés cuando visita a su familia.

ETHNIC

The ETHNIC interviewing tool (Levin SJ 2000) can be

used to explore cross cultural issues and facilitate col-

laboration during clinical encounters and is designed for

clinical students or health professionals permitted to diag-

nose and provide therapeutic interventions [36]. The spe-

cific questions corresponding to the ETHNIC prompts:

e E: Explanation (How do you explain your illness?)

e T: Treatment (What treatment have you tried?)

e H: Healers (Have you sought any advice from folk
healers?)

e N: Negotiate (mutually acceptable options)

e |: Intervention (agreed on)

e C: Collaboration (with patient, family, and healers)

Vignette 2

The second vignette is a discussion between a consci-
entious patient, Mrs. Rodriguez, and her doctor. Mrs. Ro-
driguez is determined to keep her glucose levels within
optimal range by eating healthy and living a natural life-
style. Included in her natural lifestyle is the use of herbs
from her garden and herbal supplements sold to her by
her neighbor. Because her numbers have been in the nor-
mal range she discontinues her prescribed medication
to rely on natural products. However, a trip with family
members interrupts her daily routine, which is replaced

Clinical Communication

with fast foods and little rest. Upon returning from her trip
her glucose levels increase and she cannot decrease her
glucose numbers.

Medical Professional: Good morning Mrs. Rodriguez.
| see you are here today for high blood sugar because
of your diabetes. (Explanation) Can you share why you
think you have recently had higher numbers than normal?
Mrs. Rodriguez: Good morning Doctor. Yes, | am usu-
ally very good with my numbers but lately they have gone
up and | know why.

Medical Professional: Yes, that is good that you have
had your glucose managed. (Explanation) What has
caused your numbers to go up Mrs. Rodriguez?

Mrs. Rodriguez: All this American food. | went on a trip to
visit my daughter and all we did was eat out, hamburgers,
fast food restaurants. They do not cook at home and we
were always doing something so | could not cook. It was
terrible, all we did was keep busy out and about, | was tired.
| spent so much money on food that has chemicals. Look
at me now. | can’t seem to get my numbers down.
Medical Professional: Oh, | understand. Yes, a trip can
sometimes mess with our routine. (Treatment) Since
you have been good at managing your glucose in the
past what have you been doing now to get your glucose
in normal range?

Mrs. Rodriguez: Well | have been doing the same thing
| have always been doing. Eating healthy, resting, garden-
ing, and praying.

Medical Professional: Gardening? That’s really nice.
What do you garden?

Mrs. Rodriguez: Oh | love gardening. | plant all types of
herbs, vegetables, flowers.

Medical Professional: That is so good Mrs. Rodriguez.
| wish | had more time to garden. Do you use your own
vegetable and herbs when you cook?

Mrs. Rodriguez: Haha. Yes of course. That is why my
sugar was fine before | went on this trip. | rely on my gar-
den to keep me healthy.

Medical Professional: There are so many herbs that are
helpful for diabetes. (Treatment) Do you use any to help
with your diabetes?

Mrs. Rodriguez: Well yes, in fact, | do. | know you doc-
tors don't like us to use our herbs but | do. And that was
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what keeps my sugars normal.

Medical Professional: Oh Mrs. Rodriguez, yes some-
times you hear doctors say this but some herbs are help-
ful. We just like to know what other things our patients do
so we know how to make sure your medications work
with certain herbs. (Treatment) | know many people use
nopal (cactus), do you eat nopal?

Mrs. Rodriguez: ;Como no? (of course). | eat them all
the time. | make my morning licuado (drink); a little bit of
parsley, oregano, oatmeal, lemon, nopal mixed with milk
and yogurt.

Medical Professional: (Treatment) Sounds good,
what else do you use?

Mrs. Rodriguez: Oh you know other things. Apple cider,
cinnamon, cayenne.

Medical Professional: All from your garden?

Mrs. Rodriguez: Yes.

Medical Professional: (Treatment) Do you use any
type of herbal supplements from stores or online?

Mrs. Rodriguez: My neighbor sells supplements specif-
ically for diabetes. | started to use a natural supplement
with cinnamon, vitamin D, and fish oil. All very natural.
Medical Professional: (Healer) Oh does your neighbor
also have diabetes?

Mrs. Rodriguez: No, she sells products. But she sells to
many people with diabetes and the supplement works.
We get together and she tells us about how they work.
Medical Professional: Do you know the name of this
supplement Mrs. Rodriguez?

Mrs. Rodriguez: Oh, gluco...something, it has a heart in
the name. But | read the ingredients and it has only natural
ingredients. (An FDA banned supplement for false claims)
Medical Professional: Oh | see. | may be familiar with
that. Can you bring the supplement along with the medi-
cations | have prescribed? | just want to make sure there
is not interaction between the two. To get your glucose
back to normal | want to make sure we think of every pos-
sible situation that could be causing your high numbers.
(Treatment) How have you been taking the supplement
and the prescribed medications?

Mrs. Rodriguez: Well, | have not refilled your prescrip-
tion. | was doing so well with my numbers, I'd rather go
natural than take all those chemicals.

Medical Professional: Oh, | see Mrs. Rodriguez. Okay,
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you have done so well controlling your glucose before your
trip and now we are in a situation where your numbers are
not coming down so let’s try to figure this out. I'd like to
learn more about this supplement, so for our next visit can
you bring in your supplements so | can take a look at it?
(Negotiate) We can then talk about the benefits or cau-
tions. But in the meantime I'd like you to refill your medica-
tion and take as followed to see if that helps your sugars.
(Negotiate) What do you think? Is this possible?

Mrs. Rodriguez: Oh Doctor, | just don't like taking chem-
icals.

Medical Professional: | understand Mrs. Rodriguez.
You did take them to start when you first came in for dia-
betes, is this correct?

Mrs. Rodriguez: Well yes but, | slowly got off them.
Medical Professional: | know it’s difficult to take med-
ications every day but they can help in addition to your
healthy eating. | know you are concerned about medica-
tions but for now we have to focus on getting your num-
bers down or your diabetes could become worse and we
don’t want you to get there. Do you agree? (Negotiating
process)

Mrs. Rodriguez: \Well, | am concerned about my numbers.
Medical Professional: (Intervention) Okay well let’s
try to get back to where you were before the trip. Let’s
get you back on the medication and let’s see if this helps.
(Negotiate) For the next visit would you be willing to bring
any supplements you are taking along with the medica-
tion? (Collaboration) We can talk about the benefits
and cautions for the medications and supplements. How
does this sound?

Mrs. Rodriguez: Well, | am here to fix my numbers. |
have everything | take in a box so | can bring that.
Medical Professional: Yes that would be great. (Col-
laboration) We can both talk about your daily routine
and what have you learned about the supplement, any
information or papers that you have, in addition to the
medication | prescribed.

Mrs. Rodriguez: Yes | can do that.

Medical Professional: Thank you Mrs. Rodriguez. (In-
tervention) Also, I'll have the nurse call you today or to-
morrow and you can give her the name of the supplement
and she’ll make sure the drug store has a refill for you.
Would this work for you Mrs. Rodriguez?



Mrs. Rodriguez: Yes Doctor. You can call me. I'll have
the list ready.

BATHE

Unlike the BELIEF and ETHNIC instruments, the BATHE
mnemonic (Lieberman 1999) is designed to specifically
elicit the emotional and psychosocial context of a patient
[37,38]. The goal of using this tool is to strengthen the pro-
vider-patient relationship and patient satisfaction. Given
the cultural explanatory model within Latino culture, where
emotions are integral in the development and progression
of diabetes, this tool may be particularly useful or effective
for Hispanic/Latino patients who hold this belief. The spe-
cific questions corresponding to the BATHE prompts are:
e B: Background (What is going on in your life?)

e A: Affect (How do you feel about what is going on?)

e T: Trouble (What troubles you most?)

e H: Handling (How are you handling that?)

e E: Empathy (This must be very difficult for you)

Vignette 3

The last vignette features Mr. Gonzalez, who typically
shows a positive outlook on life when visiting his doc-
tor. He is a patient who would not necessarily discuss his
emotions if not asked specific questions about his emo-
tional well-being.

Medical Professional: Hello Mr. Gonzalez. (Back-
ground) How are you doing today? What’s new? What’s
going on in your life lately?

Mr. Gonzalez: Hey, Doctor! I'm good you know just living
day to day.

Medical Professional: Good. (Affect) So how is your
diabetes treating you day to day? How are you feeling
with life and managing your diabetes?

Mr. Gonzalez: Ah well you know, just dealing with it as
best as | can.

Medical Professional: Ah okay. As best as you can.
(Troubles) What troubles you the most about managing
diabetes?

Mr. Gonzalez: \Well you know the aches and pains. But
what can | do.

Medical Professional: (Affect) How do you feel about
those aches and pains?
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Mr. Gonzalez: Well it does limit me. | cant move as well
as | use to.

Medical Professional: (Handling) Hmm. | see. How
are you handling those aches and pains? What are you
doing to relieve it?

Mr. Gonzalez: | do my best with pain cream.

Medical Professional: (Empathy) Pains and aches,
that must be difficult. (Affect) How do the aches and
pains make you feel?

Mr. Gonzalez: Ahh, Doc, it's not the same. You know |
can’t do the same things anymore.

Medical Professional: (Background) \What do you
mean? What is not the same anymore?

Mr. Gonzalez: This diabetes, I'm not the same person.
| use to be able to be there for my family and community
and now | feel like | can’t be there for them the way | use
to. | use to be the strong one for my family, helping those
in need, and now I'm limited, my body is limited.
Medical Professional: (Affect) How do you feel about
that? How does it make you feel emotionally and physi-
cally?

Mr. Gonzalez: Bad. | feel bad about it.

Medical Professional: Bad emotionally or physically?
Mr. Gonzalez: Both

Medical Professional: | see. (Handling) How are you
dealing with the emotional part of it?

Mr. Gonzalez: | don’t know. | don’t know how.

Medical Professional: (Empathy) Dealing with diabe-
tes and how it makes your body feel can be very emotion-
ally distressing. It is common to feel this way but | want to
make sure we also work on how you feel emotionally or
how your emotions is affecting your diabetes.

Conclusion

Three mnemonic tools have been suggested to initiate
patient-centered and culture-centered communication
with patients. Beyond the use of these instruments, there
are 2 key skills that are essential for engaging a Hispanic/
Latino patient. The first is a non-judgmental, warm com-
munication approach, and the second is astute probing.
Once when | was interpreting for a Spanish-speaking
Hispanic/Latino patient and English-speaking doctor,
the patient expressed to me that she felt that the med-
ical professionals “tienen una cultura fria” (“have a cold
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culture”), and she did not feel comfortable sharing more
about herself because of it. It is also important for medical
professionals to be aware of a patient’s doublespeak as a
way to share enough information but not all information to
keep from being judged by medical professionals. Thus,
non-judgmental probing can uncover important informa-
tion that may be useful for collaborative goal setting and
treatment decisions.

The management of diabetes is multifaceted and
complex, particularly for populations who face social
barriers and challenges. The Hispanic/Latino population
is more likely to encounter disparities in access to qual-
ity health care and disparities in social determinants of
health compared to non-Hispanic whites [4-9]. There-
fore, it is important for health professionals to engage
Hispanic/Latino patients in self-care by eliciting informa-
tion that best facilitates collaborative goal setting. Health
professionals are in an influential position to leverage a
communication style that is empathetic, trusting, and
open, setting the tone for a positive patient-physician
encounter and, in turn, positive patient outcomes [18-20].
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