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Caring for Asian immigrants:
Tips on culture that can enhance
patient care

Attentiveness to a few Asian social conventions and
use of a cross-cultural interview technique such as the
LEARN model are among the many means to desired
outcomes and increased patient satisfaction.

PRACTICE
RECOMMENDATIONS

> Ask Asian immigrants
open-ended questions
and encourage them to
share their use of alter-
native remedies. (C)

> Consider providing an
interpretation service for
patients not proficient in
English, as opposed to asking
family members to help. (C)

Strength of recommendation (SOR)

Good-quality patient-oriented
evidence

Inconsistent or limited-quality
patient-oriented evidence

© Consensus, usual practice,
opinion, disease-oriented
evidence, case series
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migrants pose significant challenges for Western health

care providers, including radically different ideas of dis-
ease causation, differing communication styles, and somatic
presentations of mental illness. Asian diversity is tremendous,
but several cultural trends are held in common: strong family
structures, respect, adaptability, and, for first generation im-
migrants, widespread use of traditional therapies.!

While Asians and Pacific Islanders (APIs) represent only
5.6% of the US population, or 17.3 million people, that figure
represents a 46% increase between 2000 and 2010, the most rap-
id for any ethnic group.> A 79% increase is anticipated by 2050,
bringing Asians to 9.3% of the US population. In order of popu-
lation, API subpopulations include Chinese, Filipinos, Asian
Indians, Vietnamese, Koreans, and Japanese.? More than half of
Asian Americans reside in the states of California, New York, and
Hawaii, although enclaves exist in most major cities.?

Addressing the health needs of Asian immigrants in an
increasingly diverse society mandates that US physicians de-
velop the necessary skills to communicate, even when expec-
tations for care may be very different. Fortunately, excellent
resources are available (TABLE 1).

T hough often considered a “model minority,” Asian im-

Barriers to good health care
The most formidable obstacle is limited English proficiency
of patients, making them significantly less likely to seek care.*
They often struggle to arrange an appointment, although they
arrive on time.’

IInadequate interpretation services. Frequently family
members must interpret for patients, despite a federal man-
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medical
interpreters
(even available
by phone) are
preferable to
family members,
despite the
convenience of
the latter.
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date (Title VI of the 1964 Civil Rights Act)
requiring professional services be provided
at no charge if there is a federal payer (Medi-
care or Medicaid) involved.® Unfortunately,
these services are not currently reimburs-
able. Use of family or friends as interpreters,
while convenient, results in far less accurate
interpretation, frequent embarrassment,
and loss of patient confidentiality. Trained
medical interpreters or even telephone ser-
vices are preferable, as they are much more
accurate. Interviews involve a triad com-
prised of provider, patient, and interpreter,
with the provider speaking directly to the pa-
tient using first-person address at all times.
The interpreter should sit to the side or
slightly behind the patient. All communica-
tion should be interpreted sentence by sen-
tence so everyone is able to understand the
entire conversation. It is well documented
that proper interpretive services vastly im-
prove the quality of care.”

I Patient illiteracy. Health care illiteracy
leads to medication errors due to the inability
to understand instructions.? Some immigrants
have the added disadvantage of being illiterate
both in English and in their native tongue.* If
not remedied, these situations easily lead to
drug overdoses or missed allergies.? Older im-
migrants neither understand the intricacies of
the US health care system nor possess the lan-
guage skills to master it.*

I Stereotyping by caregivers must be
surmounted if patients are to receive quality
care. Many Asian patients report that physi-
cians fail to understand them as unique in-
dividuals apart from their ethnic identity.
Others feel excluded from the decision-mak-
ing process or find culturally sensitive treat-
ment options lacking."

I Subtleties of relational interaction.
Asian culture has been defined as possessing
a high Power Distance Index (PDI).!! The PDI
refers to the distance or level of respect which
an individual must afford to a superior, and
this ideal is reflected in Asian conformance to
a strict social hierarchy. Thus, physicians are
viewed as authority figures and it is proper to
nod or smile to indicate polite deference.
However, showing respect and “buying in”
to treatment recommendations are entirely
different matters. Cultural factors make it dif-

ficult for patients to openly disagree with phy-
sician recommendations without feeling as
though they have been disrespectful.'? Asian
cultures are also “high context” cultures, hav-
ing far more unwritten rules for conduct and
communication that often prove baffling to
westerners from “lower context” cultures.

I Financial limitations. Socioeconomic
influences also play a role. Although Asians
have a higher income than other minor-
ity groups, 12.5% of Asians still live in pov-
erty and 17.2% lack health insurance.? Lack
of coverage makes many Asians reluctant to
seek regular medical care."

Special medical concerns
Asian-Americans face a variety of challeng-
ing medical issues, including dispropor-
tionately high rates of tuberculosis (TB) and
hepatitis B.

1 TB. Although rates of TB infection in
the United States are low, rates in Asian im-
migrants are up to 100 times greater than that
ofthe general population, more than any oth-
er immigrant group." Screening with inter-
feron gamma release assays (IGRAs), such as
T-SPOT TB, should be routine for Asian im-
migrants, since IGRAs do not cross-react with
the bacillus Calmette-Guérin (BCG) vaccine.
The Centers for Disease Control and Preven-
tion now recommends IGRA blood testing in
lieu of tuberculin skin testing (TST) for immi-
grants who received BCG in infancy, with the
exception of children <5 years, for whom the
TST is still preferable.'> Patients with positive
IGRA tests are also more likely to be amena-
ble to treatment.

1 Chronic hepatitis B infection in Asian
immigrants is often due to perinatal transmis-
sion in their home countries. Rates of hepatitis
B virus (HBV) infection in the United States
have been steadily declining since vaccination
began in 1981. However, chronic HBV infec-
tion in Asian immigrants approaches 10% of
that population.’® An estimated 15% to 20% of
patients with chronic HBV develop cirrhosis
within 5 years and are at high risk for hepato-
cellular carcinoma (HCC).'"®

Evaluate HBV carriers annually with liver
function testing (LFTs), hepatitis B surface
Antigen (HBsAg), and hepatitis B e-Antigen
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TABLE 1
Resources for understanding immigrant cultural experience
and perspectives

Online resources

Patient and Family Education Services for Albanian, Korean, Latino, and Vietnamese culture clues. Avail-
able at: http:/depts.washington.edu/pfes/CultureClues.htm.

EthnoMed for cultural profiles, handouts, and resources. Available at: http:/ethnomed.org.

Association of American Medical Colleges for Tool for Assessing Cultural Competence Training (TACCT)
Resource Guide. Available at: https://www.aamc.org/linkableblob/54328-2/data/tacctresourceguide.pdf-
data.pdf.

Stanford University for Health and Healthcare for Chinese-American Elders. Available at: http://www.
stanford.edu/group/ethnoger/chinese.html.

US Department of Health & Human Services, Office of Minority Health, for Development Process: A
Physician’s Practical Guide to Culturally Competent Care. Available at: http://www.thinkculturalhealth.
hhs.gov/content/documentarchive_ccm.asp.

United States Department of Agriculture for Cultural and Ethnic Food and Nutrition Education Materi-
als: A Resource List for Educators. Available at: www.nal.usda.gov/fnic/pubs/ethnic.pdf.

Interpreter Services (Telephone, fee for service interpretation). Available at:
http://www.languageline.com, www.telelanguage.com, and www.mlsolutions.com.

CyraCom for translation and interpretation services. Available at: http://www.cyracom.net.

EthnoMed for DVD Saving face: Recognizing and Managing the Stigma of Mental lliness in Asian
Americans. Available at: http://ethnomed.org/clinical/mental-health/SavingFace.flv.view.

US Department of Health & Human Services, Office of Minority Health for Teaching Cultural Compe-
tence in Health Care: A Review of Current Concepts, Policies and Practices. Available at: http:/minority-
health.hhs.gov/assets/pdf/checked/1/em01garcial.pdf.

Tufts University for Selected Patient Information in Asian Languages (SPIRAL). Available at: http:/spiral.

tufts.edu/topic.shtml.

Books

Min PG, ed. Asian Americans: Contemporary Trends and Issues. 2nd ed. Thousand Oaks, CA: Pine Forge

Press; 2006.

Galanti G. Caring for Patients from Different Cultures. 4th ed. Philadelphia, PA: University of Pennsylva-

nia Press; 2008.

Bigby J, ed. Cross-Cultural Medicine. Philadelphia, PA: American College of Physicians—American Soci-

ety of Internal Medicine; 2003.

Purnell LD, Paulanka BJ. Transcultural Health Care: A Culturally Competent Approach. 2nd ed. Philadel-

phia, PA: FA. Davis Company; 2003.

Fadiman A. The Spirit Catches You and You Fall Down: A Hmong Child, Her American Doctors, and the
Collision of Two Cultures. New York, NY. Farrar, Straus and Giroux; 1997.

(HBeAg). A positive HBsAg result indicates
the virus is present; a positive HBeAg result
indicates the virus is actively replicating.
LFT elevation (AST >200 IU/L) or a positive
HBeAg test should prompt referral to a gas-
troenterologist for liver biopsy and therapy.
Screening for HCC with alpha-fetoprotein
(AFP) levels and liver ultrasounds every 6 to
12 months has been recommended for all
chronic HBV carriers, but this interval re-
mains controversial. Screen men 240 years
and women 250, or anyone who has had HBV

N JFPONLINE.COM

infection >10 years, every 6 months.'** More
recent recommendations favor ultrasound
over AFP for screening, as the latter test lacks
adequate sensitivity and specificity.* Test
partners and family members of HBV pa-
tients, and vaccinate them against HBV if not
already immune.

1 Other medical issues. Asians from
the Indian subcontinent have a significantly
elevated risk of heart disease, in part due to
low HDL-cholesterol levels.”® South Asian
immigrant populations have a 3- to 5-fold

VOL 63, NO 1 | JANUARY 2014 | THE JOURNAL OF FAMILY PRACTICE

>

Do not assume
that the
deference
immigrant
patients display
toward
physicians
means they “buy
in” to treatment
recommendations.

E3



THE JOURNAL OF

PRACTICE

>

A new acquired
immune
deficiency
syndrome has
been described
in East Asia.
Although not
communicable
like HIV, this
autoimmune
syndrome may
lead to similar
opportunistic
infections.

E4

increased risk of myocardial infarction and
cardiovascular death compared with other
ethnicities, and often exhibit coronary dis-
ease before the age of 40.* The recent adop-
tion of a Western diet and sedentary lifestyle
has provoked an epidemic of diabetes
throughout urban Asia and in Asians living
abroad. This may be related to the “thrifty
gene hypothesis,” which suggests that genes
which evolved early in human history to fa-
cilitate storage of fat for periods of famine are
detrimental in modern society where food is
plentiful. A study of Asian Indian immigrants
in Atlanta demonstrated an 18.3% prevalence
rate for diabetes, higher than any other eth-
nic group.” Tobacco and its causal relation-
ship with lung cancer and heart disease only
adds to this concern. Southeast Asians in
particular demonstrate alarmingly high rates
of tobacco consumption, and lung cancer
is the leading cause of death among Asian
Americans.'**

Recently, a new acquired immune defi-
ciency syndrome has been described in East
Asia. In this syndrome, interferon-gamma
(IFNw) is blocked by an auto-antibody. Al-
though not communicable like human im-
munodeficiency virus, this autoimmune
syndrome may lead to similar opportunistic
infections such as atypical mycobacterial
infections.”

Mental health concerns

Perhaps no topic deserves more emphasis
than that of mental health. In the aftermath
of the war in Vietnam, Southeast Asian im-
migrants suffered a great deal from traumatic
immigration experiences, with severe adjust-
ment reactions.” A high incidence of post-
traumatic stress disorder (PTSD) among the
Hmong in particular reflects their turbulent
national history.?

While the incidence of mental illness
among Asians is comparable to that of the
general population, Asian Americans are
less likely to report such problems or to use
mental health services® due to the stigma-
tization of mental illness in Asian culture.?®
Consequently, these symptoms may be sub-
consciously converted into the more socially
acceptable medium of physical illness, which
“saves face” and preserves family honor.?* In

TABLE 2
Cross-cultural interview
questions*?

e What do you call the illness?

e What do you think has caused the illness?

e Why do you think the illness started when it
did?

What problems do you think the illness
causes? How does it work?

e How severe is the illness?
How long will it last?

What kind of treatment do you think is
necessary?

What are the most important results you hope
to receive from this treatment?

What are the main problems the illness has
caused you?

e What do you fear most about the illness?

many ways, Asian culture still perceives men-
tal illness as personal weakness.** In Hmong
culture, inability to speak about being de-
pressed stems not just from cultural bias but
from linguistic constraints—the language
simply lacks a word for depression.*’ Even
Asian cultures recognizing mental illness
deem depression to be more dependent on
circumstances than on the psyche.® A first-
generation immigrant with mental illness is
therefore more likely to present with somatic
symptoms than a mood disturbance, and is
likely to be resistant to counseling or medica-
tion for depression. (See “Cultural influence
on self-perception: A case ” on page E8).

Asian health care beliefs and illnesses

Asian culture substantially influences the
ways in which an individual perceives dis-
ease, experiences illness, and copes with the
phenomenon of sickness. The interplay be-
tween illness, disease, and sickness was first
elucidated by the pioneering work of Arthur
Kleinman, MD, in 1978.32 The term disease
denotes a pathological process, while illness
describes the subjective impact of disease in
a patient’s life. Sickness is the sum of both, as
it relates to the total picture of biological and
social disruption. The culturally competent
physician must understand not only the pa-
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FIGURE 1
Coining

r - 1||
Linear bands of petechiae are suggestive of coining, in
which a coin dipped in cold oil or Tiger Balm is rubbed
on the skin to release “wind illness.”

tient’s disease but also his experience of ill-
ness. Asking Dr. Kleinman’s questions will
help physicians understand their patient’s
perception of illness (TABLE 2).%

Traditional Chinese medicine

Many East Asians derive their conception of
illness from traditional Chinese medicine
(TCM), a broad range of therapies includ-
ing herbs, acupuncture, massage (tuina),
and diet that has been used for millennia.
Similarly, South Asians are influenced by
the Ayurvedic or Unani traditions. TCM
views the body as an energy system, rather
than a machine, through which the life force,
or chi, flows. Health is not just the absence
of disease, but a proper balance of the an-
tithetic forces, yin and yang, maintained by
herbs, diet, and acupuncture.®® TCM is often
preferred for treating chronic conditions
and viral syndromes, or as a substitute for
Western medications with adverse effects.?*
It is most popular among newly arrived im-
migrants, those with low literacy, and those
with limited access to conventional medical

N JFPONLINE.COM

FIGURE 2
Moxibustion

plication of a smoldering plug of artemisia herb (moxi).

FIGURE 3

Cupping

Cupping with a heated glass bowl draws blood to the
site of application and causes a circular bruise.

treatment.* Most Western physicians know
little about TCM, feel uncomfortable when
their patients use it, and fail to recognize its
popularity.*** Likewise, most Asian patients
are reluctant to discuss their use of TCM un-
less questioned about it in a nonjudgmental
manner.

Many East Asian cultures practice a dis-
tinct form of folk healing known as “coin-
ing,” in which a coin dipped in cold oil or
Tiger Balm is rubbed against the skin, en-
abling “wind illness” to escape the body
(FIGURE 1). Linear bands of painless pete-
chiae develop. The more extensive the bruis-
ing, the more illness is thought to be released.
Failure to expel “wind-cold” from the body is
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TABLE 3

Asian culture-bound syndromes

Diagnosis (Region)

Comments

Amok (Malaysia, SE Asia)

Dissociative episode characterized by violent behavior
and usually preceded by brooding over real or imagined
insults

Hwa-byung (Korea)

Usually in a female patient, with anger and depressed
mood, complaints of chest heaviness, epigastric discom-
fort from an imagined abdominal mass, insomnia, and
flushing (“fire illness")

Koro (Malaysia, SE Asia)

Fear of genitalia retracting into the body, sometimes
with fatal consequences

Latah (Malaysia, Indonesia)

Fright or startle response, often associated with trance-
like behavior, echolalia, and hyper-suggestibility

Pa-feng and Pa-leng (China)

Excessive fear of wind and cold, characterized by wear-
ing extra clothing, eating hot foods, and avoidance of
drafts

Shenjing shuairuo (China)

Neurasthenia, with stress-related fatigue, numbness/
pain, and fainting

Shen kui (China) or Dhat (India)

Anxiety, panic, and sexual complaints with no physical
findings. Attributed to loss of “vital essence” or semen.
Patient believes condition is life threatening

Taijin kyofusho (Japan)

Pathologic fear of offending others by awkward behav-
ior or an imagined physical problem (social phobia)

Wind illness (Asia)

Wind or cold exposure that causes loss of yang energy
and excessive yin. Often treated with coining in Asian
folk medicine.

Adapted from: McCagor Hall T. Glossary of culture bound syndromes. Available at: http:/www.mccajor.net/cbs_glos.html. Ac-

cessed February 15, 2012.
SE, Southeast.

believed to account for many ailments. Other
traditions are moxibustion and cupping. In
moxibustion, a smoldering plug of dried ar-
temisia herb (moxi) is either impaled upon
an acupuncture needle or placed directly on
the skin to create a burn (FIGURE 2). In cup-
ping, a flame is quickly passed through a
glass bowl which is then placed against the
skin. The resulting suction creates a circular
bruise and draws blood to the area (FIGURE 3).
Many folk remedies have been mistaken for
child abuse by individuals unfamiliar with
such practices.* Occasionally TCM may re-
sult in harm from burns, unsterilized acu-
puncture needles, or (most commonly)
adulterated herbal formulations.*

Culture-bound syndromes

Asian folk illnesses usually go unrecognized
by western practitioners, and many of these
are somatic presentations of mental illness or

stress (TABLE 3). A classic example is the Ko-
rean folk condition Hwa-byung, which may
include the sensation of an abdominal mass.
US practitioners might pursue a fruitless ab-
dominal workup before suspecting a psychi-
atric condition, even though a careful history
would likely elicit other anxiety symptoms
and loss of sleep and appetite.?

Asian social conventions

Asian cultural conventions often create con-
siderable confusion. In India, head waggling
(shaking the head back and forth) is equiva-
lent to nodding in conversation, indicating
an acknowledgement of communication.
To western eyes, it appears that the patient
is resisting advice rather than welcoming it.
In East Asians, smiling expresses a variety
of emotions, including polite disagreement.
Acute embarrassment may provoke giggling.
Eye contact is usually for social equals; avoid-
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TABLE 4

Steps to consider in creating an immigrant-friendly

environment+

Display bilingual posters and signage.

pointments.

Allow flexible scheduling, whereby patients can be seen in “sign-in” order rather than by fixed ap-

ness hours.

Establish evening hours. Many working poor have trouble making appointments during regular busi-

Acknowledge Asian holidays (eg, Chinese New Year, Tet, Diwali)

e Sponsor cultural sensitivity training for staff (eg, monthly lunchtime discussions, inservice training, a
bulletin board devoted to cultural issues, ethnic food “potlucks” in the office)

e Encourage nurses to integrate culture-specific interventions in nursing care plans.

¢ Provide more modest patient gowns.

e Make printed and Web-based cultural information available to staff.

e Schedule extra visit time for patients with limited English proficiency.

* Provide interpretation services for those with limited English proficiency.

e Hire bilingual staff and physicians.

e Hire staff and physicians able to relate to minority cultures.

ing it, especially between the sexes, is the
norm. Only the right hand should be used
when giving patients a prescription; the left
hand is considered unclean. A patient’s head
should only be touched with advance permis-
sion, as it is viewed as the seat of the soul and
is therefore sacred. Under no circumstances
should a patient ever see the bottom of the
practitioner’s feet or be touched by them.*®
Demonstrating respect (especially for older
Asians) and preserving modesty are essential
when examining patients.

Naming conventions can also be confus-
ing. In China and much of Southeast Asia, it
is customary for the surname to precede the
given name, often with the 2 run together,
rather than the other way round. It is best
to ask how a patient would prefer to be ad-
dressed, regardless of how the name appears
on the medical chart.*

Cultivating knowledge of Asian culture
provides a framework from which practitio-
ners can better understand and treat their
patients. By asking respectful, open ended
questions and encouraging patients to take
an active role in their own treatment, physi-
cians become therapeutic allies actively en-
gaged in the healing process. Asking patients
to share their use of alternative remedies al-

N JFPONLINE.COM

lows the option of rationally integrating those
most meaningful for the patient.

The cross-cultural interview

It is helpful to have a specific approach in
mind when interviewing patients from other
cultures. A number of mnemonic techniques
exist.**! Perhaps the most useful of these is
the LEARN model, which stands for Listen,
Explain, Acknowledge, Recommend, and Ne-
gotiate.* The physician first listens carefully
to the patient’s perception of his illness before
explaining any medical (disease) issues. This
exchange is followed by acknowledging dif-
ferences and similarities between the 2 view-
points. Finally, the physician recommends a
treatment plan and negotiates patient agree-
ment.* Negotiation implies flexibility and
willingness to compromise with reasonable
cultural demands, without compromising
patient care. Use of the LEARN model aids
in the identification and resolution of any
cultural conflicts that might arise during the
course of the clinical interview.

Teach back and patient activation

An extremely useful technique for all cultures
is termed “teach back” or “show me,” which
involves asking patients to repeat their care
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Cultural influence
on self-perception: A case

A 24-year-old Japanese graduate student visited our clinic com-
plaining of body odor that had lasted several months despite daily
bathing and experimenting with different deodorants. He also felt
that he had bad breath, even though his dental hygiene was excel-
lent. He usually left his apartment only to attend classes and was
convinced his classmates were avoiding him. He had arrived from
Japan a year before and had made few friends. Adjustment to life
in America had been difficult, and desperation over his increasing
social isolation finally made him seek help.

His history also revealed a poor appetite, difficulty falling asleep,
and loneliness. He had no history of psychiatric problems or substance
abuse. He denied feeling depressed.The patient was well groomed
but had a sad, anxious affect. Ear, nose, throat, and dental exams
yielded no abnormal findings. We could detect no body or breath
odor, and the remainder of his physical exam was unremarkable.

Further questioning revealed clear vegetative signs of depres-
sion. There was no physical basis for bad odor, and his perception
seemed to be delusional. When presented with this thinking, the
patient became upset and vehemently denied being depressed,
refusing to seek counseling (which was just for “crazy” people) or
take antidepressants.

The Japanese diagnosis, taijin-kyofusho, is a fear of offending
others due to an imagined physical defect (in this case, body odor)
or unacceptable behavior. Translated, this is a disorder (sho) of fear
(kyofu) of interpersonal relations (taijin), offensive subtype. Taijin-
kyofusho is thus an exaggerated fear of giving offense in social
settings. Avoiding offense is culturally important in Japan, and stress
can magnify this fear into a disabling social phobia.

Somatic symptoms are usually not a conscious deception on the
part of the patient, and they may respond to antidepressant medica-
tion, which this patient agreed to take after we reframed his condi-
tion as culture shock. He subsequently recovered.

Reproduced with permission from Recognizing Mental Iliness in Culture-bound
Syndromes, January 15, 2010, Vol 82, No 1, issue of American Family Physician
Copyright © 2010 American Academy of Family Physicians. All Rights Reserved.
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instructions at the end of the visit. This extra
step provides an opportunity to correct errors
that might have occurred during the transmis-
sion of instructions.”” Caregivers should also
encourage or “activate” patients to become
more involved in managing their own health
care. Patient activation measures may be as-
sessed on a one-to-4 point scale.” Using both of
these techniques combats passivity, promotes
patient acceptance, and improves outcomes.

A caring environment
There are various strategies and approaches

that can help make a medical practice more
immigrant friendly (TABLE 4).**% Instructing
office staff to assist patients in getting to the
clinic is critical for those with limited mobil-
ity or who lack English proficiency. Adding
evening hours that can also accommodate
walk-ins helps working patients. For practices
with larger immigrant populations, recogniz-
ing Asian holidays like Chinese New Year,
Diwali, or Tet will be well received. These
practices have been directly correlated with
more positive health outcomes and better
patient satisfaction.*

Conveying complex instructions to pa-
tients with little English takes effort for even
the most unflappable providers. While writ-
ten follow-up instructions in English could be
interpreted by a more fluent family member,
the ideal solution would be to have materials
available in the native language. Fortunately,
several Web sites, such as SPIRAL (Selec-
tive Patient Information in Asian Languag-
es) provide downloadable Asian language
instructions.*

Physicians should try to implement
the Culturally & Linguistically Appropriate
Services (CLAS) guidelines and mandates
from the Office of Minority Health (http://
minorityhealth.hhs.gov/templates/browse.
aspx?lvl=2&IvlID=15).° They go far towards
providing optimal care for patients of all
cultures. Cultural competence does not im-
ply being an expert in all cultures, let alone
those of Asia. However, health care provid-
ers can develop the skills necessary for effec-
tive cross-cultural communication, which,
to be most effective, must be accompanied
by a caring attitude and respectful practice
environment. JFP
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with this manuscript.
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