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Preface

October 31, 1979
It was six in the evening; crickets were starting to chirp,
and it was getting dark. The peasant woman was sweat-
ing heavily after having walked barefoot, carrying her
baby son in her arms, for more than six hours. She
timidly approached one of the doctors at the tempo-
rary clinic. In a single day the medical team had pro-
vided immunizations and medical and dental attention
to more than five hundred people of San Juan de Dios,
a community embedded in the heart of the Latin
American tropical rain forest.

“Doctor,” she said, “could you please see my child?
He has been coughing for days. I left this morning at
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four o’clock but was unable to get here on time be-
cause the river near our village had overflowed. I waited
two hours until the water was calm enough so that I
could swim across with my baby in my arms in order
to get here.”

The medical team was exhausted; almost everyone
was in the jeeps, and all of the medical equipment and
supplies had already been packed away. They had a
six-hour ride ahead of them to get back to civilization.
The doctor looked at her colleagues, hesitated for a
moment, and thought, “If I agree to see your child,
more people are going to ask the same thing. Besides,
we’re all tired and everyone in the team wants to go
back.” The chief of the team stepped in and, address-
ing the peasant woman, said, “We’ll see everyone that
hasn’t been taken care of, even if we have to leave in
the middle of the night.” The team leader led the doc-
tor away from the group and explained, “Can you just
imagine how big an effort this woman had to make to
get here, to get the courage to approach you, a doc-
tor, and ask for help knowing that she might get a nega-
tive answer?” The doctor had never thought about these
issues before because she was an outsider and she could
not relate to this community or to this woman’s suffer-
ing. She could hardly relate to the ways of simple
people she would probably never see again. But the
experience changed her life forever. I am this doctor.
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Introduction

Latinos are dramatically changing the demographic
profile of the United States. They currently comprise
13.3 percent of the total population and will likely grow
to roughly 20 percent in 2030 and 25 percent by 2050.
Two factors help explain the Latino population boom.
First, Latinas have the highest birthrate in the country
for women of childbearing age. Second, every year an
estimated 500,000 documented and 500,000 undocu-
mented Latinos enter the U.S. Unfortunately, the num-
ber of Latinos in the health care workforce is propor-
tionately much smaller than the size of the commu-
nity warrants. For example, in California, where one in
three persons were Latino, less than 5 percent of physi-
cians were Latino in 1999 (Bureau of the Census 2001;
Alcalay et al. 1992; Hayes-Bautista 1997).
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Health care providers are facing the increasing
demands of the thirty-five million Latinos living in the
United States. Providing culturally competent care to
them, that is, understanding the Latino culture in or-
der to establish sensitive and effective communication
with them during the clinical encounter, is critical for
non-Latino health practitioners.

Acknowledging that culture and language may act
as barriers between Latino patients and their provid-
ers, health care organizations have taken steps to de-
velop the cultural competence of providers and to
manage language issues with the help of medical in-
terpreters. Yet, within the physician-patient relation-
ship, cultural issues remain a gray area from the practi-
tioners’ perspective.

How can a non-Latino health care provider com-
municate effectively with a Latino patient? This book
offers clinicians a bridge to understanding the Latino
patient through a practice-based approach. For this
purpose, I use vignettes that focus on common situa-
tions to illustrate a culturally oriented approach and
to address difficulties in communication. By under-
standing the critical cultural values that differentiate
the Latino patient’s culture from the provider’s main-
stream culture and by learning some strategies for in-
teracting in a culturally respectful manner, clinicians
will be able to develop cultural competence with Latino
patients.

The Latino Patient combines current cultural knowl-
edge and key health data about Latinos with the
author’s personal experience of twenty years working
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with Latino patients in Latin America. The first part of
the book defines Latino patients, their health status
and attitudes, beliefs, and practices. In addition, it sug-
gests strategies for enhancing communication and in-
creasing sensitivity with Latino patients. The second
part of the book, chapters 6 through 10, presents the
author’s four-step Latino Culturally Competent Care
Model: GREET, LISTEN, CARE, and TREAT. Each
segment of the model is designed to assist providers in
their work. Reading the book as it is presented, Part I
first and then Part II, is highly recommended.

Chapter 1 defines the Latino patient, presents an
overview of Latino diversity, and describes the health
status of U.S. Latinos. The chapter also presents the
explanatory models for morbidity and mortality rates
among Latinos and emphasizes the importance of cul-
ture, acculturation, and health.

Chapter 2 lists and discusses the cultural values that
are most relevant to developing an effective patient-
provider relationship with a Latino patient.

Chapter 3 describes Latinos’ health attitudes, be-
liefs, and practices and their health-seeking behavior.

Chapter 4 explains how to communicate effectively
with the Latino patient, how to deliver culturally ap-
propriate health messages, and what the key elements
are to help the Latino patient to adopt healthier hab-
its.

Chapter 5 explores the concept of cultural compe-
tence and offers a self-assessment tool for providers
who may want to have a general idea of their effec-
tiveness with Latino patients. The chapter ends with a
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list of Dos and Don’ts with the Latino patient.
Chapter 6, “GREET: Characterizing Your Latino

Patient,” presents an acronym, the letters of which rep-
resent the key elements for the provider to keep in
mind when first meeting a Latino patient.

Chapter 7, “LISTEN: Gaining Access to Your
Patient’s Clinical History,” describes six key elements
for enhancing communication during the history-tak-
ing interview in order to access valuable information.
The chapter also describes issues that arise while deal-
ing with the medical history as well as Latinos’ com-
mon descriptions and terms for symptoms and signs.

Chapter 8 describes CARE, four key approaches
to performing a culturally sensitive patient evaluation.
In addition the chapter explains issues that arise dur-
ing the physical exam of Latino patients with consid-
eration of age and gender groups.

Chapter 9, “TREAT: Providing Culturally Compe-
tent Treatment,” suggests ways to provide effective
treatment by building trust and rapport through com-
munication. The chapter suggests ways to recommend
a treatment plan, prescribe medication, and negotiate
consent for diagnostic and surgical procedures.

Chapter 10 rounds out the book with a discussion
of key factors to consider in developing patient loy-
alty and suggests an effective farewell procedure.

Understanding that every health practitioner’s per-
sonal communication style is a key element in the clini-
cal setting, the author hopes that providers will find
the suggestions offered in this book useful during their
encounters with Latino patients and that each provider
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can find ways to adapt this material to fit his or her
unique style. The author takes full responsibility for
the personal contributions made in Part II.
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Chapter 1

Defining the
Latino Patient

Who Are Latinos? Snapshot of a
Diverse Population

Latinos1 are the 35.3 million persons living in the
United States who trace their origins to Latin America.
In 2002 they represent about 13 percent of the total
population of the U.S. and are the nation’s largest mi-

1 Latino, rather than Hispanic, is the term that persons who trace
their origins to Latin America use to self-describe, so this is
the term I will use. Latin America includes all of the nations
south of the United States where Spanish is the national lan-
guage, plus Brazil.
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nority. The states with the highest concentration of
Latinos are California, Texas, New York, Florida, Illi-
nois, Arizona, and New Jersey (Guzmán 2001;Therrien
and Ramirez 2000; Grieco and Cassidy 2001).

With a median age of 25.9 years, Latinos are a rela-
tively young population (the median age for the U.S.
population overall is 35 years). According to the 2000
census, 58 percent of the nation’s Latinos are of Mexi-
can origin, 10 percent are from Puerto Rico, 3.5 per-
cent are of Cuban origin, and the remaining 28.5 per-
cent are Central and South American, Dominican, and
of other Hispanic origins.2

The growth of the Latino population in the United
States is, as mentioned in the Introduction but worth
repeating here, a consequence of high birthrates and
immigration. By 2100, there will be about 190 million
Latinos living in the U.S. (Alcalay et al. 1992; Bureau
of the Census 2001).

Latinos present three challenges to health care pro-
viders: language, diversity, and culture (Trueba 1999; Chase
and Chase 1998; Gonzalez-Lee and Simon 1990; Gold-
smith 1990). Language will not be discussed in depth
in this book, but diversity and culture will. Bridging
the communication gap entails having some profi-
ciency in the Spanish language, possessing a sound
knowledge of the diversity within the Latino group,
and understanding the Latino culture. A solid knowl-

2 Their poverty rate declined from 26 percent in 1998 to 21
percent in 2000. In 2001 57 percent of Latinos age 25 and
over had a high school degree and 11 percent had a bachelor’s
degree (Guzmán 2001; Bureau of the Census 2001).
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edge of the health needs of the various generations of
this population also enhances the effectiveness of
health care providers. Today non-Latino health care
providers face communication and cultural barriers
with Latino patients that can affect health care access
(One America 1998).

Latino versus Hispanic
In the 1960s the U.S. Census Bureau used the term
Hispanic to refer to persons whose native language was
Spanish and/or who had Spanish ancestry (from Spain).
Over the next twenty years people from Latin Ameri-
can countries (Mexico, Central and South America,
Puerto Rico, Cuba, and the Dominican Republic) con-
tinued to immigrate and developed into the three ma-
jor groups: Mexican Americans, Cuban Americans, and
Puerto Ricans. The massive influx of Central Ameri-
cans completed the mosaic of U.S. Latinos in the 1980s.
People whose family origins were in Latin America
identified themselves as Latino in spite of the persis-
tent use of Hispanic at the governmental level. By 1993
the Census Bureau recognized the need to revisit the
term Hispanic (Bureau of the Census 1993). Conse-
quently, in 1996 the Census Bureau redefined Hispanic,
and in 1997 the Office of Management and Budget
issued a standard by which the terms Latino and His-
panic were to be used interchangeably. The measure is
to be fully implemented by January 1, 2003 (Office of
Management and Budget 1997). Latinos, then, is a plu-
ral noun that generically describes both men and
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women. However, when referring specifically to a fe-
male, the most appropriate term is Latina; if more than
one, the term is Latinas. Likewise, when referring to a
male or people in general, the correct term is Latino, or
if several, Latinos.

Latino Diversity
Latino diversity includes social and demographic fac-
tors (Kent 1997; Council on Scientific Affairs 1991).
Six of these factors are especially important for the
health care provider: language, nationality, religion,
race, social class, and age. They are discussed in the
next sections.

Language

Spanish unites Latinos and is spoken with as many dif-
ferent accents and intonations as there are Spanish-
speaking countries in Latin America. People from ev-
ery country and region in Latin America use distinc-
tive idiomatic speech patterns (Stoneman 1997; Coun-
cil on Scientific Affairs 1991). For example, Mexicans
tend to speak using a great many idioms; Central
Americans’ Spanish is fast-paced; and South American
Spanish speakers are known for their almost musical
intonations and a more educated vocabulary. Brazil is
the only country in Latin America where people speak
Portuguese and not Spanish.3 Because Portuguese is

3 There are also three countries in South America that are not
considered part of Latin America: Suriname, Guyana, and
French Guiana.
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similar to Spanish, Brazilians learn it easily, so language
has not been a barrier for them in communicating with
other Latinos. The large number of Spanish variations
among Latinos seems to have been overcome by the
Latino media use of “broadcast Spanish,” a form of
neutral Spanish where words are pronounced without
an identifiable accent and regional or national idio-
matic expressions are almost entirely absent.

For providers, a basic knowledge of Spanish is
highly desirable for verbal communication, but it is
not absolutely required. The complexities and rich-
ness of the Spanish language add to the difficulties of
developing proficiency. For those who pale at the pros-
pect of trying to learn a foreign language, alternatives
exist and more are being developed to assist providers
with the language issue. Health care organizations are
using translation/interpretation services, and some are
enlisting medical interpreters as members of the health
team (Hornberger et al. 1997). Medical interpreters
must, however, be aware of regional and national ex-
pressions and idiomatic language used to describe
names of ailments, symptoms, signs, and health prac-
tices. As the training and certification process of medi-
cal interpretation continues to evolve, providers may
gain more by focusing on the factors that they can
more easily learn in order to establish effective com-
munication with a Latino patient. Developing cultural
sensitivity is more easily attainable than is linguistic
proficiency.
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Nationality

In 2000, 39 percent of the Latino population (almost
13 million persons) was foreign born (Therrien and
Ramirez 2000). Latinos can trace their origins to
twenty-two different countries, and many immigrants
from Latin America are children of immigrants them-
selves; for example, Brazil and Peru had significant Japa-
nese migrations between 1899 and 1908 (Gardiner
1975), and Argentina and Chile became home to Span-
ish, English, German, and Italian immigrants begin-
ning in the late nineteenth century (Levene 1937).

Latinos in the United States continue to become
an even more diverse group as individuals from sub-
groups continue to intermarry and give rise to new
generations of Latinos with mixed heritage. The dif-
ferences among people from the same country can af-
fect their health status as well. The first wave of Cu-
bans who arrived in this country in the 1960s con-
sisted mostly of middle- and upper-class families who
had attained some level of education. In contrast, the
second wave of Cubans who arrived, called the
Marielitos because they left in boats from the Port of
Mariel, were less educated and exhibited social and
health problems that the prior group did not. Central
Americans brought with them problems resulting from
their war experiences, such as post-traumatic stress
syndrome. Also many must hold more than one job in
order to support family members that stayed back
home. For example, approximately 20 percent of the
economy of El Salvador depends on the monetary sup-
port that comes from relatives living in the U.S.
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Religion

Most Latinos are Catholics. This is a consequence of
the presence of Spanish conquerors who, from 1492,
initiated the conversion of the natives to Catholicism.
Still, people from Latin America profess all world reli-
gions, and it is not unusual to encounter Jews, Mus-
lims, Protestants, Jehovah’s Witnesses, Mormons, or
Buddhists.

Religion, regardless of creed or denomination, plays
a very important role in most Latinos’ lives. Culturally,
they focus more on the spiritual than on the material
aspects of life. Also, some Latinos have combined reli-
gious beliefs with social traditions. For example, Catho-
lics celebrate their daughters’ fifteenth birthday, her
coming of age, with a family party and a mass.

The attitude toward health and disease is closely
linked to the perception of religion. Catholics, for in-
stance, consider God the giver of all, including health;
therefore, health is a consequence of being good, and
disease may represent punishment for bad deeds. This
fatalistic attitude may present a challenge for provid-
ers.

Race

The people of Latin America are a mixture of many ra-
cial groups. Latin America was visited by English, French,
Portuguese, Dutch, and Spanish expeditions during the
sixteenth century. From 1492 Spanish conquerors suc-
ceeded in establishing permanent roots in the New
World. Later, some Latin American countries received
migratory waves from Africa, Asia, and Europe. While
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all races exist in Latin American countries, the makeup
of the various groups differs remarkably. For example,
Mexico’s population is 60 percent mestizo (mixed Eu-
ropean and native Indian), 30 percent Amerindian (na-
tive Indian), 9 percent white, and 1 percent other.
Guatemala’s population is 56 percent mestizo and 44
percent Amerindian. The Central American country of
Costa Rica and the South American countries of Ar-
gentina, Chile, and Uruguay have predominantly white
populations. On the Caribbean islands of Cuba, the Do-
minican Republic/Haiti, and Puerto Rico, mulattoes
(mixed African and European) predominate.

Social Class

Closely linked with racial background is the concept
of social class in Latin America. Social class does not
appear to be a significant issue in the United States,
but it is still very much a reality for many persons of
Latin American origin. In many of the Latin American
countries, a small group of families with Spanish heri-
tage consider themselves the founding families of the
countries and, through political and family alliances,
have maintained control of financial empires based on
businesses and vast land holdings. This upper class is,
for the most part, educated and white. Middle-class
Latin Americans are mostly the product of migratory
waves to Central and South America and therefore
range from whites to mestizos, mulattoes, and all pos-
sible combinations of racial and ethnic groupings.
Many have taken advantage of education to attain some
upward mobility. Amerindian and black groups have
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historically had less access to education and economic
opportunities; they are generally considered the lower
class in Latin America. Fortunately, while Latinos in
the U.S. are of all racial and ethnic combinations, their
ancestry does not correspond to social class in this
country.

Age

U.S. Latinos are a relatively young population. In 2000,
36 percent were under eighteen, 59 percent were from
19 to 65 years of age, and just over 5 percent were 65
and older. This population distribution contrasts
sharply with the age distribution of the population as
a whole. As the population of the United States ages,
Latinos seem to be contributing to a large segment of
the younger generations. It is estimated that in 2015,
25 percent of U.S. teenagers will be Latinos. There-
fore, the health needs of this population present an
increasing demand for preventive and curative services
that are typical of young populations (Therrien and
Ramirez 2000; Bureau of the Census 2001). The six
factors described in this section have important public
health implications that will be described in the next
section.

Health Status of the
U.S. Latino Population

There is insufficient data about and a limited under-
standing of the health outcomes of Latinos. The 1992
report to Congress by the General Accounting Office
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stated, “The health status of Hispanics, especially His-
panic subgroups, is imprecisely known and [has] thus
far been insufficiently analyzed. As a result, a compre-
hensive view of the morbidity and mortality trends of
different Hispanic groups is not available at this time.”
Similarly, only limited data regarding the health prac-
tices and use of health services of Latinos is available
(Goldsmith 1993; Council on Scientific Affairs 1991).

Despite the lack of sufficient national data, some
facts are known.
1. The life expectancy of the Latino population is 79

years compared with 75 for the total population.
2. Researchers have reported improvements in infant

mortality rates among certain Latino subgroups.
3. The prevalence of smoking among adults is lower,

and there are increases in breast cancer screenings
among women.

4. Key areas of concern about Latinos’ health include
prevention of diabetes, adolescent pregnancy, tu-
berculosis, HIV infection, violence, and obesity.

5. Increasing access to primary care services remains
a challenge (Delgado 1998).
In an attempt to find explanations for Latino health

outcomes, scholars have raised important issues that
highlight the incongruities between Latinos’ socioeco-
nomic conditions and the health profile of this popu-
lation. Two explanatory models for the Latino health
profile are the epidemiological paradox and the healthy mi-
grant effect, which are discussed in the next section.
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Explaining the Latino Health Profile

The Epidemiological Paradox: The term epidemiological para-
dox was coined by Marvin Karno and Robert Edgerton
in 1969 to describe the apparent lack of correlation
between the socioeconomic profile of Latinos and their
health outcomes. What this means is that in spite of
negative factors that would be expected to impact
Latinos’ health, the health profile of the group appears
to be unaffected (Markides and Coreil 1986; Karno
and Edgerton 1969).

Demographic, cultural, and socioeconomic factors
as well as the level of acculturation have an impact on
Latino health status (Alcalay et al. 1992; Sorlie et al.
1993; Muñoz 1988). The barriers they face in accessing
health care negatively influence their health status, as
does their acquisition of the unhealthy habits of the
dominant culture. Nonetheless, Latinos’ health outcomes
are much better than expected; hence the paradox.

The Healthy Migrant Effect: Another surprise to research-
ers is that Latinos not born in the United States have
lower mortality rates than Latinos born here. In other
words, new immigrants to the U.S. appear to be healthier
and more productive than they would be expected to
be (Furiño and Muñoz 1991; Sorlie et al.).

Health Facts
Morbidity

Latinos’ major health problems are similar to those of
the general population (Quinn and McNabb 1999;
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Valdez and Narayan 1999; Delgado 1998). They in-
clude the following:
➾ diabetes
➾ tuberculosis
➾ HIV infection
➾ violence
➾ end-state renal disease
➾ gallbladder disease
➾ cardiovascular diseases (coronary and ischemic heart

disease, hypertension, cerebrovascular disease)
Children: The lack of access to primary care appears

to characterize childhood health. Repeated ear infec-
tion, repeated tonsillitis, and pneumonia are the most
common infectious illnesses. Chronic illnesses are also
of concern: asthma, bronchitis, and elevated levels of
lead in the blood. In addition, Latino children have
low compliance rates with immunization series; con-
sume less-than-recommended servings of bread, fruits,
and vegetables; have iron intakes lower than the rec-
ommended levels; and consume more than the recom-
mended daily cholesterol. With respect to safety, one
in ten Latino children have, according to reports, an
accident, injury, or poisoning event during their child-
hood (Delgado 1998).

Adolescents: Adolescent Latinos’ health is character-
ized by a lack of exercise, unprotected sexual activity,
abuse of alcohol and other drugs, suicide attempts, and
increasing violence.

Adults: The most prevalent chronic conditions
among Latino adults are heart disease, cancer, diabe-
tes, and liver disease.
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In sum, the diseases that affect the health of Latinos
can be addressed by culturally competent health pro-
viders who focus on primary care and health promo-
tion interventions.

Mortality

Latinos have higher poverty rates, lower educational
attainment, and less health insurance coverage than
non-Latino white Americans. Studies have found that
the lower socioeconomic levels are related to poor
health expressed as morbidity and mortality rates. Even
so, several studies have revealed “lower income-ad-
justed mortality rates for cancer, cardiovascular dis-
ease, and all-cause mortality among Latinos relative to
non-Latino whites” (Liao et al. 1998; Sorlie et al. 1993).
Therefore, it appears that the paradox holds for Latino
mortality as well as morbidity.

The healthy migrant effect and the salmon bias
effect4 have been used to explain the low mortality
rates of Latinos. Some researchers have posited that
the healthy migrant effect might explain the lower
mortality rates among Latinos. They suggest that
Latinos who immigrate to the United States are
healthier individuals and therefore have lower mortal-
ity rates than those of Latinos who remain in their
homeland (Sorlie et al.; Furiño and Muñoz; Shai and
Rosenwaike 1987). Other researchers have attributed

4 Wishing to die in their own birthplace, “…many Latinos re-
turn to their countries of birth after temporary employment,
retirement, or becoming seriously ill” (Herrera et al. 1994).
This is known as the “salmon bias” effect.
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this phenomenon to the salmon bias effect (Abraido-
Lanza et al. 1999; Pablos-Mendez 1994). Yet, neither
of the two hypotheses explains the mortality epide-
miological paradox. Some researchers even suggest that
“better health practices, especially relative to risk fac-
tors for heart disease and cancer,” might explain the
lower mortality rates. If that were the case, however,
then there would not be an epidemiological paradox
(1999). Clearly, more research is needed.

According to the U.S. Census Bureau (2000), the
ten leading causes of death for Latinos of both sexes
and all ages, in rank order, are
1. diseases of the heart,
2. malignant neoplasms,
3. accidents,
4. cerebrovascular disease,
5. diabetes mellitus,
6. pneumonia and influenza,
7. homicide and legal intervention,
8. chronic liver disease and cirrhosis,
9. chronic obstructive pulmonary disease, and

10. certain conditions originating in the perinatal pe-
riod.

Factors in the Decision
to Seek Health Care

This section describes factors that may impact the de-
cision to seek health care: language, health insurance
coverage, and acculturation. As already discussed (see
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pages 6–7), language can act as a critical barrier to
Latino access to health care services, so I won’t bela-
bor the point here.

Health Insurance Coverage

Although Latinos are the most highly employed mi-
nority and almost two-thirds have health insurance
coverage, that still leaves more than one-third with-
out basic coverage. In contrast, only 15 percent of the
entire American population lacks health insurance cov-
erage (Goldsmith 1990). Mexican Americans, who
make up 58 percent of all Latinos, have particularly
low rates of health insurance because they are em-
ployed in the low-skilled and low-paid sectors of the
economy that are less likely to provide insurance cov-
erage to their employees as a benefit. Mexican Ameri-
cans’ and Puerto Ricans’ low incomes also often pre-
vent them from purchasing private health insurance
coverage (General Accounting Office 1992; Ginzberg
1991). Consequently, Latinos are particularly vulner-
able to slipping through the cracks in the current sys-
tem of obtaining medical care (Carrasquillo et al. 2000;
Berk et al. 2000; Valdez et al. 1993).

Unable to find access to adequate health care, many
poor Latinos seek care in the emergency rooms of large
public hospitals. While emergency rooms provide tem-
porary solutions to their health problems, they can-
not provide follow-up care or preventive services
(Phillips 2000; Alcalay et al. 1992).
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Acculturation

Acculturation encompasses the adjustments that indi-
viduals make in order to adapt to a new culture. For
Latinos, these changes include learning to live in an
environment that is saturated with rules and regula-
tions. Habits that are second nature for Americans, such
as taking a number, waiting in line, filling out forms,
walking on the right side of a hallway, and so on, can
be a nightmare for Latinos. The health care system in
the United States might seem highly bureaucratic and
even hostile to immigrant Latinos (Delgado 1998). In
contrast, the health care system in Latin America is
often more user-friendly because of the paternalistic
and informal tone of providers. For some Latinos, the
best option is to seek help from a folk healer who of-
ten gives very personalized attention.

Medicaid coverage and higher acculturation level
have been positively associated with a greater prob-
ability for inpatient medical admission; however, a
lower degree of acculturation accompanied by the
perception of having good health may cause persons
of Mexican origin to be less likely to seek outpatient
medical care (Wells et al. 1989). Kyriakos Markides
and Jeannine Coreil have suggested that a less accul-
turated lifestyle may afford some protection to Latinos’
health, but more specific identification and understand-
ing of these cultural and social factors are needed
(1986). These protective social and cultural factors
seem to have less impact on Latinos’ health as their
level of acculturation increases (Marin and Posner
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1995; Palinkas 1994; Gilbert 1991; Caetaño and Mora
1988). For example, it has been suggested that expo-
sure to the new culture, new friends, and English lan-
guage media may influence immigrant Mexican women
to begin drinking and smoking. Investigators have rec-
ommended that the focus of prevention programs di-
rected at Mexican women be structured to target and
respond to their differential levels of acculturation
(Palinkas 1994; Gilbert 1991).

In sum, Lloyd Rogler et al. suggests, “increases in
acculturation alienate the person from traditional sup-
portive primary groups. Increased acculturation also
facilitates the internalization of host-society cultural
norms, among which are damaging stereotypes of
prejudicial attitudes toward Hispanic people” (Rogler
et al. 1991).

The current health status of Latinos is cause for
optimism, provided appropriate and effective measures
are undertaken to identify and treat their preventive
and curative health care needs (Molina and Aguirre-
Molina 1994; Vega 1994). The challenge of maintain-
ing and, better yet, improving the Latino health pro-
file will continue to demand more research regarding
Latino health outcomes and a greater understanding
of the impact of acculturation and health education
on health behaviors. While increasing the number of
Latino practitioners is highly desirable, developing
cultural competence of non-Latino health providers
remains a reasonable, effective, and attainable option
to help maintain the Latino health profile.
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Chapter 2

Cultural Values of
the Latino Patient

Latinos are a diverse group held together by a com-
mon language and a set of cultural values. In particu-
lar, generational differences often determine the de-
gree to which both are adhered to. First-generation
immigrants generally hold fast to their culture and at-
tempt to transmit the same values to their children.
With more time in the country and with continued
acculturation, individuals gradually become incorpo-
rated into mainstream society. Thus, second, third, and
fourth generations increasingly mirror mainstream cul-
ture (Padilla 1980).

Regardless of the level of acculturation or genera-
tion, however, Latinos retain at least three basic value
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sets that differ from mainstream values. First, while the
dominant culture is individualistic, Latinos are group-
and family-oriented. Second, mainstream culture fo-
cuses on personal, social, and financial achievement;
Latino culture seeks harmonious relationships and co-
operation at almost any cost. Third, while the domi-
nant culture derives respect from success, for Latinos,
respect is a consequence of age, gender, and/or hierar-
chy (Lecca 1998).

A competent health care provider will want to con-
sider these differences in order to understand a Latino
patient’s perspective during the clinical encounter. The
attitudes and responsiveness of Latino patients may be
heavily conditioned by their values. The provider must
actually have two perspectives in clear view if the pa-
tient-provider encounter is to meet mutual expecta-
tions: the Latino patient’s perception of mainstream
culture and the provider’s own cultural sensitivity to
the value system of the patient. This chapter presents
the most common Latino cultural characteristics that
are likely to emerge in the clinical setting and high-
lights differences in Latino subgroups.

Various scholars have described Latino cultural val-
ues. Amado Padilla’s pioneering work on Latino accul-
turation proposed five central Latino cultural values:
familism, simpatía (see page 27 for an explanation), respeto
(respect), gender issues, and time orientation (1980).
Other scholars proposed adding religiosity and loyalty
(Magaña and Clark 1995), and later, Gerardo Marin and
Barbara Van Oss Marin contributed three more values:
allocentrism, power distance, and personal space (1991).
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More recently, John Kikoski and Catherine Kikoski have
reviewed the literature from a managerial perspective.
Their list of Latino values includes self-worth, dignity
and respect, manliness, womanliness, sensitivity, hon-
esty, hierarchy, and religiosity (1996).

Relevant Latino Cultural Values
For the purpose of the patient-provider relationship, I
have chosen nine Latino cultural values that I feel have
the most impact on the clinical encounter: collectiv-
ism, familism, personalismo, gender issues, power dis-
tance, respect, religiosity, simpatía, and time orienta-
tion. This section briefly describes these key cultural
values and, whenever appropriate, compares them with
mainstream values and examines the evolution of the
values as a consequence of adjustments to the new
culture. Most of these values will be illustrated in eight
vignettes later in this chapter. They will also be wo-
ven throughout chapters 6 through 9.

Collectivism

The behavior of Latinos is permeated by collectivism.
This means that Latinos prefer the company of others
over being alone for personal satisfaction and for self-
assurance. From the Latino perspective, the relation-
ships shared in the social or work group give strength
to the collective and provide a sense of belonging. Life
is viewed, therefore, from the group perspective rather
than from the typically mainstream individualistic
angle. (See Vignette 1, page 30.)
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Familism

The Latino family is a complex and vital social organi-
zation and includes the nuclear and extended family.
Family members are closely tied together by sentiments
of respect, loyalty, and unity; all members must abide
by these principles without question. Although the
father is the authority figure, he spends most of his
time outside the house working to fulfill his duties as
provider. The mother takes care of the house and the
children and thus often accumulates a great deal of
power. This is largely because upon coming to the
United States, Latinas are required to develop new skills
in carrying out their role as a mother. They find out
what forms they need from public offices and learn
how to complete them. They take their children to
school, meet other women at the school, get groceries
at the supermarket, and go to church. In sum, their
tasks involve getting out of the house more often than
they would in their own culture. Consequently, they
often participate in community activities and develop
a strong social support group (Balcazar et al. 1997;
Davis and Chavez 1995; Hurtado 1995; Sabogal et al.
1987; Rueschenberg and Buriel 1989). Because family
unity is “sacred” for Latinos, health issues are most ef-
fectively dealt with at the family level if possible. (See
Vignette 2, page 32.)

Personalismo

Personalismo is the human quality of being able to re-
late on a personal level, regardless of social or finan-
cial standing. It conveys respect among peers and



Chapter 2 25

grants admiration or respect to all persons. Also called
self-worth, personalismo is based on knowledge of a
person’s individual qualities, learned over years of
friendship and sharing. The ability to keep one’s hu-
mility despite improved financial standing is clear in
the vignette on personalismo (see Vignette 3, page 33).

Gender Issues

Machismo and marianismo are at the forefront of Latino
gender issues (Mayo 1997; Gil and Vazquez 1996).
Machismo, or manliness, places the man at the center
of the Latino social life. Manliness may be exhibited
through courage, or even an authoritarian attitude. A
man’s manliness may be threatened by public embar-
rassment, implications of a lack of masculinity, or a
woman’s lack of acknowledgment for a man’s position
in the family or in a social group activity. Marianismo,
on the other hand, refers to a woman’s position in the
family and at home. She is expected to be as perfect as
the Virgin Mary. Women earn the respect of family
and friends for their dedication to their children and
husbands. Marianismo is not openly acknowledged
outside the home if the husband is present; a woman’s
domain is the house and her children.

It must be noted that the process of acculturation
reshapes gender relationships and roles as Latinas be-
come more independent and enjoy more freedom in
the United States. Consequently, the decision-mak-
ing process in the family usually becomes more demo-
cratic as the acculturation process proceeds. Thus, both
men and women who have been here for some time
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are involved in the decision to seek help for family
members with regard to health-related problems (see
Vignette 4, page 35).

Power Distance

Power distance, or hierarchy, involves deferential treat-
ment toward persons perceived to be in positions of
power. This attitude involves obedience on the basis
of respect. The perception of hierarchy may be based
on knowledge, as is the case of a Latino’s perception
that a physician knows more about health and disease
than he or she does and therefore is automatically ac-
corded respect. (See Vignette 5, page 37.)

Respect

For Latinos respect is a sense of admiration granted
because of an intrinsic quality of the individual regard-
less of social, political, or financial standing. Such traits
as honesty, integrity, and courage are deserving of re-
spect. Respect may also be granted to an individual
because of a hierarchical standing (power distance);
subordinates normally respect a supervisor. Latinos
need to perceive respect in their relationships, and a
lack of this perception may be interpreted as an absence
of respect. Initiating a relationship with a stranger, for
example a health care provider, is often based on per-
ceived respect. (See Vignette 6 page 39.)

Religiosity

Latinos have profound reverence for God and for other
powerful forces they believe exist. The Virgin Mary,
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saints, and angels are often invoked and asked to in-
tercede before God when a Latino is asking for help
(see Vignette 7, page 40). Latinos’ religious faith is con-
nected to their fatalistic view of life. In other words,
one must face and accept the inevitability of one’s fate
because it is God’s will. There is also a close link be-
tween religion and family. If a man and a woman marry
in the church, the relationship is said to be “blessed by
God.” In contrast, an unmarried couple is said to be
“living in sin.” Views of religion and its centrality to
life may differ between men and women. For women,
God is the first priority because He is the giver of all,
including health. In contrast, men’s first priority is of-
ten health because they provide for the family and
therefore must be well enough to work. For many
Latinos, men and women alike, health and disease may
be deemed consequences of God’s approval or disap-
proval of a person’s behavior.

Simpatía

Simpatía implies the ability to develop a harmonious
relationship that expresses a warm and caring attitude.
It does not mean “sympathy,” as its similarity to the
word would seem to imply. Individuals who have this
ability are described as simpático or simpática because they
have such people-oriented skills.

Time Orientation

Time management is not a critical issue for Latinos. In
their countries of origin, they led more relaxed lives
with less bureaucratic systems of health care. In the
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United States, Latinos appear to be relaxed about time
and often encounter problems budgeting time and
keeping to schedules in accordance with the practices
of the mainstream culture. Consequently, they are of-
ten late for appointments (Madriz 1998; Delgado 1998;
Spector 1996; Marin and Marin 1991). I have observed
that sometimes second- and even third-generation
Latinos, when interacting with other Latinos, also ap-
pear to be relaxed about time.

A provider with knowledge and understanding of
Latino cultural values holds the key to establishing
culturally appropriate verbal and nonverbal commu-
nication strategies with patients. Overcoming the non-
verbal communication barrier rests on developing the
skills to recognize and deal with cultural issues and to
create effective rapport with the Latino patient during
the clinical encounter. Two vital aspects of Latino com-
munication styles and the three most relevant nonver-
bal styles will be discussed next.

Latino Communication Styles
and Preferences

Indirect versus Direct Styles

When dealing with uncomfortable subjects or serious
health concerns, Latinos often delay asking direct ques-
tions and offer indirect responses to questions. This
can be disconcerting to the provider who is used to
seeing patients show up with a written list of symp-
toms or with Internet printouts regarding disease man-
agement.
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Passive versus Active Styles

Another method that some Latinos use to avoid the
difficulties of facing serious health matters, especially
those that involve social issues, is to speak about the
problem that others have (alcoholism, drugs, etc.)
while adopting a passive role suggesting that the
speaker is a mere observer of the situation that others
face.

Nonverbal Behavior

Personal space and touch are important to Latinos, who
communicate through physical contact and appreci-
ate physical closeness. They often kiss, shake hands,
and embrace family members and friends (Axtell 1991).
A handshake is expected at the initial clinical encoun-
ter and at the end of the interview by both men and
women patients. With children you may be more open
and playful. For example, playfully shaking both hands
of a child might help you gain some trust from the
parent (see Vignette 8 on page 42 on personal space).
Knowing when to make and how long to maintain eye
contact with the patient is also very important. Gen-
der issues play a significant role in eye contact, as might
be expected. Appropriate distance, touch, and eye
contact behavior will be brought to bear numerous
times in the vignettes in Part II.

The next section presents eight vignettes to illus-
trate collectivism, familism, personalismo, gender is-
sues, power distance, respect, religiosity, and nonver-
bal behavior. A discussion follows each vignette.
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Illustrative Vignettes
The following vignettes describe clinical encounters
between a first-generation Latino male patient (Mr.
Pérez) and a non-Latino provider (Dr. Smith) who is
trying to help the patient with his drinking problem.

Vignette 1—Collectivism

Dr. Smith: How often do you consume alcohol,
Mr. Pérez?

Mr. Pérez: In my country we drink it, but only
on weekends.

Dr. Smith: Do you use alcohol on weekends?

Mr. Pérez: Well, only when my friends and I get
together. We do it to share.

Dr. Smith: How often do you see your friends?

Mr. Pérez: On Saturdays and Sundays and
whenever there is a holiday.

Dr. Smith: How much alcohol do you normally
drink on weekends?

Mr. Pérez: Not much. We mostly have beers
because we try not to drink strong
alcohol. Back home we used to buy
beer by the bottles. Here, well, we
buy it by the case! (He laughs.)

Dr. Smith: When do you stop “sharing” on
weekends?

Mr. Pérez: When it gets late, when we run out
of ammunition, or when our women
come to get us. We usually meet at
one of our houses so the wives know
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where we are. After all, we all live in
the same neighborhood. We’re all
friends and always take care of each
other when we have drinks together.

Discussion

➾ Although Dr. Smith asked a personal question, he
did not receive a straightforward answer. Instead,
Mr. Pérez’ reply made reference to his group’s be-
havior regarding alcohol use.

➾ Dr. Smith understands that “sharing” refers to col-
lectivism. Mr. Pérez describes drinking alcohol
with his friends as an experience that all the mem-
bers of the group share.

➾ Dr. Smith notices that with the interdependence
that exists among the male friends, self-control is
not at issue. The issue, from the Latinos’ perspec-
tive, is more related to sharing and making sure
that nobody gets hurt or sick while drinking to-
gether.

➾ Many Latinos regard alcoholic beverages accord-
ing to their own scale, beer being in the lowest
position. Therefore, Mr. Pérez does not see a rea-
son for self-control. The limit to his consumption
of beer seems to be set by availability and his wife’s
appearance to take him home.

➾ Sharing is both an attitude and a behavior among
Latinos. Men drink together and, through jokes,
make light of their tribulations. The experience
provides an outlet for confiding their fears, con-
cerns, plans, and dreams to their friends.
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Vignette 2—Familism

Dr. Smith: Does your wife approve of your
drinking habits?

Mr. Pérez: Well, maybe she’s not crazy about it,
but she’s never said anything. I know
that she appreciates the fact that I
never fail to put money on the table.

Dr. Smith: Does that mean that she doesn’t
mind?

Mr. Pérez: No, it means that she knows I’m a
very responsible parent. She’s always
said that I’m a good father because
my children have always had what
they needed. Besides, I always let her
know where I am going to be. I have
always respected my family. I’ve
never gone to a bar ever since I
married my wife.

Discussion

➾ Knowing that Latina wives are very resourceful, Dr.
Smith is seeking to identify a source of support
for Mr. Pérez. Yet, because of familism, Mr. Pérez
perceives that his family is well taken care of and
that he is a responsible and respectful father and
husband.
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Vignette 3—Personalismo

Dr. Smith: Why do you drink with your
friends?

Mr. Pérez: We became friends when we arrived
here years ago. We all helped out
when one of us was in any kind of
trouble. We trust each other a lot
because we’ve known each other for
years.

Dr. Smith: So why do you drink together? Is it
because you are stressed-out?

Mr. Pérez: In a way we may be stressed-out
from work, but we also have to
celebrate that we are all still here
and struggling together.

Dr. Smith: Do you and your friends also work
together?

Mr. Pérez: We used to be co-workers when we
first got here. That’s how we met.
But now everybody has a different
employer. That’s what makes our
group even more special. None of us
has changed a bit! We’re still the
same friends.

Discussion

➾ While Dr. Smith is searching for an etiology of Mr.
Pérez’ drinking pattern, Mr. Pérez is trying to ex-
plain the reasons why he values the friendship he
shares with his buddies.
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➾ Dr. Smith understands that Mr. Pérez has high re-
gard for his friends and is also highly regarded by
his friends because of the experiences they have
shared throughout the years. Thus, pursuing this
approach will not lead to finding clues that might
explain Mr. Pérez’ drinking problem.
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Vignette 4—Gender Issues (Machismo and
Marianismo)

Dr. Smith: Mr. Pérez, does your wife also drink
beer?

Mr. Pérez: Oh, no, no. She’s a decent woman.
She never drinks.

Dr. Smith: Have you seen her drinking at
home?

Mr. Pérez: Well, she only drinks punch or a
beer or two but only during family
parties or holidays. Those are special
days because that’s when the whole
family gets together and toasts. She
also drinks with her cousins when
they come to visit but only on
special occasions and only in the
house. My wife is almost a saint. I
always kid her and tell her that one
day I’m going to try to get her
drunk.

Dr. Smith: Does she ever drink with you at
home?

Mr. Pérez: No, never. She says she prefers to
know that I’m with my friends as
long as I tell her where I am and we
don’t go to the bar. As I told you, we
always go to one of the guys’ houses.

Discussion

➾ Dr. Smith’s attempt to find out if Mr. Pérez’ wife is
also abusing alcohol is met with Mr. Pérez’ view
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of his wife’s marianismo. Mr. Pérez immediately
feels the need to make clear there’s no doubt re-
garding his wife’s reputation (“My wife is almost a
saint”).

➾ Drinking at a friend’s house and letting the wives
know where the friends are meeting is socially ac-
ceptable. Getting together to have drinks at a bar
with friends is not. Bars are considered to be places
where temptations may arise (e.g., meeting “inde-
cent” women).
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Vignette 5—Power Distance

Dr. Smith: Have you thought about the health
consequences of drinking alcohol?

Mr. Pérez: No, not really. I don’t know much
about it.

Dr. Smith: Well, alcohol damages people’s livers
and can seriously hurt their mental
states.

Mr. Pérez: I think I heard about a neighbor who
died of cirrhosis. Is that what you’re
talking about?

Dr. Smith: That’s right. The liver may become
unable to filter the blood effectively.
It can get as hard as a rock and fail.

Mr. Pérez: Why did my neighbor die?

Dr. Smith: His liver was not able to filter and
clean his blood. He probably died
poisoned with his own body’s waste
substances.

Discussion

➾ Dr. Smith first explored Mr. Pérez’ interest in learn-
ing about the health consequences of alcohol. This
gave Dr. Smith a power differential because he had
more knowledge.

➾ After establishing power distance, Dr. Smith took
the next step. He talked about the damage that
alcohol can cause to people’s (not Mr. Pérez’) liver.
This created the opportunity for Mr. Pérez to ask
more questions.
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➾ Finally, Mr. Pérez asked the question related to
death. He was indirectly confiding in Dr. Smith
about his fear of dying as a consequence of his
alcohol use.

➾ Because of machismo, Latino men resent being
preached to. Yet, once Mr. Pérez acknowledged a
need to know, he openly expressed his health con-
cerns.
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Vignette 6—Respect

Dr. Smith: If you had the opportunity, would
you like to try to drink less alcohol?

Mr. Pérez: Well, I don’t think so. Most week-
ends I share drinks at my boss’
house. He is also my friend, and he
is in charge of the crew. I respect
him as I respect my father. He often
invites me to his house on weekends.

Dr. Smith: Do you think that your boss might
be a negative influence on you?

Mr. Pérez: Oh, no! He’s my boss. I feel honored
that he invites me to his house often.
He’s always telling me how much he
respects me.

Discussion

➾ Dr. Smith’s attempts to even move toward suggest-
ing therapy are hampered by Mr. Pérez’ respect
for his boss and the perception that his boss also
respects him.



40 The Latino Patient

Vignette 7—Religiosity

Mr. Pérez: Dr. Smith, I came to see you six
months ago. Do you remember me?

Dr. Smith: Of course I do, Mr. Pérez.

Mr. Pérez: Well, after that long talk we had, I
went home and told my wife about
our conversation. She told me she
didn’t like my drinking. I realized I
had a problem with alcohol.

Dr. Smith: Did you seek help?

Mr. Pérez: Well, I had to because I hadn’t
realized my oldest son was also
drinking. My wife said he was imitat-
ing me because I’m the man of the
house.

Dr. Smith: So what happened next?

Mr. Pérez: Well, I went to church with my
family. My wife made me kneel at
the altar and made me promise God
that I was going to stop drinking.
We all cried together that day.

Dr. Smith: Did you stop drinking then?

Mr. Pérez: Well, my wife also took me to AA.
She had found out about it through
some of her cousins whose husbands
had gone through the same experi-
ence.

Dr. Smith: When was the last time you had a
drink?



Chapter 2 41

Mr. Pérez: About five months ago. I owe it to
God. I’ve asked His forgiveness. I
don’t want to blow this second
chance He’s given me. And, my wife
is helping me. Now we do more
things together as a family on week-
ends, and my boy respects me again.
That’s very important for me, you
know? After all, he needs to learn
how to be a man from me!

Discussion

➾ Dr. Smith realizes that his low-key approach moti-
vated Mr. Pérez to reflect about his drinking prob-
lem. By sharing his thoughts with his wife, Mr.
Pérez was able to admit his problem and seek help.
The communication established by Dr. Smith
strengthened the provider’s encounter with Mr.
Pérez.

➾ Mr. Pérez’ loyalty toward Dr. Smith is evidenced
in the fact that he went back to see him to ac-
knowledge his gratitude for the doctor’s help. Al-
though the message is not directly conveyed be-
cause of machismo, Mr. Pérez obviously feels in-
debted to Dr. Smith.
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Vignette 8—Personal Space

Dr. Smith: Mr. Pérez, I’d like to examine your
abdomen. Does it hurt here?

Mr. Pérez: A little bit, it feels like there’s some
kind of inflammation there.

Dr. Smith: I’m going to order some laboratory
tests for you, O.K.?

Mr. Pérez: O.K. I guess you have to find out if
something is wrong inside, right?

Dr. Smith: That’s right.

Mr. Pérez: When should I come back to see
you?

Dr. Smith: Call me after you’ve gone to the lab,
and we’ll decide when you’ll come
back to see me. (He hands him his
business card while speaking.) You’ll
soon be in good shape for your
family. (Dr. Smith smiles, stands up
and moves a few inches closer,
shakes Mr. Pérez’ right hand, and
puts his left hand on Mr. Pérez’ right
forearm while making eye contact
with him.)

Discussion

➾ By decreasing personal distance, shaking hands, and
making eye contact with Mr. Pérez, Dr. Smith es-
tablished an effective, culturally appropriate rela-
tionship with his patient.

➾ Mr. Pérez is setting aside his machismo when he
asks Dr. Smith when the next appointment should
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be. In addition, he’s moving toward taking personal
responsibility for his health. Latinos are more ac-
customed to a paternalistic system of health care.
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Examples of Latino Cultural Values Often 
Encountered during the Clinical Encounter

 Cultural Value

Collectivism 

Familism 

Personalismo/
Self-worth  

Machismo 

Marianismo 

Power distance  

Respect 

Religiosity

Simpatía 

Time orientation 

Personal space 

Behavior

Taking friends and/or relatives to the 
provider’s office

Failing to reveal the existence of 
dysfunctional relations among family 
members to maintain the integrity of the 
family’s secrets

Expressing interest in overcoming a health 
problem despite all odds

Refusing a digital rectal examination

Taking responsibility for the health of all 
family members

Accepting the clinician’s knowledgeable 
recommendations 

Standing up until asked to sit down when the 
provider is a female 

Explaining that God has kept a family 
member in good health

Bringing homemade food or a present for the 
provider on a subsequent visit

Being late and explaining that the parking lot 
was full

Appreciating a health care provider’s 
handshake or a touch on the arm when 
leaving the office
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Chapter 3

Health Attitudes,
Beliefs, and
Practices

Historical Influences on Attitudes,
Beliefs, and Practices

The roots of most Latinos’ views on health and disease
are found in the history of Latin America and are a
combination of native Indian, African, Asian, and Eu-
ropean influences.

Herbalists, botanists, and folk healers practiced
native Indian medicine. Immigrants from Africa and
Asia arrived in the Americas and also contributed their
health and disease beliefs to the local culture. Euro-
pean conquerors brought their Hippocratic humoral
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theory of disease to their colonial enclaves on the
American continent. According to the humoral theory
of disease, or the hot and cold theory, there are four
bodily humors or fluids: blood (hot and wet), yellow
bile (hot and dry), phlegm (cold and wet), and black
bile (cold and dry). In this model, when the four hu-
mors are balanced a person is healthy; disease is a mani-
festation of an imbalance. While other cultures also
draw from the conceptual basis of the humoral theory,
the intersection of the Latino culture and the humoral
theory is uniquely manifested in the interpretation of
the causes of illness and in the management of disease
(Centro San Bonifacio 1997; Spector 1996).

A patient who experiences frequent bouts of nau-
sea and who regularly vomits small amounts of a yel-
low fluid may attribute the problem to an upset gall-
bladder. Some believe that excessively fat pork may
trigger secretion of large amounts of hot, yellow bile.
Similarly, some Latinos consider “hot blood” as the
cause of pimples that surface during adolescence.

The management of elevated body temperature,
according to the humoral theory, involves offering the
patient a cool drink to lower the temperature. In par-
ticular, a Latino patient’s fever may be managed by of-
fering rice or barley water to help cool the body. By
the same token, the principles of the humoral theory
apply to cold temperature. Drinking warm fluids can
offer some help to a patient who has a cold. In the
Latino culture, a bowl of hot chicken or dove soup, a
hot lemonade, or hot lemongrass tea may be thera-
peutic measures of choice.
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Other Influences on the Latino
Perception of Health

Latinos describe health as “a state of well-being.” The
concept is so ingrained in their lives that when Latinos
toast, they use the word salud (health) in the same
manner that cheers is used in the United States. Despite
the common denotation of the concept of health, nu-
ances in the definition may be shaped by a number of
factors including education, country of origin, genera-
tion, the number of years living in the U.S., and expo-
sure to a different health care system prior to moving
to the U.S. In fact, these influences contribute in vary-
ing combinations to particular perceptions of health
among different Latino subgroups (Manzanedo et al.
1980).

Education

Educated Latinos generally subscribe to the biomedi-
cal model of health and in general would agree with
the World Health Organization’s definition as “a state
of complete physical, mental, and social well-being and
not merely the absence of disease.” In contrast, those
with less education might take a stance strongly influ-
enced by the religious perspective. For them, God is,
as I mentioned earlier, the giver of all, including health.
Consequently, their perception of the symptoms of
disease or the cause of an accident reflects their reli-
gious beliefs. Therefore, having a fractured arm as a
consequence of a fall may be God’s warning of future
penalties for disobeying divine laws. On the other
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hand, a cancer diagnosis may be God’s punishment for
one’s bad actions.

Country of Origin

The country of origin may also contribute to varying
views of health (New York Task Force on Immigrant
Health 1996a and 1996b). A young man who has emi-
grated from Guatemala, where 80 percent of the popu-
lation is indigenous and rural, will probably have a tra-
ditional view of health. In contrast, a native of Argen-
tina, a country that received a large influx of European
migration, may perceive good health as a result of hav-
ing an adequate diet and a strenuous exercise regime.
Still, there is no absolute rule of thumb.

Generation

Each generation of Latinos has different health per-
ceptions and needs that reflect their beliefs and atti-
tudes toward health and disease. Their access to health
care services is also affected by how long they have
lived in the United States. As mentioned previously,
immigrants from Latin America began arriving in the
U.S. in large groups around the turn of the twentieth
century. Those groups are represented by several gen-
erations, and there are fewer generations of latecom-
ers. For example, although there may be as many as
three or even four generations of a Mexican American
family, there are probably still only one or two gen-
erations of Central Americans residing here.

First Generation: There are three important factors to
consider with first-generation Latinos: legal status, rea-
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son for immigrating, and level of acculturation. First,
having a legal right to reside in the country allows an
individual to have a job and help support the family; it
also provides peace of mind to pursue life in this coun-
try with ambition and hope. On the other hand, an
“illegal alien” generally lives in fear of deportation,
struggles with short-term low-paying jobs, and is of-
ten unwilling to provide accurate personal informa-
tion out of fear of being noticed by immigration au-
thorities.

The second consideration with first-generation im-
migrants involves the reasons for which they decided
to move to this country. In most cases, economic, po-
litical, and social factors in their countries of origin trig-
gered Latinos’ decision to immigrate to the United
States. Mexicans in search of better living conditions
became the first group of Latinos to establish themselves
in the U.S. at the turn of the twentieth century. In the
1960s, the first group of Cubans fled their country in
the “freedom flights” when Fidel Castro turned their
country toward communism. Because they fled for po-
litical reasons, they were eligible for political asylum in
the U.S. The third group of Latinos to arrive in large
numbers were the Central Americans who fled civil wars
in Nicaragua and El Salvador. Upon arriving in the U.S.,
however, they were denied political refugee status. Most
entered the country illegally, but many later took ad-
vantage of the moratorium offered by the Immigration
and Naturalization Service and legalized their status in
the country. Many, though, still live in fear of deporta-
tion. The fourth group of Latino immigrants were those
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from South America. Their impact has been less signifi-
cant in absolute and relative numbers, and their experi-
ence as immigrants in search of a better life has been
more positive. The fact that they were more educated
upon arrival has contributed to their being more readily
accepted into mainstream society (Repak 1994;
Hamilton and Chinchilla 1991).

Political asylum has important implications because
it allows immigrants to take advantage of governmen-
tal support that facilitates the process of finding a job,
educating their children, becoming acculturated, and
eventually becoming U.S. citizens. For example, to this
date a Cuban immigrant is still eligible to become a
U.S. citizen after a one-year stay in the country, but
the other groups must wait five years after obtaining
legal residence to become citizens.

Third, the level of acculturation, or adjustment to
the local culture, increases the diversity of the group
(Rogler et al. 1991). Acculturation may be related to
the number of years that the person has lived in the
country (although not necessarily a linear relationship)
and to the age at which the person arrived in the United
States. Elderly immigrants, for instance, face more
challenges adjusting to a new country than do younger
adults (Gelfand 1989). Many cultural values are re-
tained consciously and voluntarily, but others are modi-
fied as individuals adjust to the new country. For ex-
ample, as length of time in the U.S. increases, Latinos
gradually take on the lifestyles of the mainstream cul-
ture, adopt a more permissive attitude toward alcohol
and tobacco, and consume more junk food.
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Second Generation: Most second-generation Latinos
grew up in a home environment that reflected their
parents’ country of origin. The exposure to mainstream
culture at school contributed to their becoming bilin-
gual and bicultural. As children they became their par-
ents’ interpreters with English-speaking persons. As
teenagers, many felt caught between two cultures and
had identity issues as their parents continued to struggle
with acculturation.

Third Generation and Beyond: This group is part of
mainstream society. They may call themselves Mexi-
can Americans and Cuban Americans to express their
pride in their heritage and to retain cultural values that
do not conflict with the mainstream culture such as
food and music. While they consider themselves bi-
cultural, most are not proficient in Spanish; many are
monolingual English speakers.

In sum, first-generation Latinos are more attached
to their countries of origin, including the model of health
care that they subscribed to there. Subsequent genera-
tions usually adopt the beliefs of the local mainstream
culture. Adjustment to the new culture may give rise to
conflicting views on health among family members of
different generations. An immigrant Mexican mother
may encounter difficulties when trying to explain to
her second-generation daughter that she should not
iron her clothes, put them on, and go out immediately;
a warmed body exposed to cold weather is a call for
disease. A second-generation teenager of Mexican ori-
gin who has acquired the habits of the dominant cul-
ture may find such an explanation ridiculous.
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Years Living in the United States

As the years go by, Latinos increasingly embrace the
biomedical model. A Cuban American woman who has
lived in the United States for twenty years probably
views health as most mainstream Americans do. On
the other hand, a newly arrived Peruvian woman may
be more attached to the magico-religious view of health
of her country (or region or village) of origin.

It is also fair to state that cultural values such as
familism and respect toward God often continue to
strongly influence Latinos’ views on health. Some
Latinas believe that God is the giver of health and
money (Alcalay et al. 1992; White and Maloney 1990);
consequently, even second-generation adults may con-
tinue to use the home remedies their parents taught
them to believe in when they were growing up. Like-
wise, it is not unusual to encounter educated Latinos
who, while clearly understanding the biological, psy-
chological, and social bases of health, may rate their
personal health as good because of their faith in God.
In fact, it is common to hear Latinos of all walks of life
reflecting their religious cultural heritage by saying
they have good health “thanks to God.”

Prior Health Care System

Because about 36 percent of U.S. Latinos are foreign-
born and because immigrant Latinos’ attitudes toward
health generally evolve only slowly with acculturation,
it is important to examine the system of health care in
which these persons lived prior to immigrating to the
United States. Although the generally accepted no-
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tion is that Latino immigrants come from deprived
systems of health care and that their health status upon
arrival is in a neglected state, as we’ve seen that is of-
ten not the case. The health care system in Latin
America is characteristically paternalistic; therefore,
citizens of Latin American countries are often the ben-
eficiaries of aggressive preventive health campaigns.
In most of these countries, health services for the ma-
jority of the population are generally run by the gov-
ernment and operate in tandem with privately owned
hospitals and outpatient clinics.

The public health sector is organized into a net-
work of community health centers that refer patients
to regional, national general, and specialized hospi-
tals. In spite of the financial difficulties within the sys-
tem, emergency services are given priority by the gov-
ernment to ensure their availability. Elective services,
on the other hand, depend more heavily on availabil-
ity of resources, and needless to say, the demand for
these services usually exceeds resources.

In Latin America the health care systems strongly
emphasize developing healthy lifestyles through
health-promotion activities and extensive patient edu-
cation programs. Through its somewhat paternalistic
system of health care, each country maintains and en-
forces strict norms regarding child immunization, preg-
nancy controls, dental health, and wellness clinics for
children, youth, adults, and the elderly. The health of
children and youth is a priority and is promoted
through school health programs supported by govern-
ment agencies. Occupational safety and health pro-
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grams are often provided at no charge by the minis-
tries of health to the private and public sectors.

People who are employed have the option of us-
ing social security hospitals and clinics or seeking
medical attention in private clinics and hospitals. The
unemployed population is entitled to attention at no
cost in community health centers and public hospitals
run by the government.

For more than ninety years, the Pan American
Health Organization/World Health Organization
(PAHO/WHO) has maintained a strong presence in
the eighteen countries of Latin America and in Puerto
Rico. The purpose of PAHO/WHO is “to promote and
coordinate the efforts of the countries of the Region
of the Americas to combat disease, lengthen life, and
promote the physical and mental health of their people”
(PAHO 2000). PAHO maintains an office in each of
these countries and supports regional training and re-
search centers to improve the health and living condi-
tions of the population of Latin America.

The efforts of PAHO are summarized in the 2000
Annual Report of the Director that states,

Progress is reflected in steady improvements in
such national indicators of well-being as life
expectancy, easy access to safe water supply,
and immunization coverage, and in reductions
in health-ill outcomes, particularly the reduc-
tion of child mortality due to communicable
diseases.

Through the collaborative efforts of governmental
health agencies and PAHO, the main causes of death
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have shifted from infectious diseases to chronic, non-
communicable diseases in most countries.

Because resources are limited, the emphasis of
health programs is on preventive care, and these pro-
grams cover not only urban areas but rural sectors of
countries as well. People living in rural areas are often
classified as highly vulnerable or at risk and tend to
receive special attention from ministries of health
throughout the region. PAHO experts work closely
with the health agencies of each country to support
the planning, implementation, monitoring, and evalu-
ation of health programs.

Few immigrants from Latin America, then, have
poor health. The healthy migrant effect and the epi-
demiological paradox that were discussed in chapter 1
are clear consequences of having lived in a paternalis-
tic system that promotes preventive health measures.
Therefore, practitioners should not be surprised to
encounter immigrant Latinos with excellent health.
These patients will often have high levels of aware-
ness regarding preventive care.

Latino Definitions of the
Causes of Illness

Depending on the level of contact experienced with
the health care system, Latinos’ explanations of illness
may involve a combination of several perspectives. One
view of illness is based on the health and disease model
that has been discussed. Illness is the absence of health
because of an imbalance among the body’s humors.
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Another commonly found view attributes illness to a
supernatural or psychological cause. Illness may also
be interpreted as a folk disease.

Supernatural Causes

The causes of some illnesses are found outside the body.
The evil eye (mal de ojo) is the most common example.
Typically, a healthy child whose good looks and health
are admired by family, neighbors, and strangers alike
develops a persistent fever, general malaise, irritabil-
ity, and sleepiness. The cause of the child’s illness is
often attributed to a person with a strong gaze who
looked at the child. Many also believe that not having
“protection” against the evil eye increases a good-look-
ing child’s vulnerability. Parents may use any of a num-
ber of artifacts to protect their children from the evil
eye, for example, a red-colored thread around a wrist,
a cross on a necklace, or garlic cloves in a small pouch
hung around the neck.

Psychological Causes

The onset of psychologically induced illnesses results
from the person having experienced strong emotional
states, such as fright (susto) and hysteria (ataque de nervios).

The cause of susto is a frightful experience. A
woman who is informed that her husband has been
seriously injured in an automobile accident may de-
velop restlessness while sleeping, listlessness, anorexia,
and disinterest in her personal appearance. Although
the woman may later find out that her husband is go-
ing to be okay, her symptoms might persist for an in-
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definite period of time. In some cases the situation may
not only persist but may also develop into disinterest
in personal hygiene, loss of strength, depression, and
introversion.

Ataque de nervios may occur as a consequence of
the loss of the love of a boyfriend or girlfriend, of infi-
delity, or of an impassioned verbal argument. It con-
sists of uncontrolled shaking, profuse perspiration, and
sustained and out-of-control screaming that may last
for several hours. In addition the person might fall on
the floor, may need to be held by others, or may have
to be restrained to avoid self-injury. At the end of the
episode, although conscious, the patient may lie im-
mobile with both eyes closed. A fluttering of both
eyelids is common.

Folk Diseases

In the Latino culture women and children are seen as
weaker than men. Consequently, some believe they
are more vulnerable to folk diseases. The most com-
mon of these conditions are upset stomach (empacho)
and fallen fontanelle (mollera caída). Although both dis-
eases have folk names and meanings, they often have
a biological basis and should be considered seriously.

Patients describe the symptoms of empacho as hav-
ing a sense of fullness, as though having just ingested
a large amount of food. The symptoms may persist for
several hours or even days. The organic causes of
empacho must be explored carefully because they may
range from indigestion to appendicitis.
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Depressed fontanelle, or mollera caída, is often seen
in dehydrated newborns and infants. In these patients
the anterior fontanelle is depressed below the contour
of the skull as a consequence of the severe loss of fluids
due to vomiting, fever, or diarrhea. Poorly educated in-
dividuals and people of rural origin believe the cause of
the condition to be the palpation of the child’s fonta-
nelle during the physical evaluation. Parents who have
a low educational level may try home or folk remedies
before deciding to take the child to the hospital, thus
increasing the mortality rate for newborns and infants.

Latino Health Care Practices
The perceived severity of an illness and the level of
education are important factors in a Latino’s decision
regarding when and who to ask for help. Although
educational level strongly influences a Latino’s deci-
sion to seek health care services, hopelessness due to
illnesses with bad prognoses may lead even well-edu-
cated Latinos to seek the assistance of folk healers. The
traditional healers become a last resort when hopes of
reversing a declining health condition diminish.

The believed cause of an illness often determines
which type of help someone will seek; in particular,
mental illnesses demand special attention. Some Puerto
Ricans, for example, believe mental problems are
caused by bad spirits and must therefore be dealt with
by a person who specializes in spirits. Thus, the pre-
ferred provider may be an espiritista, a santero(a), or a
curandero(a) (see pages 62–63 for an explantion).
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The most common health-seeking options are self-
care, religion, folk medicine, and biomedical care.

Self-Care

Latinos frequently rely on family and friends for ad-
vice to treat a condition that they perceive to be of
minor severity, such as a sore throat, mild diarrhea,
toothache, or a mild skin rash. Self-treatment with
home remedies is the method of choice to treat these
illnesses, which are expected to disappear in a couple
of days. Leftover medication is often used to treat
symptoms that appear similar to those for which treat-
ment has been previously prescribed.

Religion

The Catholic religion strongly impacts the health-seek-
ing behaviors of a large number of Catholic Latinos.
Seeking the help of God to prevent or cure illness is
common among Latinos. This help can be invoked by
making promises, visiting shrines, offering medals and
candles, and offering prayers. In some cases Latinos
use these alternatives exclusively, but in most instances,
depending on the perceived severity of the health prob-
lem, they may use two or more options simultaneously.

Promises: Making a promise to God is a form of ne-
gotiating, asking for improved health in exchange for
giving up something that the person enjoys or values
highly. An alcoholic father whose baby boy is diag-
nosed with leukemia might promise God to give up
alcohol in exchange for his son’s health. A woman
whose mother is terminally ill with cancer may prom-
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ise God she will never play the lottery again if her
mother’s health improves.

While promises are generally offered after a seri-
ous diagnosis is made and a bad prognosis is given,
some Latinos also make promises to prevent illness. A
mother might therefore promise God not to give her
child a haircut until the baby is one year old as long as
the child is in good health, or a man might promise
God to wear a purple-colored robe every year on the
day of a given saint to show gratitude to God for his
family’s good health.

Visiting Shrines: Latinos visit shrines for two health-
related reasons: to ask God to heal a family member or
to thank God for a favorable health outcome. The visit
to a shrine is usually a family affair in which young
and old share a trip to a faraway shrine to show a
humble attitude before the saint’s statue in the shrine.
Real sacrifices may be involved. For example, a family
might decide to walk several kilometers on foot to visit
a shrine. As part of the visit, adults may wear robes
made to be particularly scratchy and uncomfortable in
hopes that the sacrifice will please the saint. Some even
enter the shrine on their bleeding knees to present
themselves before the saint. The fervor with which
some Latinos carry out the visits reflects their faith in
the healing powers of a given saint.

Offering Medals and Lighting Candles: The practice of
making offerings is very common throughout Latin
America. A parent whose child is receiving medical
treatment for a badly fractured leg may offer a medal
to God or to a saint. Upon recovery, the parent and
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child take a silver or gold medal in the shape of a leg
and pin it to the robe of the saint’s statue in their church.
They may also light a candle to keep the statue “with
light.” In some churches, saints’ statues that have many
candles lighted often indicate the miraculous powers
attributed to them. The sight of such a well-illumi-
nated statue stimulates churchgoers to comment on
the powers of the given saint. Again, sacrifice is in-
volved; offering a gold medal to a saint represents a
financial sacrifice for a parent.

Offering Prayers: For the same reasons that candles
and medals are offered, prayers also represent an im-
portant health-seeking resource for some Latinos, es-
pecially when trying to overcome severe illnesses such
as cancer. There are simple and elaborate modalities
of prayer. A devoted mother might pray for several
hours every day at home or in church. A small or large
group of neighbors and friends might pray together
every night for nine days. Their prayers are called no-
venas because they take nine days. The time spent or-
ganizing and carrying out the novenas is a clear state-
ment of the willingness of those offering the prayers
to make a sacrifice in exchange for the recovery of a
dear one.

Offering Masses: Although less frequently mentioned
in the literature, offering masses is a very common prac-
tice among Catholic Latinos. A family may offer a mass
to ask or thank God for a family member’s recovery
from a diagnosed illness. In this case, a mass also be-
comes a social event in which friends and neighbors
participate.
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Folk Medicine

As mentioned earlier, throughout the Spanish colo-
nial period and thereafter, the European humoral
theory became closely entwined with the indigenous
American Indian herbal medicine practiced through-
out most of the Latin American region. Cuba, the
Dominican Republic, Puerto Rico, and Haiti were re-
cipients of large numbers of African immigrants
brought as slaves. African immigrants enriched the
options for managing illnesses in these countries. Thus,
folk medicine evolved into a combination of the Euro-
pean humoral theory, the indigenous herbal medicines,
and the African view of demons and spirits as the in-
stigators of illness.

The following are the most common folk healing
methods used by Latinos. Some are used in combina-
tion and others exclusively, depending on the degree
of credibility of the provider and on the person’s faith
in a particular method.

Curanderos. The roots of curanderismo are found in
Aztec, Spanish, spiritualistic, homeopathic, and sci-
entific practices. It is practiced throughout most of the
countries of Latin America and in the U.S. Latino com-
munity. As a system of healing, curanderismo consid-
ers the patient’s health problems as well as his or her
cultural and religious beliefs. Curanderos mostly pre-
scribe herb teas and herb baths and perform cleanings,
or limpias, by passing a broken egg or a batch of herbs
tied in a bunch over the person’s body.

Curanderos are highly regarded citizens in the com-
munity. They establish a personal relationship with the
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patients, who often confide in and consult with the
female or male curandero(a) regarding a wide variety
of personal issues. The curanderos generally prefer to
work by referral from another patient and may refuse
to see a patient they don’t like or whom they don’t
know very well. Curanderos are often referred to as
“Maestros.”

Sobadores. Sobadores are massage therapists who are
especially preferred by Latinos of Mexican origin.

Santeros(as) and Espiritistas. Santeros(as) and
espiritistas practice espiritismo to heal patients. They act
as spiritualist mediums to help patients get rid of the
spirits. Some Puerto Ricans, for example, believe that
spirits located outside the body cause mental illnesses.
The origin of Santeria is found among the Africans
who came as slaves to the continent of the Americas.
It is a popular practice mostly seen in Brazil, Cuba,
and Puerto Rico and less throughout the rest of Latin
America.

Herbal Healers. Herbal healers operate small com-
munity herb pharmacies. They carry a large selection
of herbs as well as rosemary water, Florida water,
Maravilla water, incense, candles, and religious items.
Although these healers fill the prescriptions of
espiritistas, it is not uncommon to find herbal healers
who prescribe their own remedies. They are very se-
lective with regard to their own clientele.

Biomedical Care

Five compelling symptoms will prompt most Latinos
to seek medical care: bleeding, severe pain, persistent
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high fever, a lump, or the inability to pass stools or
urine. Regardless of the reason, Latinos’ access to the
health care system is strongly influenced by five fac-
tors: finances, culture, education, legal status, and ge-
ography. Each of the following five vignettes illustrates
a lack of access.

Financial Access. Rosa is a third-generation, pregnant
Latina of Mexican origin living in San Diego. She works
for a company that has offered health insurance. Yet,
she has been unable to get coverage because she can-
not afford it. Her financial constraints prevent her from
seeking health care. Instead, she goes to Tijuana for
prenatal care.

Cultural Access. Marta, a high school senior Latina,
lives across the street from the hospital where she has
health insurance coverage. Instead of requesting an
appointment with a primary care professional at the
health maintenance organization of which she is a plan
member, she opts to use a home remedy suggested by
her mother to improve the regularity of her menses.
In the Latino culture the mother’s role includes caring
for her children and solving health problems that may
be considered of minor importance by the mother.
Thus, culture prevails.

Educational Access. Adan is a twenty-year-old, unedu-
cated legal immigrant from rural Mexico who works
as a gardener. His sister made it possible for him to
come to the country, get a job, and have health insur-
ance coverage. While working, he cuts his hand. Not
knowing what to do, he goes to the neighborhood
produce store, buys a bottle of a home remedy im-
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ported from Mexico, and applies it to the wound. Three
days later he is running a very high temperature. He
tells his sister he is feeling very sick, and she takes him
to the hospital.

Legal Access. Roberto is a thirty-five-year-old, up-
per-class plastic surgeon who recently emigrated from
Argentina. While preparing to take the medical boards
to be certified to practice in the United States, he de-
velops a peptic ulcer. Because he is not yet a legal per-
manent resident of the U.S., he is not working. There-
fore, because he does not have health insurance and
does not want to go to a public hospital, he must self-
medicate with an over-the-counter medication.

Geographical Access. Jose is a twenty-four-year-old,
second-generation, male Latino college student work-
ing as a sales representative in a store. When he suffers
a severe blow to his arm, he decides not to seek emer-
gency medical attention, although he has health insur-
ance coverage, because the nearest hospital is located
very far away from his home and he does not own a car.
Instead, he self-medicates by taking an over-the-counter
painkiller and applying ice to the swollen arm.

Finally, it must be stated that Latinos’ use of a biomedical
provider does not exclude the use of folk medicine providers or other
health care options. The perceived warmth and the caring
attitude of the provider, described as simpatía or
personalismo, often determines the preference of the
patient and the patient’s family to visit a clinician a sec-
ond time. In other words, the degree of rapport estab-
lished during the first interaction largely determines the
patient’s satisfaction with the health care provider.
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Chapter 4

Communicating
Effectively with the
Latino Patient

Delivering health messages to Latinos can be a chal-
lenging undertaking because of the diversity of the
group. “Creative and innovative communication ma-
terials and strategies are needed” (Ramirez and Baraona
1997). Three issues are important for a provider who
is attempting to give health information to a Latino
patient during the clinical encounter. First, it is useful
to have a clear picture of the risk factors that have an
impact on Latinos’ health and to understand how ac-
culturation can have deleterious effects on Latinos’
health (Sabogal et al. 1996). Second, it is essential to
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understand how cultural issues may act as protective
factors and how health care practitioners may use pre-
ventive messages effectively (Baezconde-Garbanati et
al. 1999; Perez-Stable et al. 1998). Third, delivering
information through a “sharing experience”’ may en-
hance the impact of the messages.

Risk Factors and Acculturation
The most important risk factors among Latinos are al-
cohol and tobacco use, nutritional habits, and lack of
exercise. In a snapshot, this is the situation:

Alcohol and Tobacco

➾ Men drink more heavily after immigrating.
➾ Latino males smoke less as they become accultur-

ated.
➾ With each generation beyond immigration, women

of Mexican origin living in the United States are
drinking and smoking more.

➾ Although only 17 percent of Latinas smoke, 27.2
percent of Latina high school students report that
they are smokers.

➾ Mexican women drink more than Puerto Rican and
Cuban American women.

➾ Sixty-two percent of third-generation and 49 per-
cent of second-generation Mexican American
women drink, compared with only 25 percent of
immigrant Mexican women.
(Casas et al. 1998; Marin and Posner 1995; Black
and Markides 1993; Gilbert 1991; Cervantes et al.
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1991; Marin et al. 1990; Johnson and Delgado
1989; Ramirez and McAlister 1988.)

Nutritional Habits and Lack of Exercise

➾ There is no typical Latino diet. However, many
Latinos’ diets have lower fat and higher fiber con-
tent than the diets of non-Latino whites.

➾ Less-acculturated Latinos are more likely to eat
fruits, rice, beans, meat, and fried foods and to
drink whole milk more often than more accultur-
ated Latinos are.

➾ As they become more acculturated, Latinos’ diets
become a key factor in the prevalence of obesity,
diabetes, and hypertension.
(Alcalay et al. 1999; Otero-Sabogal et al. 1995;
Alcalay et al. 1992.)

Conveying Health Messages
Successfully

Understanding and addressing cultural values may act
as a bridge toward helping the provider communicate
health information effectively (Perez-Stable et al. 1998;
Ramirez and Baraona 1997; Moreno et al. 1997;
Balcazar et al. 1995; Alcalay et al. 1993). Four cultural
values are critical in reaching Latinos with educational
health messages: familism, friends, faith, and fatalism.
The first two can help initiate behavioral change and
the latter two may help guide and maintain the pro-
cess of change.
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Familism

In contrast with the individualistic nature of the Ameri-
can mainstream culture, Latinos, as discussed in chap-
ter 1, view their world from a family perspective; there-
fore, suggesting that a patient stop smoking for the
purpose of improving personal health is not generally
an effective way of communicating the message.
Rather, appealing to the well-being of the family should
be a major component of the message to a patient.
The following ten family-related reasons are more
likely to motivate a smoker to change his or her be-
havior.
1. To spare suffering to the family
2. To save money for a family vacation
3. To have good breath and avoid being rejected by

one’s spouse
4. To protect family members from secondhand

smoke
5. To have the pleasure of knowing and playing with

grandchildren in the future
6. To set a good example for children
7. To gain more respect from family members
8. To be a responsible provider for the family
9. To avoid having arguments with parents

10. To gain attention from family members

Friends

The Latino culture attaches great value to the larger
collective, one’s friends as well as one’s family. A Latino
person’s behavior is often guided by the attitudes and
advice of his or her friends. For example, a Latino or
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Latina is generally dependent on friends and relatives
and is often more concerned about trust, empathy, and
the welfare of the group than mainstream U.S. Ameri-
cans are. The social network has a high priority; being com-
petitive and achievement-oriented is less important. Thus, sug-
gesting that a Latino patient set the personal goal to
stop drinking may not produce positive results. In con-
trast, alluding to issues related to friends may make a
greater impact on the patient, helping to initiate be-
havioral change. A recommendation to start attend-
ing Alcoholics Anonymous meetings using the follow-
ing justifications can be useful:
1. To be able to help friends who have the same prob-

lem
2. To show friends the force of personal willpower
3. To be able to influence friends
4. To understand friends
5. To be accepted by friends
6. To avoid being rejected by the social group
7. To meet new friends

Faith

Religious faith and faith in the provider are two pow-
erful resources that can be called upon when deliver-
ing a health message. Many Latinos believe most of
their problems will be solved because they have faith
in God. Thus, they may believe that hypertension will
be controlled because of all the prayers offered to God,
the Virgin Mary, or to a favorite saint. Or they may be
confident that their health will improve because of their
steadfast trust in the abilities of their health provider.
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Faith in a provider is a development of either many
years of consulting with that person or it is a conse-
quence of a situation in which the provider is believed
to have saved a patient’s life. In either case such a pa-
tient may perceive health advice as highly credible or
may follow through with advice if the provider alludes
to the patient’s faith in God. Some examples will be
helpful.
1. An overweight Mexican woman who begins an

exercise and diet program because the Virgin of
Guadalupe is looking after her

2. A retired elderly man who carefully monitors his
blood pressure because the nurse is always very
accurate in her advice

3. A Puerto Rican man who joins a smoking cessa-
tion program because God sent him to the social
worker

4. A teenager’s mother who has faith in the provider’s
ability to get her son off drugs

Fatalism

Of these four Latino values, fatalism is the one that
may work against health care providers, the one they
may have to work hard to bypass or overcome. Suc-
ceeding in the face of fatalistic arguments is difficult
because most Latinos avoid confrontations. The best
approach is to speak about alternatives to broaden the
patient’s perspective instead of trying to talk the pa-
tient out of the belief that an event is predetermined
and unalterable. When a patient unites faith and fatal-
ism, the challenge is even greater because of the belief
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that God is determining his or her fate, and therefore
there is nothing to be done. Here are some examples
of alternatives that may help.
1. Even though the outcome may be predetermined,

it won’t hurt the patient to try….
2. A patient may want to make sure that an event is

really unalterable.
3. God may have a change of mind in view of the

patient’s efforts to improve his or her health.
4. A saint may be impressed with the patient’s faith

and acceptance and may decide to help reverse
the condition.

5. There may be other missions in life that the per-
son may still have to accomplish and pulling
through this illness may be one.

6. God may be trying to test the patient’s faith.
The provider’s understanding of Latino values and the
ability to make those values work in the patient’s favor
can be useful in stirring the pot and capturing a Latino
patient’s interest. The patient can then be motivated
to take action to improve and maintain a healthy
lifestyle.

Sharing: A Key Element in
Reaching Latinos

Sharing is at the core of Latino collectivism. People
plan weekends with the family to be together and to
share. Men drink with friends. Women talk to other
women in the community to share information. Teen-
age girls smoke with their friends because they want
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to share. Thus, it makes sense that giving preventive
messages to a patient may be most effective when it
becomes a sharing experience. The highly respected
provider shares knowledge with the patient and shows
concern. The patient shares personal health problems.
Together, provider and patient identify feasible ways
that can help achieve behavioral change that will help
protect the patient’s health.

How does a provider accomplish a “sharing expe-
rience”? It depends on the clinician’s personal style. In
essence, sharing involves being able to listen to the
patient, create a harmonious conversation, establish a
personal relationship, give advice using as many ex-
amples as possible, and always encourage the patient
to ask questions. The examples are used to illustrate
points and may be taken from personal or family ex-
perience. The only precondition to the degree of shar-
ing is the length of time the provider has known the
patient and the degree of personal trust perceived from
the patient. If the patient is new, it is always better to
listen more and suggest less. Sharing is at its best when
a strong patient-provider relationship has been estab-
lished and the patient has developed trust in the pro-
vider.

Motivating the Latino Patient to
Adopt Healthy Habits

Three factors may contribute to motivating a Latino
patient to adopt a healthier lifestyle: knowing the
health education priorities of Latinos, understanding
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what type of information is appealing to Latinos, and
individualizing the information to the extent that the
patient perceives it as a customized message that
touches him or her personally.

Health Education Priorities

The National Coalition of Hispanic Health and Hu-
man Services Organizations proposed seven areas as
the health promotion needs of Latino communities
(Delgado 1998):
1. Supporting positive prenatal care practices among

Latinas
2. Linking prenatal care services to well-baby care

with special attention to generational differences
3. Providing information about childhood immuni-

zation programs to parents
4. Providing parents with information on adequate

access to and management of chronic childhood
conditions, particularly asthma and lead exposure

5. Delivering effective accident and injury preven-
tion and traffic safety programs

6. Developing peer and family-focused programs to
support adolescents in positive life choices regard-
ing family planning, substance abuse (use of to-
bacco, alcohol, and inhalants), violence, and sui-
cide prevention

7. Developing health promotion programs for adults
that support the management of chronic and dis-
abling conditions, particularly diabetes, heart dis-
ease, cancer, HIV/AIDS, liver disease, and condi-
tions arising from environmental hazards
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Providers and educators should also be aware of
the fact that prior to immigrating to the United States,
Latinos may have been recipients of health messages
that addressed health issues differently. In the U.S.,
health is seen as an individual responsibility, but in
most Latin American countries public health is framed
as a collective responsibility of the state, providers,
and family members. In these countries, health mes-
sages often strongly suggest specific behavioral changes. In
contrast, upon immigrating to the U.S., patients are
presented with messages that suggest options to improve
health.

Information that Is Appealing to Latinos

The most important considerations in making infor-
mation appealing to Latinos are effectiveness, sensi-
tivity, channel, and a positive approach. First, the most
effective way to deliver health-related information to
Latinos is to use simple language, short sentences, many
illustrations and examples, and testimonials (Alcalay
et al. 1992). For example, twelve tablespoons of grease
are more readily visualized than 200 grams of fat. By
the same token, four ounces of beef are better described
as a piece of meat the size of a pack of cards. Second,
information should reflect sensitivity to the degree to
which the patient has acculturated and to the genera-
tion of the patient (Bell and Alcalay 1997; Gilbert
1991). Although a second-generation Latina may vi-
sualize herself exercising in a gym, an immigrant from
Central America may best relate to exercise when the
provider suggests that she walk an extra block to the



Chapter 4 77

bus stop. Third, use the channel preferred by Latinos,
who give higher credibility to information received
from physicians, family, and friends (Marin 1996).

Finally, health messages are most attractive when
the focus is health and not disease or its consequences.
The positive approach is less intimidating and more
inviting.

Individualized and Personalized Information

The lifestyles of many Latinos are plagued with diffi-
culties related to family commitments, time manage-
ment, and acculturative stress. Therefore, certain health
promotion suggestions may sound unreasonable. To
recommend an exercise regime when a person is hec-
tically trying to cope with a tight, two-job work sched-
ule while facing the stress of learning a new language
and adjusting to life in a new country would nearly
guarantee that the health message would be ignored.

Latinos often accept health advice willingly, but
they most appreciate customized information. For ex-
ample, instead of giving a detailed explanation of the
benefits of exercise, it works best to ask the patient
about past attempts to engage in exercise programs.
Knowing that the practitioner is not delivering a pack-
aged message but rather personal advice makes a pa-
tient feel important and cared for.
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Chapter 5

Achieving Cultural
Competence with
the Latino Patient

The critical point of encounter between health care
organizations and multicultural populations is the clini-
cal setting. Thus, providers are key actors in the deliv-
ery of care that responds to the needs of culturally
diverse patients (Ailinger and Dear 1997; Humphry et
al. 1997). While the demand for minority physicians
continues to increase (Saha et al. 2000), so does the
need to equip clinicians with cultural competency tools
to help enhance communication with their culturally
diverse patients.
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Cultural Competence
To understand Latino culture, a more basic understand-
ing of the meaning of culture is critical (National Alli-
ance for Hispanic Health 2001). Culture is “learned,
shared, and transmitted values, beliefs, norms, and
lifeways of a designated group which are generally
transmitted intergenerationally and influence one’s
thinking and action modes” (Leininger 1995). Central
to the process of attaining cultural competence is per-
sonal experience regarding culture, both yours and the
patient’s. It is reasonable to assume that cultural com-
petence is not something that occurs instinctually. It
must be learned, and the first step in that process is to
define the concept.

At the end of 2000, after culminating a process of
consultation, the Office of Minority Health released
the standards for culturally and linguistically appro-
priate services in health care. These standards define
cultural and linguistic competence and address the
nationwide concerns of health care organizations that
provide services to the diverse U.S. population.

“Cultural and linguistic competence suggests an
ability by health care providers and health care orga-
nizations to understand and respond effectively to the
cultural and linguistic needs brought by patients to the
health care encounter” (Office of Minority Health
2000). This definition is broad in its perspective and
attempts to incorporate many of the issues raised by
academic, professional, and health care organizations.
For example, the American Medical Association de-
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fines culturally competent physicians as follows: “Cul-
turally competent physicians are able to provide pa-
tient-centered care by adjusting their attitudes and
behaviors to account for the impact of emotional, cul-
tural, social, and psychological issues on the main bio-
medical ailment” (1999). In an article published in the
American Journal of Nursing, the authors posit,

If the nursing profession is to address the needs
of all patients, nurses must understand that
cultural competence does not mean substitut-
ing one’s own cultural identity with another
(which suggests that cultural traits can be
easily shed), ignoring the variability within
cultural groups, or even knowing everything
about the cultures being served. Instead, a
respect for difference, an eagerness to learn,
and a willingness to accept that there are many
ways of viewing the world will distinguish
nurses who integrate cultural competence into
their daily practice from those who merely
understand it. (Gonzalez et al. 2000)

From a social worker’s perspective, cultural com-
petency is defined as

the set of knowledge and skills that a social
worker must develop in order to be effective
with multicultural clients. The culturally
competent person has the task of bringing
together elements from his or her culture of
origin and the dominant culture to accomplish
bicultural integration and competency. (Lum
1999)
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The most concise definition of cultural competence
comes from Mikel Hogan-Garcia: “the ability to inter-
act effectively with diverse people” (1999).

Steps toward Achieving Cultural Competence

Attaining cultural competence encompasses a personal
process that leads to acquiring skills through self-aware-
ness, cultural knowledge of others, self-reflection, and
practice. Various models of cultural competence exist
(Lum 1999; Hogan-Garcia 1999; Campinha-Bacote
1994; Bennett 1993; Cross et al. 1989), but most au-
thors agree on at least four closely linked and sequen-
tial steps: cultural awareness, cultural knowledge, cul-
tural skills, and inductive learning.
1. Cultural Awareness: Developing cultural awareness

involves a personal commitment to becoming
aware of one’s own culture and that of the Latino
patient. The process of examining and confront-
ing personal biases or assumptions regarding
Latinos often leads to the development of cultural
sensitivity.

2. Cultural Knowledge: Having access to and studying
information about the health status of Latinos and
their cultural values is the second step, an invalu-
able element in helping the practitioner understand
and explain issues that arise during the clinical en-
counter.

3. Cultural Skills: Developing cultural skills is a conse-
quence of having reflected about cultural aware-
ness and of gaining knowledge about the Latino
culture. The most important element here, though,
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is practicing what has been learned. Part II of this
book offers the first segment of this skill building:
vignettes that illustrate cultural skills as applied in
the health care encounter.

4. Inductive Learning: The sensitive provider’s frequent
clinical interaction with Latino patients reinforces
his or her skill development and, if mindfully ap-
plied to the principles of cultural competence, leads
to a greater understanding of the culture.

Latino Cultural Competence
Self-Assessment Tool

Attaining effective communication with a Latino pa-
tient can lead to a satisfactory clinical encounter for
patient and provider. Good communication can im-
pact the quality of health services and may lead to
achieving positive health outcomes for the patient.
Undoubtedly, provider satisfaction is also important,
especially when the health care system faces so many
challenges. Where should a clinician start the journey
toward cultural competence?

A suggested first step is to carry out an exploratory
self-assessment of one’s cultural competency with
Latino patients. To my knowledge, a tool of this kind
does not exist; the assessment of cultural competence
is still an emerging issue. Three more general assess-
ment tools, however, have promising applicability to
the Latino culture. Doman Lum’s comprehensive “So-
cial Work Cultural Competencies Self-Assessment” in-
cludes 44 close-ended questions that evaluate the so-
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cial work student’s level of cultural competency on a
scale of 1–4 (1999). Miguel Tirado’s “Provider’s Self-
Assessment Tool” emerged from research with Latino
and Chinese patients and physicians. It is intended for
use with physicians and other health care providers
working in a managed care system. Its 18 close-ended
questions are intended to determine the degree to which
providers could benefit from further training or expe-
rience in providing culturally competent health care
(Tirado 1996). Elena Cohen and Tawara Goode’s “Cul-
tural Competence Self-Test” consists of a checklist for
primary health care services personnel and was de-
signed to help physicians in identifying areas in which
they might improve the quality of their services to mul-
ticultural populations (Cohen and Goode 1999).

In the next section I present a Latino cultural com-
petency assessment tool that draws elements from the
three tools mentioned above. It is a step toward the
development of a full-fledged self-assessment tool to
measure cultural competency specifically with Latino
patients. This preliminary instrument consists of a set
of twenty statements. The first ten true or false items
evaluate the provider’s knowledge of the Latino culture
in the clinical environment. The last ten items ask the
provider to choose between three options: “often,”
“sometimes,” and “rarely” and evaluate the provider’s
skills in communicating with Latino patients. I hope
that the responses may help the provider establish his
or her cultural competence level with Latino patients.
The answers to the questions are found on page 87.
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Cultural Competence with
Latino Patients

Knowledge

1. The three highest mortality rates among Latinos
are diseases of the heart, cancer, and accidents.

True False

2. The three major health problems of Latinos are
diabetes, tuberculosis, and HIV infection.

True False

3. The “healthy migrant effect” attempts to explain
the higher mortality rates of immigrants from Latin
America.

True False

4. Diet is a health risk factor only for Latinas.
True False

5. With increased acculturation, Latinas drink more
heavily but smoke fewer cigarettes.

True False

6. Visiting shrines and offering masses are important
health practices of some Latinos.

True False

7. Mollera caída is a folk disease but not a true health
condition.

True False

8. A patient with empacho may have acute appendi-
citis.

True False
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9. Some Puerto Ricans believe mental diseases are
associated with spirits.

True False

10. Persons of Mexican origin may have high regard
for a curandero’s or sobadore’s healing abilities.

True False

Personal Interaction Skills

11. Making eye contact while shaking hands is at the
top of my list when greeting a Latino patient.

Often Sometimes Rarely

12. I avoid asking the patient direct questions when
inquiring about the cause for consultation.

Often Sometimes Rarely

13. I ask the patient if he or she prefers to take the
medication in tablet, capsule, or liquid form.

Often Sometimes Rarely

14. I try to encourage the patient’s relatives to stay in
the office during the consultation.

Often Sometimes Rarely

15. When seeking consent for a special procedure, I
include the patient’s family.

Often Sometimes Rarely

16. I try to determine if an elderly Latino patient is to
be informed of the diagnosis before I disclose it.

Often Sometimes Rarely
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17. I walk the patient to the door at the end of the
consultation.

Often Sometimes Rarely

18. When giving a rectal examination to a male Latino,
I try to consider the patient’s cultural issues.

Often Sometimes Rarely

19. I address patients with titles such as “Mr.,” “Mrs.,”
or “Miss.”

Often Sometimes Rarely

20. I include the patient’s family when I give advice to
the patient.

Often Sometimes Rarely

Answers to Self-Assessment Questions

1. True
2. True
3. False
4. False
5. False
6. True
7. False
8. True
9. True

10. True
Questions 11–20: Although there are no correct an-
swers, the “often” response reflects highly desirable in-
teractive skills with Latino patients.
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The intersection between the cultural values of the
Latino population and the definition of cultural com-
petence suggested by the Office of Minority Health
presents a challenging picture of the clinical encoun-
ter.

First, it would be difficult for a practitioner to re-
spond to a Latino patient’s cultural needs with only
basic knowledge of Latino cultural values, even assum-
ing that linguistic resources were readily available. For
example, a clinician who understands that familism is
a central cultural value for Latinos might not be able
to understand and respond effectively to a patient with-
out knowing that he or she came to this country flee-
ing a civil war.

Second, an arsenal of tools is needed to develop
cultural competence, and such skills must be learned
through specific training in Latino cultural competence
rather than through generic cultural competence train-
ing. This approach should render positive results. As
David Hayes-Bautista et al. stated,

While it is vitally important to increase the
number of Latino physicians, it is equally
important to train non-Latino physicians in
culturally effective ways to provide medical
care. Latino patients can present a number of
paradoxes to physicians who are not trained to
manage them. Yet, culturally prepared physi-
cians report a high degree of mutual bloom.
And continuing medical education can provide
cultural effectiveness education for providers
already in practice. (1999)
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In conclusion, developing cultural competence with
Latino patients requires a close look at the cultural and
personal characteristics that the patient brings to the
encounter. The cultural traits may be known, but the
unique personal issues, closely linked to culture but
specific of each individual’s life experience, must also
be identified. The Latino Culturally Competent Care
Model presented in the second part of this book ad-
dresses these issues. The model suggests a practical
approach to use during each stage of the clinical en-
counter with a Latino patient. The intention of the
first part of this book has been to act as a catalyst to
facilitate the journey of providers by raising cultural
awareness and providing cultural knowledge that may guide
providers as they increase their sensitivity toward
Latino patients. The second part of the book presents
a practice-oriented perspective to describe the steps
that are most appropriate to develop the skills needed
to interact effectively with a Latino patient.
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Dos and Don’ts with Latino Patients

Dos

➾ Do expect the patient to have a definition of
health that reflects a combination of cultures.

➾ Do understand that God and the family lie at
the center of the patient’s life.

Don’ts

➾ Don’t smile when a patient is discussing health
beliefs. It may be perceived as lack of respect.

➾ Don’t ask the patient to explain the reasons that
support his/her health beliefs. The patient may
interpret that the provider has doubts regard-
ing the cultural basis of the beliefs.



Part II
A Culturally

Competent Care
Model for Latinos
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Chapter 6

GREET:
Characterizing
Your Latino Patient

It is useful to characterize a Latino patient for two rea-
sons. First, such information gathering helps you gain
insight into the patient’s background while increasing
opportunities to know the personal and cultural bag-
gage that the patient brings to the encounter. Know-
ing a patient’s personal and cultural issues helps the
provider understand what led the patient to seek health
care.

Second, Latinos welcome providers’ interest in
gathering information and perceive it as a sign of per-
sonal attention that increases the patient’s perception
of being respected. This chapter will help you to es-
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tablish the right tone in an initial meeting and to iden-
tify cultural issues that have implications for the
patient’s health.

The Clinical Encounter
The groundwork for the patient-provider relationship
is laid from the moment the patient walks into the
provider’s office. When a non-Latino provider meets a
Latino patient in the clinical setting, both face the
challenges of a cross-cultural interaction. For the pro-
vider, having cultural skills is essential in order to at-
tain a satisfactory provider-patient encounter. The
patient, on the other hand, may not have enough
knowledge of the language and may also lack familiar-
ity with the local culture.

Although you may be used to a diverse clientele,
this intercultural encounter may be a first experience
for the Latino patient. Situations that present language
and cultural barriers can be uncomfortable for the pa-
tient who generally prefers environments with famil-
iar faces and a common culture. A Latino patient who
seeks help from a provider often has a sense of antici-
pation regarding what the culture of the provider will
be. Knowing that almost invariably the provider will
not be a Latino or Latina adds pressure to this first
encounter because if the patient is a first-generation
Latino, he or she may anticipate difficulty in estab-
lishing adequate communication. Latino patients of-
ten lament their inability to speak English and fear that
it may lead to a provider perceiving them as socially,
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educationally, or financially disadvantaged. Being able
to “have dignity” is high on Latinos’ priority list of fac-
tors that surround social interaction, and fear of being
perceived as poor or disadvantaged can erode their
sense of dignity. Thus, your sensitivity to the extra ef-
fort the Latino patient has made to seek help despite
language and cultural barriers can help create a wel-
coming atmosphere in the office.

Often the patient enters the office with hesitation,
anxiety, and sometimes, even fear. Hesitation arises
from having chosen the option of seeking help from a
mainstream provider. Anxiety comes from anticipat-
ing the difficulties in communication that are bound
to happen. Fear of the unknown and fear of the impli-
cations of a serious health problem are also powerful
emotions that the Latino patient may be experiencing
when he or she walks into the clinic or office.

The greeting is the first contact you have with a
patient. It can, therefore, be the crucial factor that
determines the success or failure of the patient-pro-
vider relationship.

Regardless of your personal communication style,
there are a number of factors that should be consid-
ered paramount when greeting a Latino patient: eye
contact, facial expression, gestures, touch, voice into-
nation, and the use of titles. The initial questions you
ask must also be carefully considered. A provider who
understands the importance of these key initial ele-
ments of the encounter will be prepared to effectively
develop rapport with a Latino patient and will com-
municate respect.
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Eye Contact

Making eye contact with Latino patients is critical. Yet
you will want to be careful because gender differences
of both patient and provider influence what appropri-
ate eye contact is. For example, a male or female pro-
vider should make eye contact briefly with a patient
of the opposite sex. A clinician who maintains a sus-
tained gaze at a patient may send the message that he
or she is personally attracted to the patient.

In contrast, with a patient of the same sex, eye con-
tact may be more prolonged, but only after the pa-
tient is seated. A steady gaze after the patient is settled
suggests that the provider is focusing attention exclu-
sively on the patient rather than on filling out forms.

Eye contact is also important when a patient, re-
gardless of gender, is disclosing personal information
regarding habits and practices or is explaining the
symptoms of an illness. Unhappy Latino patients leav-
ing a provider’s office often comment, “The doctor
didn’t even look at me.” Thus, even when using a medi-
cal interpreter or when communicating through a rela-
tive acting as a translator, eye contact with the patient
is essential.

Facial Expression

Your facial expression has the power to convey respect
and warmth to a Latino patient. Offering a smile may
make a patient feel at ease. However, make an effort to
abstain from smiling immediately after the patient has
spoken because it may be interpreted as a condescend-
ing reaction to the patient’s verbal communication.
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An unexaggerated, friendly smile combined with
brief eye contact can make a Latino patient feel wel-
come in your office. In contrast, a stern face can cre-
ate stress by leading the patient to think that you are
not happy about the language barrier, the patient’s ill-
ness, or the patient’s culture or ethnicity.

Gestures

Latinos talk with their arms and hands. Gestures are as
important as words for Latinos when they communi-
cate.

A provider who stands up to greet a patient is per-
ceived to be showing respect. Greeting a patient while
gesturing toward a chair may convey a welcoming
message, and not doing so may provoke uncomfort-
able feelings of rejection. When Latinos receive visi-
tors in their homes, they make special efforts to ask
guests to sit down in their living room. They expect
similar treatment when visiting a provider’s office; be-
ing asked to sit down by the provider expresses an in-
viting and warm message.

Touch

Latinos are used to touching and being touched. They
use their hands and arms for physical communication,
even with strangers.

A provider who stands up and greets a male or fe-
male patient with a handshake while simultaneously
placing the left hand on the patient’s right hand or
arm creates a strong connection with the patient. In
most cases a firm and brief handshake is sufficient. This



98 The Latino Patient

too is perceived as a sign of respect by the patient.
Either gesture helps ensure that you will be perceived
as simpático, or as being empathetic and people-ori-
ented.

Voice Intonation

The tone with which you speak is critical, especially
for Latinos who do not speak the same language as the
provider. A provider who speaks in a loud voice may
be perceived as ill-tempered, impolite, or upset about
having a Latino in the office. On the other hand, a
provider with a very soft voice may be perceived as
lacking in personality. In the patient’s mind, the tone
of your voice may connote acceptance or rejection of
the patient’s ethnicity. This is especially important
when using interpreters. In sum, Latino patients ap-
preciate providers who greet them with a warm,
friendly, and moderate tone of voice.

Titles

Titles are closely related to the issue of respect. When
addressing a Latino patient, a provider (regardless of
his or her own age) should always use the title Señor
(Mr.), Señora (Mrs.), or Señorita (Miss) preceding either
the patient’s first or last name. The use of titles is most
important to women and older people. Latinos expect
to be addressed by their last name in the United States
although in Latin America providers frequently address
patients by their first names to establish familiarity.

The use of the correct title for a Latina can be a
sensitive issue and should be considered carefully. The
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title “Señorita” strongly implies that the woman is single
and a virgin and is therefore a decent and reputable
person. The title “Señora” suggests that the woman is
married and/or has children and also has good moral
reputation.

For example, addressing a single woman as “Mrs.”
may be potentially disrespectful because it implies that
she is an unmarried, yet sexually active woman. Al-
though the reality may be different, in the Latin Ameri-
can tradition a decent woman is expected to remain a
virgin until her wedding day. Younger generations of
Latinas may not care much about the distinction, but
it could nevertheless create discomfort for some. On
the other hand, young Latino males are often addressed
by first name and without a title.

First Questions

What is the best way to initiate communication while
greeting a patient? Asking a simple question such as
“How are you?” or “How is the family?” may trigger a
long answer because Latinos enjoy talking about their
feelings and their families. To elicit the reasons for this
visit, it may work best to ask a direct question: “What
are your concerns about your health?” Although you
may need to use additional probes to obtain more in-
formation, the patient will be heading in the right di-
rection. When patients perceive interest on the part
of the provider, they may engage in a long conversa-
tion to explain how they feel and what their family’s
health status is. Therefore, it may be useful to ask a
more direct question that, while showing genuine in-
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terest, may produce more direct answers. There is a
fine balance between asking open and direct questions
and showing concern. Patients interpret direct ques-
tions as a desire to end the visit. Guiding a patient is a
matter of courteously interrupting whenever the pa-
tient begins to roam toward other subjects.

The next question you might ask is: “What brings
you here today?” Normally, a mainstream patient will
then focus on the exact problem that triggered the visit.
However, it is unlikely that a Latino patient will re-
spond to the question with an immediate, straightfor-
ward answer. These are some possible answers a Latino
patient might give:

Male teenager: My parents don’t know I’m here.

Male adult: Well, I’m here at my wife’s
insistence. I really feel fine.

Elderly male: My daughter said I should
come.

Female teenager: My mother would kill me if she
knew I came to see you.

Female adult: I need to stay healthy for my
children.

Elderly female: My children think that I should
get a checkup.

Although each answer is different, each response
reveals the critical importance of family to the Latino
patient—and none of them are direct responses to the
provider’s question. In fact, Latinos expect an ice-
breaker question and see it as a good sign on the part
of the provider. Patients may later report to family
members that the provider was truly caring because
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he or she did not ‘‘cut to the chase.” There is a draw-
back, however.

Time is of prime importance in the current health
care setting; yet, Latino patients often roam while de-
scribing their ailments instead of quickly focusing on
what prompted their visit. Being relaxed about time is
a Latino cultural trait. Immediately asking a patient
the reason for the visit is not the best approach for
eliciting information. In the Latino culture such a di-
rect, to-the-point question is often considered im-
proper and may suggest a lack of personal interest on
the part of the provider or a desire to conclude the
appointment rapidly. The patient will resent such be-
havior and, although it may not be evident to you,
any further attempts at connecting with the patient
are likely to prove unsuccessful. The patient will carry
on until the end of the appointment because seeking
harmonious relations is another Latino cultural value.
However, the patient will most likely leave the office
disappointed, will not comply with suggested treat-
ment, and will seek a new provider.

There is one strategy that seldom fails when a pa-
tient engages in discussing matters that appear to be
unrelated to the visit. It combines body language and
spoken language. Putting one hand on the patient’s
hand and asking, “What problem bothers you the most
today?” can work wonders. This approach conveys your
personal interest in helping solve the pressing prob-
lem. The question usually triggers the long-awaited
answer that elucidates the patient’s precise reason for
seeking the consultation.
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In order to create a culturally appropriate encoun-
ter, you might also mention that later in the visit there
will be questions regarding the patient’s family. In this
way the patient will know that there will be an oppor-
tunity to briefly talk about the family. Helping the
patient focus on the reason for the visit requires mas-
tering the art of using a set of consecutive questions
that dynamically guide the conversation while con-
veying respect toward the patient and his or her cul-
tural values.

Once the door is opened, you may be able to pro-
ceed with any number of direct questions. At this point
taking control of the time and selecting questions care-
fully are critical because of the extended initial seg-
ment of the appointment.

GREET: Five Steps to Characterize
Your Latino Patient

The GREET approach is a five-item analytical tool that
will help you identify cultural issues that have impli-
cations for the patient’s health. The GREET approach
will help you skillfully guide the conversation and ob-
tain critical information. This approach will not only
save time but it will also create rapport. The GREET
acronym stands for

G = Generation
R = Reason for immigrating to the U.S.
E = Extended or nuclear family
E = Ethnic behavior
T = Time living in the U.S.
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Generation

As discussed in chapter 3, determining whether the
patient is an immigrant or a second-, third-, or fourth-
generation Latino is critical to an overall understand-
ing of the patient. Patients are often very eager to vol-
unteer this information because they are proud to talk
about their family’s success in moving and adjusting to
the country.

Immigrants may describe their struggles and ex-
press their hopes regarding the future of their chil-
dren. Second-generation Latinos often share experi-
ences regarding their parents’ efforts to succeed in a
new environment. Third- and fourth-generation
Latinos are usually mainstream.

As also discussed in chapter 3, critical health im-
plications are associated with each generation.
Acculturative stress, lack of job opportunities, and
lower access to health care are among the problems
recent immigrants face. Second-generation Latinos
often feel torn between the health beliefs of their par-
ents and those of the local culture. Third- and fourth-
generation Latinos usually share the health beliefs of
mainstream America.

Reason for Immigrating to the United States

If the patient is an immigrant, it is useful to briefly
explore his or her reason(s) for immigrating. This in-
formation may increase your understanding of the so-
cial, economic, and political pressures that underlie the
patient’s physical and mental health status. For example,
persons who have fled armed conflicts may have post-
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traumatic stress syndrome, and persons who come from
urban or rural environments may be used to totally
different lifestyles (Plante et al. 1995; Hondagneu-
Sotelo 1994; Leslie 1993; Salgado de Snyder et al.
1990).

It is best to avoid inquiring about immigration sta-
tus, however. Even if a patient voluntarily reports hav-
ing legal immigration documentation, the chance that
the patient may have undocumented friends or rela-
tives is high. Discussing immigration issues may cre-
ate anxiety and hamper possibilities of building a trust-
ful relationship.

Extended or Nuclear Family

Knowing whether the Latino patient lives close to the
extended or nuclear family provides valuable informa-
tion because such family members constitute the so-
cial support network (see chapter 2). In Latin America
it is customary for extended families to live in the same
neighborhoods. Upon moving to the United States,
Latinos usually try to maintain the tradition of settling
in cities or neighborhoods where family members live.

Recent immigrants are often dependent on their
families for housing and basic needs, including health
care. Second-generation persons, on the other hand,
usually rely on parents or other family members to help
take care of young children while they are working.
Family members often serve as counselors and advis-
ers regarding health matters. Third-generation Latinos
may remain emotionally attached to the family even
though they might be more geographically distant
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from relatives due to availability of job opportunities.
They tend, however, to be less dependent on the fam-
ily for health matters.

A patient who does not have a spouse, close rela-
tive, or extended family living nearby may have a num-
ber of unmet emotional and health needs.

Ethnic Behavior

Investigation of the patient’s preferences with respect
to food, music, holidays, and recreational activities is
important. People of Mexican and Central American
origin, for example, may eat more highly spiced, car-
bohydrate-based meals, and natives of South America
usually eat more red meat and vegetables and less spice.
Such dietary habits may help guide your understand-
ing of the clinical manifestations of the health prob-
lem.

Latinos, both male and female, who like music may
be avid partygoers and may consume alcohol and/or
tobacco in larger amounts than those less inclined to
party. Celebrating both American and other countries’
holidays also increases opportunities for greater alco-
hol use for both genders and may have important
health implications.

Time Living in the United States

The longer the patient has lived in the United States,
the higher his or her degree of acculturation is likely
to be. As mentioned in chapter 1, with higher accul-
turation levels, lifestyles and health behaviors become
more like those of mainstream Americans. Therefore,
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time living in the U.S. is a good indication of the
patient’s lifestyle and health habits. In some Latino
households, the eating habits of the extended family
may help illustrate the point: the grandparents’ prefer-
ence may be tortillas, rice, and beans; the grandchil-
dren may dislike that diet and prefer hamburgers; and
the adult parents may like both diets.

In sum, the GREET approach can help you under-
stand the cultural background of a Latino patient, es-
tablish rapport, and provide an effective response to
the patient’s needs. This approach can also contribute
to making the encounter a more gratifying experience
for both you and the patient. By using the GREET
approach, you will be better able to respond effectively
to the patient’s needs.

GREET in Practice
Practicing the GREET approach requires that the prac-
titioner ask a few open-ended questions, listen care-
fully, and observe the patient with interest and sensi-
tivity toward his or her culture.

The following two vignettes describe the initial
encounters between two non-Latino providers and
their Latino patients. The vignettes depict communi-
cation situations that illustrate cultural issues in the
clinical setting. A discussion of the encounter follows
each vignette.
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Patient 1: Josefina Rivas

Mrs. Rivas is an eighty-year-old woman of Mexican
origin who is brought to the physician’s office by her
teenage granddaughter. She asks her granddaughter
to wait for her outside.
Dr. Chang: Good morning, Señora Rivas. How

are you feeling this morning? (Dr.
Chang smiles and briefly holds Mrs.
Rivas’ hand.)

Mrs. Rivas: Oh, I’m feeling very sad and lonely. I
don’t even listen to my music any-
more.

Dr. Chang: How is your appetite?

Mrs. Rivas: I don’t eat much these days. I only
eat because my daughter says I have
to, but I don’t feel like eating my
enchiladas like I used to when I was
young. I was very pretty when I was
young, you know. That’s what my
husband used to say. When we came
here from Mexico in 1940, I was
twenty and my husband was thirty.
We were poor, but we were so
happy. I miss him so much, God
took him two years ago. I had to
move in with my daughter and her
family. They have an extra bedroom
because my oldest grandson got
married and moved next door. But
she’s always so busy with the other
children.
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Dr. Chang: What health problem brings you to
my office today? (Dr. Chang makes
eye contact as he asks the question.)

Mrs. Rivas: I want to go to Mexico for Christ-
mas, but I have this pain in my legs. I
don’t have good circulation; my
daughter says I have sugar in my
blood. I also have a lot of itchiness
in my private parts.

Using the GREET Approach

Dr. Chang listened and observed Mrs. Rivas as she
spoke. He collected valuable information that gave him
important clues to understanding the factors affecting
Mrs. Rivas’ health.

Generation. Mrs. Rivas is an elderly Mexican woman
who immigrated to the U.S. in 1940.

Reason. Mrs. Rivas and her husband probably im-
migrated for economic reasons.

Extended or nuclear family. Mrs. Rivas is a widow and
lives with her daughter and her family. She misses her
spouse and depends on her daughter.

Ethnic behavior. She is used to eating her Mexican
food and may not be following a special diet.

Time living in the U.S. She has lived in the U.S. at
least sixty years. Yet, she is very attached to the Mexi-
can culture.

Key Points

➾ Mrs. Rivas’ request that her granddaughter wait for
her outside indicated to Dr. Chang that she needed
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privacy to talk about a personal matter or believed
she needed the doctor to examine her in private.

➾ Dr. Chang used the first two questions as ice-break-
ers. Yet, they triggered answers that revealed the
patient’s emotional state. Instead of describing how
she is feeling physically, Mrs. Rivas shares that she
is lonely and unhappy.

➾ The third question encourages Mrs. Rivas to focus
on and talk about her physical health.

➾ The invaluable information given by Mrs. Rivas
while responding to the first two questions would
not have surfaced had Dr. Chang not used an open-
ended approach to initiate the interview.

➾ After gaining insight into the patient’s background,
Dr. Chang took note of her mental state and pro-
ceeded to ask the third question to inquire about
the cause that precipitated the visit. Mrs. Rivas
quickly offered answers.

➾ The information collected by Dr. Chang indicates
to him that Mrs. Rivas may be very attached to her
cultural values. Although she lives with other fam-
ily members and is being cared for financially, she
has unmet emotional needs subsequent to the death
of her husband.

➾ Dr. Chang may decide to further explore Mrs. Rivas’
emotional state by asking her a question that will
help her talk about her husband. To learn more
about the patient’s social support system, Dr. Chang
may ask Mrs. Rivas a question about her relation-
ship with her daughter and her family.
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Patient 2: Tomás González

Tomás is a twenty-year-old man who is referred by
the physician to Mrs. Mahler, the social worker at the
community health center.

Mrs. Mahler: Good morning, Tomás. Come in.

Tomás: Hi. I’d like to know if you have
pamphlets to give away.

Mrs. Mahler: What kind of pamphlets are you
looking for?

Tomás: Nothing special I guess, just
different kinds.

Mrs. Mahler: O.K., I can get those for you. I see
in your file that you may also be
in need of some advice.

Tomás: Well, it’s just that the doctor thinks
that I should think about doing
something about my problem.

Mrs. Mahler: What is that, Tomás?

Tomás: Well, my wife and I have a three-
year-old daughter. Our daughter
was born when we were still in
high school. I’m afraid that my
wife will get pregnant. I still
haven’t been able to get us an
apartment. We live with her
parents and brothers and sisters.

Mrs. Mahler: Are you using a contraceptive
method?

Tomás: Me? No, of course I’m not. She is.
She’s using the rhythm method
because she says that’s the only
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method the Catholic Church
approves, you know? I’ve told my
wife that we need some real
protection, but she won’t listen to
me. She only listens to her
mother. I keep telling her we
should do what all our friends are
doing. We were both born here!

Mrs. Mahler: Is your wife working?

Tomás: No, she has to take care of the
baby. I’m working day and night
and I still can’t make ends meet. I
wish we could move into an
apartment of our own! My wife
always has to help her mother
make the tacos and clean the
house on weekends and holidays. I
usually go out with her brothers to
get the beers. We party at home,
but sometimes I wish my wife and
I could go to a football game
instead of partying at home with
her family. I’m getting tired of
being drunk every weekend!

Using the GREET Approach

Mrs. Mahler listened to Tomás’ concerns as he spoke
about his problem. She also observed that his facial
and body expressions suggested frustration and anger
at times.

Generation. Tomás is a second-generation Latino. He
is a mainstream American.
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Reason. (doesn’t apply)
Extended or nuclear family. As a consequence of finan-

cial difficulties, Tomás and his wife live with his wife’s
extended family. Yet, he would prefer to live in a nuclear
family setting.

Ethnic behavior. They share Mexican food and music
with his wife’s family. They celebrate Mexican and U.S.
holidays. Frequent family gatherings often lead to
drinking heavily.

Time living in the U.S. He has lived in the U.S. all his
life. Therefore, his ways are often mainstream.

Key Points

➾ Mrs. Mahler’s questions were intended to make
Tomás feel at ease in order to facilitate the encoun-
ter. He eagerly offered information.

➾ Mrs. Mahler understands that Tomás finds himself
in conflict between two cultures. He and his wife
became teenage parents in high school. Although
his ethnic behavior is mostly mainstream, he re-
spects his wife’s views. Yet, he does not appear to
be willing to use a contraceptive method himself,
probably because of machismo. He considers it his
wife’s responsibility, not his, to prevent a pregnancy.
Mrs. Mahler reminds herself that she is dealing with
a young Latino couple who are struggling to suc-
ceed between two cultures. While Tomás is more
individualistic and mainstream in his view of life,
his wife is more collectivistic and remains attached
to Latino values.
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➾ They live with his wife’s extended family, and his
mother-in-law provides advice regarding birth con-
trol. Although he would like to be independent and
go to mainstream recreational activities, his wife
seems to be more attached to her family. There
appears to be alcohol use in significant amounts
on weekend family get-togethers and celebrations.

➾ Mrs. Mahler may ask Tomás to bring his wife to
the office next time he comes. She may want to
discuss with the couple the options they have re-
garding birth control.
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Chapter 7

LISTEN: Gaining
Access to Your
Patient’s Clinical
History

Two main difficulties in gaining an accurate patient
history arise from the differences in attitude that
Latinos and mainstream Americans have toward health
and disease. First, Americans are used to giving straight-
to-the-point answers when asked about their health
history. In contrast, Latinos appear to ramble. They
hardly ever respond directly, which can give the im-
pression that they are reluctant to provide complete
answers to the clinicians’ questions. Second, Ameri-
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cans may bring a mental list of symptoms to report;
however, Latino patients often contribute information
only when asked. This indirect manner of responding
to questions during the medical interview, called
indirectas (Tirado 1996), can be frustrating to a non-
Latino provider because the reason for consultation
seems to emerge only at the end of the interview. Un-
derstanding the cultural reasons behind this Latino
behavior can help the provider overcome these cul-
tural barriers.

There are two cultural explanations for this indi-
rectness. First, as discussed in chapter 1, many immi-
grants come from countries with paternalistic systems
of health care, where the state adopts a protective at-
titude toward the individual. Thus, in the minds of
patients who came from such systems, the responsi-
bility of figuring out what is wrong with them is in the
provider’s hands. Latino patients consider providers to
be very knowledgeable and expect them to be able to
diagnose their health problems. For some Latinos, re-
sponsibility for personal health may go only as far as
reaching the clinician’s office and taking the prescribed
treatment. In their minds, the provider is responsible
for requesting the appropriate information, finding the
cause of the problem, and fixing it. In other words being
healthy largely comes from having a good health pro-
vider.

Second, the fear of having a severe illness may lead
the patient to suppress information. This fear is often
rooted in the belief that illnesses are caused by bad
spirits or by God as a form of punishment. In such a
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case the patient’s fear that bad behavior has brought
on illness provokes a fatalistic attitude, leading the pa-
tient to believe there is little to be done. When fatal-
ism and religiosity take over in the patient’s mind,
health is seen as being in the hands of the provider,
who, in turn, is guided by God. Latinos may believe
that God will determine whether the provider will
uncover the true nature of the illness. In other words,
a Latino’s fear of having an irreversible condition is
often overwhelming.

Given these potential difficulties, it is important
that you proceed with caution when gathering infor-
mation for the clinical history. You face the challenge
of asking questions that encourage the patient to con-
tribute information while understanding how cultural
issues may affect the patient’s responses. This chapter
will help you gain access to the Latino’s clinical his-
tory and organize key elements of the interview that
emerge from the answers.

The Clinical History
Many providers use a standard format for collecting a
patient’s clinical history. Some Latino patients may
appear uncomfortable when responding to questions
that might seem like basic, innocuous information to a
mainstream provider. This section describes cultural
issues that may arise when a provider is asking for per-
sonal information, the cause for consultation, a his-
tory of the current health problem, medical history,
social history, and family history. It also reveals how
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even the most standard questions can touch on topics
that Latinos consider private or improper.

Personal Data

Most of the questions regarding personal information
can be answered with straightforward answers: name,
age, and occupation. There is one exception. Some-
times a mother may hesitate to give the last name of
an illegitimate child. It is customary to temporarily give
an illegitimate child the mother’s last name in hopes
of changing it to the father’s last name in the future.
When a mother hesitates about offering a child’s last
name, the best approach is to move on without caus-
ing distress. To inquire about nationality, the best ap-
proach is to first ask the patient for his or her place of
birth and next about nationality. Place of birth is a
neutral item, one which most people are proud of, but
questions about nationality may cause discomfort. In
the United States people are either citizens or aliens.
For some, even the term resident alien produces angst
because it is perceived to be a step lower than a U.S.
citizen. Other Latinos may believe that less respect is
accorded to “aliens.”

Clinical History of Current Health Problem

Once the provider has identified the patient’s reason
for seeking health care, obtaining the details of the
current health problem is less challenging. However,
getting all of the relevant details about the ailment
requires practice and patience because, as noted,
Latinos seldom give direct answers. When describing
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the evolution of a health problem, a patient may com-
bine personal interpretations, emotional issues, and
cultural health beliefs and practices. Consequently, the
provider needs to discern the facts from the patient’s
interpretations of them and may encounter varying
degrees of difficulty understanding the connections
between the illness and reasons the patient gives as
the cause.

In describing a constant chest pain, for example,
an elderly patient might say, “It began the moment I
had an argument with my daughter and I got on my
knees to pray to the Virgin of Guadalupe for help.”
The patient might also describe the pain “…as if I had
a knife in my chest because that’s how my daughter
has hurt me.” According to the patient, “The pain is
only bearable when I drink the tea that the maestro (folk
healer) gave me.” Try to carefully consider everything
the patient has said and extract those facts that are
relevant to the current ailment. The patient’s health
beliefs and practices must not be disregarded, because
they are part of the patient’s reality. Failing to con-
sider the patient’s cultural beliefs may result in a
patient’s lack of commitment to treatment. In fact, the
patient’s metaphors help illustrate the magnitude of
pain and/or suffering he or she is experiencing and the
degree of trust placed in the folk healer.

Past Medical History

Latino patients are very good at giving information
regarding their past medical histories, and if the pa-
tient perceives that you are caring, he or she will often



120 The Latino Patient

spend a lot of time describing previous ailments in great
detail. Hoping to please, the patient may even steer
away from the current health problem. In that case, it
is always useful to remind the patient that only the
relevant information is necessary. Discussing past ail-
ments appears to be easier because it causes less an-
guish. In contrast, facing current health problems gen-
erates uncertainty and fear.

Some adult patients may not clearly recall child-
hood diseases and immunizations. Since the health of
a child is considered to be mainly the mother’s respon-
sibility, few people make the effort to actually record
this information. Do not judge this lack of knowledge,
because, as I have discussed several times, personal
responsibility for one’s health is not a concept that is
familiar to many Latinos.

Few cultural issues related to past surgeries, com-
plications, adult illnesses, immunizations, allergies, or
medications will inhibit the patient’s responses to medi-
cal history questions. There is one exception, though:
surgeries or illnesses related to women’s reproductive
systems. In particular, some women feel that having
had a hysterectomy makes them less attractive because
they lack reproductive ability. Therefore, they prefer
to avoid the subject. Yet, when asked directly, they
will often give detailed explanations. Providers should
not refrain from asking questions as necessary.

When asking about health habits and diets, the
provider may want to keep in mind that although some
ethnic foods may not be considered healthy accord-
ing to U.S. nutritional and dietary standards, they may
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be ingrained in a patient’s culture, much as french fries
and hamburgers are in the mainstream American diet.
For example, Mexicans enjoy eating fat pork rinds
called chicharrones while drinking beer, and fried foods
are popular among Puerto Ricans and Central Ameri-
cans. Drinking habits must be carefully investigated
in terms of type, quantity, and frequency. For some,
drinking a couple of beers is considered a medicinal
practice and is not reported as alcohol consumption.
For others, heavy alcohol use during holidays is a so-
cial activity described by some as “an opportunity to
share” with friends and family and is unlikely to be
perceived as alcohol abuse. Alcohol abuse may, in fact,
be defined differently. For example, among some
people of Mexican origin, drinking is mostly consid-
ered bad when it gives rise to domestic violence and
humiliating scenes that convey lack of respect toward
family members.

Social History

Dignity and willpower are two powerful cultural val-
ues that are deeply rooted in the collectivistic social
life of Latinos, and they strongly influence patients’
attitudes toward health and disease. Willpower is one’s
inner strength, which the individual believes can over-
come anything. Dignity is based on having self-respect,
which encourages others to respect the individual, a
priority for most Latinos. A patient with terminal can-
cer may seek a dignified end of life by refusing treat-
ment, and a Latino male struggling to overcome alco-
hol abuse may reject therapy by stating that his will-
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power will help him get rid of the problem by himself.
In both cases the patients’ attitudes stem from their
cultural values. In contrast, an individualistic main-
stream patient may willingly accept chemotherapy to
treat cancer or enter a rehabilitation program to over-
come an alcohol problem. A provider’s understanding
of these two underlying but powerful values will in-
crease opportunities to create an effective bridge to
communication.

Family History

As discussed in GREET, you may want to consider the
patient’s age, generation, and level of education when
collecting information regarding family history. An
elderly patient may not remember details regarding
parents’ or siblings’ health problems unless there is a
disease that runs in the family. Children and adoles-
cents often know very little about the health histories
of their families. Adults who have lived in the United
States for several years, however, often learn how to
respond to questions regarding family history and are
able to give effective answers. Third-generation Latinos
are often bilingual and bicultural; they are highly ef-
fective in communicating family history. Belief in and
treatment for folk diseases are common among those
with lower educational levels, especially if they are
monolingual.

Questions Regarding Organs and Systems

In general the more educated or acculturated the pa-
tient, the less difficult it will be to approach certain
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topics. However, there are a number of cultural issues
regarding certain organs that make Latino patients
uncomfortable and thus reluctant to discuss.

For women three areas fall into this category and
should be approached carefully: the gynecological
system, the urinary system, and information regarding
sexual activity. As discussed in chapter 2, according to
the cultural value of marianismo, women are expected
to be virtuous and dignified, like the Virgin Mary. The
value is so ingrained in the culture that it is customary
for some people to describe their mothers or their wives
by saying, “My mother is a saint.” Therefore, asking a
woman if she has had syphilis or gonorrhea is consid-
ered disrespectful. When requesting such sensitive in-
formation, you may want to say, “Well, I need to ask
you this but it’s only just in case.” If in fact the female
patient has a positive answer, no harm has been done.
Similarly, if the patient (an immigrant) is elderly and
engaged in sexual activity at a young age, it is appro-
priate to say, “Yes, that’s the way it used to be back
then.” This statement creates a level of comfort for the
patient because she feels respected by the provider.

Some Latinas consider the urinary system to be part
of their sexual organs; therefore, the same care should
be exercised when asking questions about this area of
the body. In addition, some less-educated women view
their sexual organs as a means of accomplishing their
reproductive responsibilities in life. Some may con-
sider sexual activity unnecessary after the children have
been born and the family is complete.
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Machismo, which influences how Latino men view
their masculinity, also affects how providers should
approach topics involving sexuality. Sexual activity and
sexual organs are two subjects that must be handled
carefully by the provider in order to obtain credible
responses. Many Latinos exaggerate when they talk
about their sexual activity and often brag about their
promiscuity. There is a double standard, especially
among less-educated Latinos. Although women should
be like the Virgin Mary, men can have extramarital or
extrarelational affairs because of their machismo. At
any rate, there is a rule of thumb among Latino physi-
cians: when men report their sexual activity, divide the
number by two.

Also because of their machismo, men are often re-
luctant to talk about either transitory or permanent
impotency. When asking about sexual dysfunction, a
useful approach is to say, “Well, has it ever happened
to you? It is normal, you know.” This statement often
offers reassurance and can open the door to important
revelations.

LISTEN: Six Key Elements
The second step toward achieving cultural competence
with Latinos is LISTEN. It will assist you in overcom-
ing cultural barriers that can present a challenge when
you are attempting to gather information for a clinical
history. LISTEN will help you uncover the reason that
brings the patient to the consultation. The LISTEN
acronym stands for
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L = Language
I = Illness
S = Subject
T = Touch
E = Educational level
N = Norms of the culture

Language

Linguistic competence is part of an ideal situation, since
most non-Latino providers do not speak Spanish and
must rely on an intermediary to act as an interpreter.
While the intervention of a third person may aid lin-
guistic communication, it may also diminish opportu-
nities to gather information of a private or intimate
nature and may prevent some important information
from emerging during the encounter. Being aware of
this challenge is critical because it prepares you to use
your ability to probe and seek answers in creative ways.
For example, familiarity with the Spanish terms for
common symptoms such as pain, fever, weakness, and
so forth will help with a Latino patient who has lim-
ited English proficiency. It will usually produce a posi-
tive response.

Illness

In most cases the patient seeks biomedical help only
after self-care, a folk healer, or both have failed. Un-
der this circumstance, rising anxiety in the patient may
lead the patient to believe that something is very
wrong. Regardless of the accuracy of the patient’s as-
sumption, the perception affects the amount of infor-
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mation the patient will volunteer. For example, a pa-
tient who suspects that cancer may be a potential di-
agnosis of his or her condition may provide limited
information out of fear of confirmation. In this case, it
is better to drop the subject, continue to build rapport
with the patient, and leave the specific questions for
the final part of the interview.

Subject

Latinos and Latinas avoid discussing uncomfortable
subjects if they believe the matter is irrelevant to the
reason for their visit. Therefore, knowing what sub-
jects to avoid is helpful. If sensitive subjects must be
discussed, they are always best left for last. Women,
especially first-generation immigrants and the elderly,
may, as I’ve just mentioned, become uncomfortable if
asked to discuss their sex life. You may want to care-
fully lead the discussion in that direction and wait for
the right moment to ask an indirect question or to sug-
gest the subject. For example, asking a female patient
whether she would like to discuss any aspects of her
intimate life may open the discussion if the patient is
at ease. Men, on the other hand, have few problems
discussing most topics except, of course, sexual dys-
function. It is often helpful to ask a man whether there
are any aspects of his health that make him unhappy.
This question will often trigger the desired answer.

Domestic dysfunction is one topic that both
spouses will avoid discussing. Revealing family prob-
lems to a stranger is interpreted as a lack of loyalty to
the family. In this case, suggesting that children’s well-
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being may be at stake releases the tension and often
leads to an open discussion of the problem. Knowing
the subjects that are uncomfortable for each gender
and age group will help you approach them either in-
directly or after all other questions have been asked
and the patient is more at ease.

The provider’s gender is another important factor
in the equation. While women are usually more re-
laxed with a female provider, men have no preference
unless their problem is impotence. Male patients pre-
fer to discuss this subject with a male provider to pro-
tect their manliness.

Touch

Placing a hand on the patient’s hand can act as a bridge
to communication. Whenever you perceive a gap,
touch can convey a sense of respect and sensitivity
that Latino patients greatly appreciate. It is culturally
acceptable for a female or male provider to touch a
female patient’s hand briefly. However, a male or a fe-
male provider would normally not place a hand on a
male patient unless the patient is elderly or is crying.

Educational Level

In general the more educated the patient, the easier it
will be to obtain key information. The health beliefs
of well-educated patients tend to reflect the biomedi-
cal model of disease. Such patients describe symptoms
and signs readily and ask meaningful questions. Pa-
tients with low educational levels, however, may
present more of a challenge. While describing their
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symptoms, they may also offer their opinion regard-
ing causation according to their health beliefs. These
explanations may help you uncover important addi-
tional information and therefore should not be ignored.

For example, an immigrant Mexican mother may
initially rate her son’s health as excellent. After you
probe with a question like “Anything else about the
baby’s first years?” however, she may add that the only
times her son was in the hospital were when the boy
developed mollera caída. (See chapter 3 for more in-
formation.) You might learn that according to the
mother, the nurse who examined the child’s anterior
fontanelle was the cause of the problem. In reality, the
child may have had a long history of repetitive hospi-
talizations due to dehydration as a consequence of his
lactose intolerance.

The fear of having cancer, however, may build a
wall of resistance during the interview, regardless of
the patient’s educational level. A patient who appears
reticent, anxious, and fearful may be hiding such a
concern. If you suspect this to be the case, you may
find it useful to probe carefully and ask questions that
lead to more detailed descriptions. Follow-up questions
such as “Can you describe more?” “How so?” and “What
exactly do you mean by that?” generally encourage the
patient to continue describing the problem. For ex-
ample, a patient who admits to having problems with
bowel movements may, with additional probing, ad-
mit to passing blood, having significant weight loss,
and even adding that colon cancer “runs in the fam-
ily.”
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Norms of the Culture

Two cultural norms especially influence the history-
taking aspect of the clinical encounter. First, familism
is a critical aspect. Because Latinos are strongly col-
lectivistic (Lecca et al. 1998), a sickness affects all fam-
ily members and not just the individual who is ill.
Therefore, patients often come to seek help accompa-
nied by one or more family members who are there to
provide transportation, interpretation, or moral sup-
port. While the relatives’ presence may sometimes
appear to make the interview more difficult, family
members often contribute valuable information. In fact,
some family members accompany the patient with the
purpose of supplying information that the patient may
be reluctant to provide. In this case, the patient will
not resent the relative’s intervention. For example,
while a husband may report that he eats a low-fat diet
at home, the wife may add that he often cheats when
he is away from home. The accompanying relatives
often assume the active role while the sick patient re-
mains passive. For example, the sick spouse often del-
egates the talking to the accompanying spouse, the
mother speaks for the child, or a daughter may speak
for her elderly mother.

Second, patients need the provider’s reassurance of
respect (familism and respect are discussed in chapter
2). One way to convey respect is to use the proper
titles to address the patient. Most non-Latino provid-
ers who speak Spanish use Usted as a general rule and
with very good results (for a discussion of titles, see
pages 98–99). Having a nonjudgmental attitude to-
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ward the patient’s health beliefs and practices also helps
to convey respect during the history taking. This can
be attained by abstaining from exhibiting any facial
reaction when the patient candidly explains the mean-
ing of symptoms or the type of health-seeking behav-
ior sought. In sum, understanding the norms of the
culture is critical in the assessment of the clinical his-
tory.

LISTEN in Practice
The next two vignettes illustrate the use of the LIS-
TEN approach by two providers. The discussion at
the end of each vignette presents the critical points
that the LISTEN approach highlights.

Patient 1: Roberto Martinez

The patient, a fifty-year-old, first-generation male of
Central American origin, migrated from Nicaragua
eight years ago and works as a supervisor of a con-
struction crew. He is a high school graduate with vo-
cational training. Rose Watson, a nurse working in the
emergency room, greets Mr. Martinez (she earlier ob-
served that his wife was in the waiting room).
Mrs. Watson: Good evening, Señor Martinez.

Please come in and have a seat.
(She shakes hands with the patient
and smiles.)

Mr. Martinez: Thank you. I thought I was going
to have a male doctor see me. I
asked for one.
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Mrs. Watson: I’m aware of that, Señor Martinez,
but right now I’m the only one
who is available to help you.
What brings you to the emer-
gency room at this time of the
night?

Mr. Martinez: Well, I work very hard every day.
I’m in charge of a crew and it’s a
big responsibility. I can’t come
during the day.

Mrs. Watson: Did something happen that made
you come tonight?

Mr. Martinez: Well, yes. Even if I had wanted to,
I couldn’t have come earlier be-
cause I had to work overtime as
usual. I got home at nine-thirty
and had dinner at ten. I hadn’t
even had a chance to take a break
or have a soda all day today. I
have a big problem.

Mrs. Watson: And how can I help you? (She
briefly makes eye contact with Mr.
Martinez.)

Mr. Martinez: Tonight I went to the bathroom to
defecate. I noticed there was
blood in the toilet bowl.

Mrs. Watson: I see…. Can you describe the
color of the blood?

Mr. Martinez: It was bright red. God, it was so
scary.
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Mrs. Watson: I understand what you mean. How
much did you bleed? (She makes
brief eye contact again.)

Mr. Martinez: I don’t remember; everything in
the toilet bowl looked like blood
to me. I panicked.

Mrs. Watson: Señor Martinez, how long has this
problem been going on?

Mr. Martinez: I don’t know, maybe for a week.
I’m not sure.

Mrs. Watson: So tonight wasn’t the first time.

Mr. Martinez: I guess not. Do you think I have
cancer?

Mrs. Watson: We’ll take one step at a time,
Señor Martinez. In order to help
you, I need to have all the details
regarding the problem. Would
you like for me to call your wife so
she can help you? (She responds
in a calm and reassuring tone.)

Using the LISTEN Approach

Language. Language is not a barrier to communication.
Mr. Martinez is fluent in English. However, Mr.
Martinez makes use of a number of indirect statements
out of fear of cancer.

Illness. For Mr. Martinez, as for other Latinos, blood,
cancer, and death are often viewed as a triad. In his mind
he has cancer. When Mrs. Watson asks questions, the
patient is too upset to give direct answers and is using
Latino indirectness. The terrifying thought of having
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cancer prevents him from supplying relevant informa-
tion. Mrs. Watson realizes that the patient is roaming
because of his extreme anxiety. She adopts a supportive
attitude and refers to the bleeding neutrally as “the prob-
lem” in order to help the patient talk about it more eas-
ily. She calmly suggests they take one step at a time.

Subject. Latino men prefer to talk about health prob-
lems dealing with private body parts and private bodily
functions with male providers. Therefore, the patient
is uncomfortable talking to a female nurse. Mrs. Watson
makes special efforts to project a professional image
to help the patient ignore the fact that he is talking to
a female provider. She shakes his hand initially and
subsequently makes eye contact briefly when Mr.
Martinez describes the blood he passed.

Touch. Because the patient is male, Mrs. Watson
abstains from placing her hand on Mr. Martinez be-
cause it would be inappropriate. However, she makes
eye contact often, speaks with a reassuring voice, and
maintains a tone of voice that conveys respect and
empathy toward his ordeal.

Educational Level. Mr. Martinez is a high school gradu-
ate and has vocational training. He has also received
training on his job. This helps him to be articulate and
able to communicate verbally. Yet, there are cultural
barriers in the encounter. For example, Mr. Martinez
is not fully at ease with a female provider. Aware of
this, Mrs. Watson offers to ask the patient’s wife to
join them in her office, hoping that the patient’s wife
may be able to complement the information given by
her husband.
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Norms of the Culture. Mrs. Watson is aware of the fact
that Mr. Martinez was accompanied to the hospital by
his wife, who may have come for the purpose of pro-
viding complementary information or to adopt an ac-
tive role in view of the nature of her husband’s illness.
Mrs. Watson suspects that Mr. Martinez’ wife may help
confirm his version of the problem and may even sup-
ply additional details regarding his eating habits. Mrs.
Watson suspects that the patient may be downplaying
the magnitude of the symptoms and signs. She is also
careful to always address the patient as “Señor
Martinez.”

Key Points

➾ Mrs. Watson found out through questioning Mrs.
Martinez that Mr. Martinez had a ten-year history
of constipation and hemorrhoids. Due to a press-
ing work schedule, he had not been careful about
his diet lately. The patient had recently been pro-
moted to supervisor and was very focused on be-
coming his company’s best employee. His consti-
pation exacerbated the problem with his hemor-
rhoids. He hadn’t been drinking enough fluids or
eating properly and hadn’t had time to use the bath-
room regularly. These factors accentuated his con-
stipation problem. This was his first incident with
profusely bleeding hemorrhoids.

➾ Mr. Martinez’ wife may potentially act as the bridge
of communication between him and Mrs. Watson.
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Patient 2: María Moreno

María Moreno is a forty-five-year-old Latina from
Puerto Rico who is experiencing marital problems with
her husband. Mrs. Jones, a licensed clinical psycholo-
gist, interviews her for the first time. After María spends
five minutes talking generally about the family, Mrs.
Jones presses and asks more direct questions.

Mrs. Jones: Would you like to tell me a bit
about your life with your hus-
band?

Mrs. Moreno: Well, we used to be so happy
when we got married, but that was
a long time ago. I got pregnant
when I was in junior high and had
to drop out of school. But it did
not matter; we were so in love, so
happy. So many things are not the
same anymore.

Mrs. Jones: What has changed?

Mrs. Moreno: He used to be so romantic. We
used to make love all the time. But
then, well, the children came, and
there are so many responsibilities
now.

Mrs. Jones: Did something happen to make
things different?

Mrs. Moreno: You see, there was so much pas-
sion in our life back in Puerto
Rico. After we moved to the U.S.,
there wasn’t time for that any-
more. He’s always in a hurry and
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we’re both so tired all the time.
He always complains that I’m
tired. The children need me more
than he does, I think.

Mrs. Jones: Have you talked about this with
your husband?

Mrs. Moreno: Oh, yes. But he’s always complain-
ing about me. He says I’ve become
cold.

Mrs. Jones: Do you think you have, María?

Mrs. Moreno: No. He never brings me flowers
anymore and he knows I’m very
sentimental. He forgets my birth-
days and our anniversaries. All he
wants is sex. He says that a neigh-
bor put a curse on us. I went to see
Dona, an espiritista who works in
our community, and she con-
firmed it. She said there is a
neighbor who is trying to steal my
husband from me. She gave me
some treatment for both of us.

Mrs. Jones: Did it work?

Mrs. Moreno: Well, a little, but I’m still using it.
My husband refuses to drink it. So
I decided to come to you to see if
you can also help. I think that I’ve
fulfilled my duty by becoming a
mother three times. Now I have to
take care of our children, but my
husband doesn’t understand that.
I’m afraid he’ll leave me because
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the other woman can make him
happy and I can’t. (Mrs. Moreno
starts crying.)

Mrs. Jones: I’m sorry. I’m sure that you are also
concerned about the children. Do
they know that you and your
husband are having problems?

Mrs. Moreno: Yes, I’m afraid they do. It breaks
my heart to see my oldest daugh-
ter crying.

Mrs. Jones: I can imagine what you must be
going through. (She briefly puts
her hand on Mrs. Moreno’s hand
as she hands her a tissue.)

Mrs. Moreno: Do you think you can help?

Mrs. Jones: I’ll do my best. We have a team
here that can work with you. Do
you think that your husband
would be willing to come with
you to our next session? It is
important for him to also get
involved in finding a solution to
the problem.

Mrs. Moreno: I think he will come if I tell him
that you asked that he come. He’ll
be upset at first because I told you
about our problems. But he’ll get
over it, and he’ll do it for our
children. He’ll come with me next
time. He has to do it for our
family.
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Using the LISTEN Approach

Language. Although language is not a barrier to com-
munication between Mrs. Moreno and Mrs. Jones, Mrs.
Jones forms her sentences and questions carefully to
avoid idiomatic expressions and difficult grammar con-
struction. Also, several issues around familism chal-
lenged Mrs. Jones’ cultural competence skills. First, she
asked questions about the family to convey the mes-
sage that she was not only interested in the patient
but also in her family’s well-being. Next, without be-
ing aggressive, she carefully framed the questions to
allow the patient to make the decision to discuss pri-
vate matters with ease. This was critical to getting Mrs.
Moreno to disclose private family matters to a stranger.
Finally, when the patient opened up, Mrs. Jones began
calling the patient by her first name, which created a
sense of intimacy. Being a woman provider was an
added asset in an interview with a female patient, es-
pecially considering the delicate issues involved.

Illness. In Mrs. Moreno’s mind, her marital problems
were a curse, and she was looking for help to supple-
ment the espiritista’s treatment. Mrs. Jones used the
neutral word problem so as not to conflict with the
couple’s belief that there might be a curse on them. In
the patient’s mind, the cause of her and her husband’s
marital difficulties was supernatural.

Subject. For the patient, discussing intimate aspects
of her marriage was difficult. Yet, she overcame her
reluctance because Mrs. Jones took five minutes to get
to know her as a person and because she believed she
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needed to find a confidant. A female provider seemed
like a good opportunity.

Touch. During the interview Mrs. Jones placed her
hand on Mrs. Moreno’s hand to show support.

Educational Level. The patient had only finished ju-
nior high school in Puerto Rico. Her health beliefs
and behaviors matched her level of education.

Norms of the Culture. Mrs. Jones considered the norms
of María’s culture and tried to avoid being judgmental.
Instead, she actively listened to her patient. She un-
derstood that María’s reality revolved around her hus-
band, her children, and her espiritista. María’s
marianismo and her husband’s machismo clearly tinted
her life’s vision.

Key Points

➾ Mrs. Jones understood she had to be sensitive to-
ward Mrs. Moreno’s cultural beliefs regarding the
cause of the problem. To show her sensitivity, Mrs.
Jones chose not to ignore or belittle the patient’s
belief in the espiritista’s powers. She also did not
try to compete with the espiritista.

➾ Mrs. Jones realized that culture had a tremendous
impact on Mrs. Moreno’s views on marriage and
the family. Mrs. Jones conveyed concern about the
potential consequences of domestic problems on
her children. María confirmed that her children’s
well-being was her priority at the moment.

➾ Mrs. Jones suggested that Mrs. Morreno come to
the next appointment with her husband.
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Chapter 8

CARE:
Performing a
Culturally Sensitive
Patient Evaluation

The Culturally Competent
Physical Examination

The purpose of this chapter is to use the CARE ap-
proach to highlight aspects that may help providers
perform a culturally sensitive physical and/or mental
health evaluation. Latinos bring a myriad of expecta-
tions to the physical examination. Many perceive the
American medical system as focused on the procedure
more than on the patient. Despite this perception, they
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hope to find a provider who can connect at a personal
level, who will ask for their permission to be exam-
ined before the procedure begins, and who will ex-
plain each step of the exam as it progresses. When the
personal touch is absent, the Latino patient’s appre-
hensiveness is often evident in his or her facial expres-
sion, nervousness, and posture. Needless to say, in such
cases, the communication breaks down between pa-
tient and provider.

There are two particular areas of concern for Latinos
when they are being examined. First, they have spe-
cific cultural expectations about how the provider car-
ries out the exam. For example, patients hope that the
provider will keep private parts of the body covered at
all times except during the examination of those areas.
Second, there are issues of respect associated with par-
ticular parts of the body. Understanding a Latino
patient’s perspective can be extremely helpful in get-
ting the cooperation of the patient during the exam.
For example, asking the patient to expose the area to
be examined instead of uncovering it yourself works
best. In addition, a culturally sensitive examination sig-
nificantly increases the quality of care the provider can
offer.

Latinos in general place a great deal of importance
on the privacy of certain parts of their body. Further-
more, there are differences between how Latinos and
mainstream Americans define “private parts.” For ex-
ample, even the lower part of the neck and the back
may be private for some Latinos. For many, thighs and
hips are not to be exposed publicly. For most, breasts
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and genital areas are private parts. As a rule of thumb,
any part of the body that is normally covered with
clothing is potentially a private part, although each
individual reacts differently. Therefore, the culturally
appropriate behavior when performing the physical
examination consists of presenting a friendly yet for-
mal attitude, identifying the patient’s personal issues,
and responding to them effectively and respectfully.

Examining Patients of Different Age and Gender

Latino patients’ perceptions of the body vary depend-
ing on age and gender. Based on modesty issues, men,
women, children, and the elderly have different areas
of concern regarding physical examinations. In gen-
eral, less acculturated individuals have more concerns
than more acculturated and second-generation Latinos.
This section explains the particularities of carrying out
a physical examination with different age and gender
groups.

Children. A child usually communicates with the pro-
vider through the parent. At least one parent gener-
ally accompanies a preadolescent to the provider’s of-
fice, provides the information for the clinical history,
and is present during the physical examination. The
parent’s presence is reassuring to the child. For example,
during an abdominal palpation, the child may be more
willing to contribute information regarding discom-
fort or pain to the parent rather than to the clinician.
Therefore, unless there is a reason to examine the child
without the parent being present, it is usually helpful
to have the parent’s assistance.
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Youth. Latino teenagers, like American mainstream
teens, are often independent and prefer to be exam-
ined without the parent being present. While young
males may appear to be comfortable, young female
patients often appear to have modesty issues that re-
quire a tactful and understanding exam. For example,
before subjecting a teenage Latina to a vaginal exami-
nation, you may first opt to draw a diagram or show a
picture to the patient to help explain the exam and
discuss its importance. Knowing what to expect (dis-
comfort, pressure, mild pain, etc.) may help distract
her attention away from modesty concerns. Suggest-
ing that the presence of the mother or accompanying
female relative is welcome in the office may help ease
the anxiety in the female patient.

Women. The physical exam is an unpleasant experi-
ence for many women (Martinez et al. 1997). Those
who have had children are less modest, but unmarried
women who, according to cultural norms, are not sup-
posed to have an active sexual life before marriage,
appear to struggle with exposing the body during the
exam. They are more at ease with female clinicians
and have more modesty issues when examined by a
male provider.

For most Latinas, married or unmarried, the exami-
nation of the breasts and the genital, vaginal, and rec-
tal areas demands that you be tactful and perform the
examination in the least possible time regardless of
whether the provider is a male or female. While most
unmarried women do not welcome a pelvic exam,
married women accept it as part of being in their re-
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productive years. A vaginal exam should only be per-
formed on a woman after explaining the exam and sub-
sequent to obtaining the consent of the patient if she
is an adult or of the accompanying parent if the pa-
tient is a minor. Only the area of the body under ex-
amination should be exposed while the rest of the body
remains covered. Women especially appreciate expla-
nations of each step as the exam proceeds.

Men. Most male Latinos accept a physical exami-
nation without anxiety. For some, though, exposing
the genital area produces discomfort regardless of the
gender of the provider. Thus, the area should be ex-
posed only when carrying out the exam. Aside from
those who are well endowed, Latino males are shy
about exposing their penises and will often cover them
with one hand while the clinician is examining neigh-
boring areas.

Because of machismo, some Latino men may reject
a rectal examination because it is linked with the loss of
manliness. Some believe that only gay men accept pen-
etration of the rectal area. Therefore, you will want to
ask the patient’s permission to perform the exam. If per-
mission is granted, the exam should be carried out tact-
fully, efficiently, and promptly. If the patient refuses the
exam, go on with the evaluation and bring up the sub-
ject later and explain why the exam is important.

Elderly Patients. The majority of elderly Latinos are
foreign-born immigrants who, despite the number of
years they have lived in the United States, still retain
many of their cultural health beliefs. In particular, they
like to discuss their concerns about their blood pres-
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sure, cholesterol, and blood sugar count. When they
seek health care, they often have either a chronic con-
dition or a health concern caused by a recent onset of
disturbing signs or symptoms. In either case it is pos-
sible that they have not had a physical exam in years,
so in most cases they welcome one.

Elderly women may, however, strongly reject and
resent a vaginal, pelvic, or rectal exam. They believe
that after having lived through their reproductive years,
they do not need to have those areas of their bodies
examined. Elderly men, on the other hand, usually have
no concerns regarding a physical examination and even
accept a rectal exam stoically.

CARE and the Physical Examination
The purpose of the CARE approach is to facilitate the
procedures of a standard physical exam. This step en-
compasses the cultural issues that you may want to
consider when attempting to carry out a culturally sen-
sitive physical exam.

Four critical aspects are especially important when
examining a Latino or a Latina patient.

C = Cover the body
A = Attention
R = Respect
E = Eye contact

Cover the Body

Latinos and Latinas are generally modest. They wel-
come the robes or sheets provided to cover their bod-



Chapter 8 147

ies before and during a physical examination. They
also prefer that you ask them to expose the area of the
body to be examined while they keep the rest of their
bodies covered. There are differences in male and fe-
male attitudes toward exposing the body. Except for
the genital area, men tend to show no concern about
exposing their bodies. Women, however, are, as men-
tioned earlier, very timid about exposing their bodies.
In order to better respond to these sentiments, ask for
permission to examine the body and, after examining
each area, you may suggest that the patient replace
the cover. Should a patient refuse to uncover her body,
you should explain the importance of the exam in
making a successful diagnosis. Should the patient con-
tinue to refuse the exam, you may offer other options
such as deferring the exam for a subsequent appoint-
ment or referring the patient to another provider.

Attention

A Latino patient expects your undivided attention dur-
ing the physical exam. The patient often observes your
facial expressions closely to confirm that you are pay-
ing attention to each step of the exam. Showing a dis-
tracted demeanor or allowing outside interruptions
while performing a physical examination will interfere
with establishing a satisfactory patient-provider rela-
tionship. For example, a Latino patient would consider
your responding to a knock on the door or to a tele-
phone call an extremely disrespectful act unless the
reason for the interruption is an extreme emergency.
On the other hand, Latinos often welcome the pres-
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ence of interns; they do not generally present an in-
convenience because Latinos consider interns as doc-
tors-in-training who are collaborating in improving
their health. Patients often tell their relatives that a
team of doctors participated in their recovery.

Respect

Respect is a central value of Latino culture (see chap-
ter 2 for a discussion), and it is very important that
care be taken to show respect to the patient during a
physical examination. During the inspection, palpa-
tion, percussion, and auscultation of the body, the
Latino or Latina patient will be sensitive to your reac-
tions toward expressed discomfort, pain, and modesty.
Failure to acknowledge the patient’s reactions is per-
ceived as a lack of respect.

Discomfort, pain, and modesty may arise during
the examination of genital areas in both men and
women. In addition to being ill at ease with exposing
the genital area, women often express discomfort at
merely feeling the contact of a provider’s hands. When
pain is present, the examination must be carried out
diligently but should be ended as promptly as possible.
All of these behaviors convey your respect and are
highly appreciated by patients. Moreover, explaining
the reasons for the exam helps ease the tension. Stop
the procedure when the patient reports pain and ex-
plain that the exam, although uncomfortable, is nec-
essary. The patient will often report that he or she is
“in the hands” of a caring provider.
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For women, respect is associated with modesty and
virginity. In particular, those who have not initiated
sexual activity or who come from rural areas are ex-
tremely modest. Virginity is a critical issue for women
of any age who are not sexually active. Acknowledg-
ing these issues is perceived as respectful.

Eye Contact

Establishing eye contact with the patient is essential,
especially when carrying out palpation of areas of the
body. The patient will appreciate eye contact, particu-
larly when the provider is checking for painful points.
It will reassure the patient that you are attentive, fo-
cused on the procedure, and connected with the pa-
tient. During the examination of the genital areas,
however, eye contact should be made briefly if at all
as a sign of respect for the patient’s modesty.

CARE in Practice:
The Physical Examination

The following vignettes describe providers using the
CARE approach to conduct culturally appropriate
physical examinations.

Patient 1: Francisco Cortés

Francisco Cortés is a thirty-five-year-old mechanic who
seeks medical attention at a county hospital. He com-
plains of pain during urination and of a feeling of heavi-
ness in his lower abdomen. Chris Yates, a resident phy-
sician, evaluates the patient in the emergency room.
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Dr. Yates: Hello, Señor Cortés, I’m Dr. Yates,
the resident urologist. I understand
you have a problem urinating.

Mr. Cortés: I do.

Dr. Yates: I need to examine you, Señor
Cortés, if that’s O.K. with you.

Mr. Cortés: O.K. What are you going to do?

Dr. Yates: Well, I need to check your abdomen
and your genital area, and I may
have to perform a rectal exam.

Mr. Cortés: Oh, O.K.

Dr. Yates: Please expose your abdomen. Does
it hurt when I press here? How about
here? (He makes brief eye contact
with his patient.)

Mr. Cortés: Yes, it’s very tender, especially in the
lower part of my belly.

Dr. Yates: O.K. Now let’s take a look at your
genital area. Can you please remove
the sheet? Do you have a burning
sensation when you pass urine? Now,
turn over please. I’m going to perform
a rectal exam. (There is a knock on
Dr. Yates’ office door; he ignores it.)

Mr. Cortés: Is that necessary? I mean, the rectal?
(he says reluctantly)

Dr. Yates: Absolutely. It will be uncomfortable,
but we’ll be done before you realize it.

Mr. Cortés: Well, I guess if you have to, you
have to. But please don’t tell my wife
about it.
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Dr. Yates: No problem, man. I know what you
mean. (Dr. Yates looks away as he
says this.)

Using the CARE Approach

Cover the Body. Dr. Yates is aware of Mr. Cortés’ mod-
esty. Before performing the physical evaluation, he asks
the patient’s permission. He also asks the patient to
uncover private parts. This helps Mr. Cortés feel a little
more in control and dignified.

Attention. Mr. Cortés follows each step of the physi-
cal examination and confirms that Dr. Yates is focused
on doing his job thoroughly. When somebody knocks
on the door, Dr. Yates ignores it and continues the
exam. After this, Mr. Cortés relaxes a bit, thinking that
the doctor is concentrating on examining him.

Respect. Dr. Yates shows respect by addressing the
patient as Señor Cortés. In addition, he displays sensi-
tivity to Mr. Cortés’ machismo by agreeing not to
mention the rectal exam to the patient’s wife.

Eye Contact. While speaking to the patient, Dr. Yates
maintains eye contact. Making eye contact, he per-
forms the abdominal exam and acknowledges Mr.
Cortés’ painful reactions. He leaves the rectal exam
for last and refrains from making eye contact immedi-
ately before and after performing it, to save the patient’s
dignity.

Key Points

➾ Dr. Yates anticipated Mr. Cortés’ bias against hav-
ing a rectal exam. He mentioned it last when he
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described to the patient the steps of the examina-
tion he was going to perform, trying not to make a
big deal about it.

➾ At the end, he addressed the patient as “man” to
reassure him of their mutual manliness, thus respect-
ing Mr. Cortés’ machismo.

Patient 2: Iris González

This second vignette illustrates common modesty is-
sues that arise during the physical examination of a
young woman.

Iris González is a seventeen-year-old high school
student who, with her family, emigrated from El Sal-
vador to the United States ten years ago. Although
she has lived most of her life in the country and is
perfectly bilingual, she has grown up in a protected
environment with her parents. She seeks medical at-
tention because of irregularities with her period. Her
mother accompanies her to the doctor’s office. She
meets her primary care physician, Dr. José Ramos, for
the first time.

Dr. Ramos: Hello, Miss González, I’m Dr.
Ramos. Hello, Señora
Gonzalez. (He greets the
patient and her mother and
shakes hands with both.)

Miss González: Hi, Dr. Ramos. Nice to meet
you. I’m glad you’re a Latino
(she says in a friendly tone).

Dr. Ramos: Well, I hate to disappoint you,
but I was born and raised in
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Texas and I speak very little
Spanish. When I was little, my
parents moved to the Midwest.
All my friends there were Anglo,
so I lost my Spanish, much to
my mother’s disappointment.

Mrs. González: Oh, that’s too bad!

Dr. Ramos: I know. But I do love Mexican
food. Tell me, what brings you
here today? (he asks, making
eye contact with his patient)

Miss González: I’ve been having irregularities
with my period.

Mrs. González: My daughter is a virgin.

Dr. Ramos: I see. And when was the last
time you had your period? (He
continues addressing his pa-
tient.)

Mrs. González: She’s never had a real physical
examination, you know what I
mean? Well, maybe she should
tell you herself.

Dr. Ramos: You are right about that, Señora
González. Would you like to
wait outside while I talk with
your daughter?

Mrs. González: Well, I would prefer to stay here
if you don’t mind. She’s a
señorita, you know?

Miss González: Mama, just go outside and wait
for me. It’s fine. (Her mother
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reluctantly leaves the doctor’s
office. The daughter turns to
the physician and explains) I
had my period two months ago.

Dr. Ramos: Anything different about that
period?

Miss González: No, well, maybe a lot of
cramps, but it wasn’t so bad.

Dr. Ramos: Do you have any idea why
you’ve missed two periods? (He
asks the question and makes eye
contact with his patient.)

Miss González: Not really. (She is visibly un-
comfortable with the conversa-
tion.)

Dr. Ramos: Do you have a boyfriend?

Miss González: If you are trying to find out
whether I’m having sex, I can
answer that. I’m not. I’m a
virgin. I’ve never had a thor-
ough physical and I’m terrified.

Dr. Ramos: I understand, that’s normal. I’m
going to examine you but first
let me show you a picture of the
female reproductive system so I
can explain the pelvic exam to
you. (He takes out a book and
explains the examination that
he is about to perform.)

Miss González: Will it hurt, considering that I
have not had sex yet?
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Dr. Ramos: It will be uncomfortable, but it
should not hurt. If it does, I
want you to let me know. Let
me get my assistant, Heidi, in
here so she can help. (He calls
her on the intercom, and Heidi
helps Miss González get ready
for the exam.)

Miss González: I’m so embarrassed. This is the
first time I go through this kind
of exam (She says this as Dr.
Ramos, assisted by Heidi,
commences the evaluation.)

Dr. Ramos: Please tell me if it hurts (he
says, while making eye contact
with his patient and making
sure that her legs are covered).

Miss González: It hurts a bit but it’s not so bad.
What’s bad is this position; I’m
really embarrassed.

Dr. Ramos: I know what you mean. We’re
almost done. Everything ap-
pears normal. Let’s take a Pap
smear now. (A few minutes
pass.) O.K., Miss González, the
exam is over! Please get dressed
and come to my office next
door so we can talk, O.K.?

Using the CARE Approach

Cover the Body. Dr. Ramos understands that Miss
González is making an effort to behave in a mature
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way and to cooperate with the exam. He tries to be
reassuring, and he also uses a picture and explains the
exam prior to carrying it out. While examining Miss
González, he makes sure the covers stay over her legs
at all times while exposing the genital area for access.

Attention. Dr. Ramos focuses on the exam and ex-
plains each step so that he can convey to Miss
González that he is concentrating on the examination.

Respect. At all times, Dr. Ramos addresses his pa-
tient as “Miss González” as a sign of respect and also
asks her to let him know if she feels pain. Miss
González perceives that the physician respects her feel-
ings and cares about her well-being.

Eye Contact. While performing the most difficult
parts of the examination, Dr. Ramos makes eye con-
tact with his patient in a reassuring way.

Key Points

➾ Dr. Ramos realizes that Señora González has an
overprotective attitude and may interfere with the
examination. Thus, he courteously asks her if she
would like to wait outside. Despite her modesty,
Miss González understands the mainstream culture
and encourages her mother to leave the office.

➾ Dr. Ramos is aware of Miss González’ modesty; yet
he overcomes those feelings by explaining the steps
of the exam prior to performing it and by showing
her a diagram and having a reassuring and respect-
ful attitude.
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The Culturally Competent Mental
Health Evaluation

A provider who refers a Latino patient to a mental
health professional is often sending a message that the
family may perceive as catastrophic. The need for a
mental health professional may suggest problems of a
serious nature. In fact, complying with numerous ap-
pointments may disrupt family dynamics and alter job
commitments of family members. In addition, while
some Latinos—Puerto Ricans in particular—may link
mental illnesses to supernatural causes, others may fear
the social stigma that may befall the family. The exis-
tence of mental disorders in a family has been known
to cause its members to alienate the afflicted person
from their social support network. Therefore, it is of-
ten useful to begin by suggesting the need for an evalu-
ation “to determine if, in fact, treatment is needed” and
by reassuring the family that “things will be dealt with
step-by-step.” This explanation helps relieve some of
the tension in the family.

Evaluating Mental Health

As with the physical examination, the mental health
evaluation of a Latino patient should be carried out
while keeping the issues of age and gender in mind.
Here, though, I also add generation.

Age. In the collectivist Latino culture, adults, usu-
ally women, are responsible for caring for the young
and the elderly members of the family, as I’ve discussed
earlier. Therefore, children and the elderly rely heavily
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on the adult woman in the family. For this reason it is
not uncommon to find young children and grandpar-
ents who appear to be disoriented with respect to time
and space.

When contrasted with mainstream American moth-
ers, who encourage independence in their children,
immigrant Latino mothers may seem overprotective
of their children. They take their children to school
and pick them up after class. Younger children may
not be able to state their address or have adequate time
or space orientation because they are so dependent on
their mothers. Older children may also appear to be
more passive and reactive than mainstream children
because, out of respect, they may rely on their parents
to make decisions related to school and friends. Some
parents may encourage preteens not to have friends
out of fear of drugs in school. Such parents generally
emphasize and reward obedience in their children.
Thus, children who may appear to have less devel-
oped social skills as compared with their peers may in
fact have highly active social lives with brothers, sis-
ters, and cousins at home.

Elderly members of the family generally give up
their responsibilities and independence and expect
their adult children to provide for every aspect of their
care. Therefore, they may lose much of their time and
space orientation. Nonetheless, there are ways of sepa-
rating clinical from cultural issues. For example, while
some elderly Latinos may not know what day of the
month or what year it is, they may clearly recall that
the lottery plays on Wednesdays and Saturdays. Simi-
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larly, an inability to state an address correctly should
not be taken as lack of memory; it is simply a fact that
elderly Latinos don’t need to know certain things as
long as their children are in charge, and the informa-
tion is even less important to them if they are mono-
lingual.

Gender. As discussed extensively, Latino women and
men are influenced by marianismo and machismo, and
these roles in turn shape their social behavior. For ex-
ample, a Latino wife is expected to be submissive to
her husband in varying degrees, depending on her level
of education. Men are supposed to be strong-willed
and to have a high degree of self-assurance because
they are the providers for the family. Not being able
to fulfill these expected gender roles may trigger emo-
tional distress among Latino couples. In other words,
in the view of many Latinos, a woman who is not ca-
pable of cooking, cleaning the house, and looking af-
ter her children on a day-to-day basis because of a
mental condition is not fulfilling her role as the man-
ager of her household, a function attributed to her
through marianismo. Likewise, a man who is unem-
ployed and therefore unable to provide for his family
lacks machismo because he is not fulfilling his duty.

Generation. Latinos give a great deal of respect to
the elderly. At times even second-generation Latinos
hesitate to provide information that they feel may dam-
age the special place held by elderly members. In con-
trast, third-generation Latinos are often critical of their
parents’ habits and practices. For example, a second-
generation individual may easily remember having
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been given chamomile tea to alleviate an upset stom-
ach during childhood. Thus, if an elderly parent still
uses the remedy, the son or daughter can relate to its
use. On the other hand, a third-generation mainstream
grandchild may not have a clue about the supposed
healing properties of chamomile and may regard it as
a useless old wives’ tale when describing the grandpar-
ents’ home remedies to the provider.

CARE and the Mental Health
Evaluation

Cover the Family

Given the social stigma that Latinos may attach to
mental illness, it is important to cover the family’s pride.
The family will often say that they are bringing their
family member because the person is “suffering from
nerves.” Patients appreciate a provider who initially
listens and refrains from aggressively requesting fam-
ily information. Latinos are often reluctant to reveal
to strangers sensitive information pertaining to family
dynamics or personal issues of family members. In fact
disclosing private information may be considered an
act of disloyalty. Therefore, the most effective use of
the first appointment is to establish adequate rapport
with the patient and family members. You may do this
by revealing a few items about yourself. For example,
you may say, “I’ve been to Mexico City but I’ve never
visited Guadalajara” or “I also have a teenage son.” The
statement may offer the opportunity to start a conver-
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sation. Other neutral subjects that may help establish
a connection with the patient as well as with the
patient’s accompanying relatives include food, sports
events, and music.

Attention

It is critical to pay equal attention to all family mem-
bers that come to the initial interview because some
will be present only at this interview. You can, through
skillful questions to family members, identify key ele-
ments of family dynamics that may not be present later.
For example, conflicts among family members may
surface, or parents may display indifference or emo-
tional outbursts while the patient adopts a passive or
aggressive attitude. Once the family members have
shown their concern and have assessed and approved
of you, they will divert attention toward the patient.

In subsequent interviews, you will have the oppor-
tunity to focus attention on and bond with the pa-
tient. Using a relatively unstructured approach, inter-
jecting indirect questions, and waiting for the patient
to open up will be effective techniques. Very often pa-
tients may make reference to apparently unrelated
health problems to initiate the disclosure of their emo-
tional problems. For example, a patient may complain
of intense headaches that lead to crying. Acknowledg-
ing the patient’s emotional state often helps. For ex-
ample, you may comment, “Do you think that some-
thing is making you unhappy?” This in turn may trig-
ger an outburst on the patient’s part.
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Respect

Respect toward religious beliefs and health practices
is critical. The patient may have consulted a priest or a
folk healer before seeking help from a mental health
professional. Some Latinos may believe that their “suf-
fering from nerves” is a consequence of God’s punish-
ment for bad deeds; they may be suffering from a great
deal of guilt. The best way to show respect is to avoid
statements that may suggest criticism or judgment.
Instead, encouraging the patient to continue talking
will create a respectful atmosphere.

It is wise to always address a patient by his or her
last name preceded by a title, as discussed elsewhere.
The patient and family will perceive that you respect
them. In addition you should create power distance
(see chapter 2), which in turn will establish the patient’s
respect for you. This professional attitude will later
encourage greater compliance with a treatment plan.
Too much familiarity, on the other hand, may lead fam-
ily members to perceive you as unprofessional; it may
even lead the patient to think you are disrespectful.

Eye Contact

Most patients welcome eye contact because it helps
develop closeness to the provider on a personal basis.
Eye contact also conveys interest and attention. There
is one exception, though. If the patient is struggling
to express emotions or is on the verge of disclosing
critical information, avoiding eye contact temporarily
may help release tension and encourage the patient to
talk. It is best to remember, though, that Latinos are a
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very emotional people, and they appreciate personal
attention.

CARE in Practice: The Mental Health
Evaluation

The following vignette describes a provider using the
CARE approach to conduct a culturally appropriate
mental health evaluation.

Patient 3: Aida Real

Mrs. Aida Real, who is seventy years old and of Cuban
origin, was found walking alone in a mall. Mrs. Real
could not remember where she lived. Paramedics
brought her to the emergency room in the early after-
noon. Mrs. Tran-Vu, the mental health nurse, was called
to evaluate the patient.
Mrs. Tran-Vu: Hello, can you tell me your full

name please? (Mrs. Tran-Vu smiles
as she shakes the patient’s hand.)

Mrs. Real: Aida Real.

Mrs. Tran-Vu: Do you remember what happened
to you this morning, Señora Real?
(Mrs. Tran-Vu asks, making eye
contact.)

Mrs. Real: Yes, I do. But I don’t want to talk
about it. (As she says this, she is
looking away.)

Mrs. Tran-Vu: Was there something that hap-
pened this morning?
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Mrs. Real: Of course, otherwise I wouldn’t be
here! (She says this in an irritated
manner.)

Mrs. Tran-Vu: Would you like for me to call your
relatives? (She touches the
patient’s hand as she says this.)

Mrs. Real: No, thank you. God is going to
punish my daughter for being so
careless. I don’t remember the
phone number anyway. But I
appreciate your kindness.

Mrs. Tran-Vu: Do you remember what day of the
week it is?

Mrs. Real: Not really, I don’t keep track of
that anymore. Well, maybe it’s
Tuesday, but I’m not sure. Did the
lottery play yesterday?

Mrs. Tran-Vu: No, I don’t think so. Would you
mind giving me your address?
(Mrs. Tran-Vu establishes eye
contact as she says this.)

Mrs. Real: No, dear, I wouldn’t mind. But I
don’t really know it. I think my
daughter lives near Hialeah. I’m
not sure. My daughter is so care-
less; she shouldn’t have lost me.

Mrs. Tran-Vu: I’m going to let you rest for a
while if that’s O.K. with you.
Señora Real, how about lunch?
Are you interested?
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Mrs. Real: Oh, yes, I’d love some lunch. I
haven’t had anything else to eat
since this morning’s breakfast!
(She smiles.)

Thirty minutes later, Carmen Real, Mrs. Real’s daugh-
ter, shows up in the emergency department, anxiously
looking for her mother. She explains that she had lost
her in the mall that morning. She adds that her mother
relies on her for her daily activities and does not know
or need to know what number to call or how to get
back home, thus confirming that her mother was not
disoriented.

Using the CARE Approach

Cover the Family. Mrs. Tran-Vu realizes that there may
be some family issues involved because the patient is
upset with her daughter. Yet, she refrains from encour-
aging the patient to talk about it. This allows the
family’s pride to remain intact.

Attention. Mrs. Tran-Vu gives her undivided atten-
tion to Mrs. Real. Although at first Mrs. Real resists
saying much, Mrs. Tran-Vu’s persistent attention and
warmth finally win Mrs. Real over.

Respect. Mrs. Tran-vu calls the patient “Señora Real”
to show respect. She also records but does not make
any judgmental comment regarding Mrs. Real’s fear of
God.

Eye Contact. While making eye contact, Mrs. Tran-
Vu asks questions and encourages the patient to es-
tablish a personal connection. Consequently, the pa-
tient feels reassured.



166 The Latino Patient

Key Points

➾ Nurse Tran-Vu carries out an initial evaluation of
the mental health status of the patient and suspects
that there may be cultural issues involved in Mrs.
Real’s apparent disorientation with respect to time
and space. From the conversation, Mrs. Real ap-
pears to be strongly dependent on her daughter.
Therefore, Mrs. Tran-Vu decides to be supportive
and to offer Mrs. Real lunch.

➾ Although the patient appeared to have a negative
attitude, she was, in fact, tired and hungry. Upset
and humiliated about finding herself in that situa-
tion, she was expecting her daughter to arrive at
the hospital at any moment.

Patient 4: Manuel Pérez

This second vignette also highlights strategies to carry
out a culturally appropriate mental health evaluation
using the CARE approach.

Manuel Pérez is a fifty-five-year-old plumber who
emigrated with his wife and two sons from Honduras
ten years ago. His wife, a librarian, accompanies him
to see Dr. Brown, a clinical psychologist, for the first
time.
Dr. Brown: Hello, Señor Pérez, Señora Pérez,

I’m Dr. Brown. (He shakes hands and
makes eye contact with the patient
and his wife.)

Mr. Pérez: I don’t really know if I am going to
continue seeing you. I was given a
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referral last week after my wife had
to take me to the emergency depart-
ment (Mr. Pérez says hesitantly).

Mrs. Pérez: I had to drive him to the emergency
department; he was too nervous to
drive.

Dr. Brown: It seems that the clinician who saw
you last week suspects that you are
going through some difficult times
and may need some help. Have you
been taking the medication that he
prescribed for you?

Mr. Pérez: No, I decided not to take it. I’m
trying to get out of this situation by
relaxing. The problem is that bills
keep coming in. But I have always
been a very responsible father and
husband. It’s just that with the eco-
nomic recession, I’ve had less work,
and it really stresses me out. (Dr.
Brown notices that Mr. Pérez is on
the verge of tears. Mrs. Pérez jumps
in.)

Mrs. Pérez: I can attest to that. Manuel has never
failed us, never! It’s only that this
economy is affecting his nerves! He
lost his business two months ago;
now he’s working by himself. I don’t
understand why God is putting us
through this test. (Mr. Pérez starts
sobbing.)
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Dr. Brown: I know what you mean. The
economy is hitting us all. I even had
to sell my house for a price much
lower than I had expected.

Mr. Pérez: My parents are coming to visit from
Honduras at the end of the month. I
don’t want to tell them how bad it is,
but my nerves are killing me.

Mrs. Pérez: We don’t have to tell anyone,
Manuel. Don’t worry. You just have
to get treatment for your nerves. At
least I still have my job in the library.

Mr. Pérez: But I’ve always been the provider of
the family!

Dr. Brown: (Turning to Mr. Pérez, he says,)
We’re here to help. I know these are
tough times, Señor Pérez. You’re
fortunate to have a wife who sup-
ports you all the way. (Turning to
Mrs. Pérez he says), We’re going to
do our best to help you and your
family. (He makes deliberate eye
contact with Mr. Pérez.)

Using the CARE Approach

Cover the Family. Dr. Brown appreciates the fact that Mr.
and Mrs. Pérez have opted to disclose to him their
financial tribulations in spite of the fact that most
Latinos do not often do so. To reciprocate their trust,
he shares with them his own difficulty selling his house.

Attention. At all times, Dr. Brown addresses his re-
marks to both Mr. and Mrs. Pérez and makes eye con-
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tact with both as the conversation progresses, espe-
cially when Mr. Pérez is upset.

Respect. Dr. Brown shows respect toward Mr. Pérez’
hurt machismo and toward Mrs. Pérez’ fear of God’s
punishment. He addresses both to show respect for
their family. At all times, he addresses them respect-
fully with appropriate titles, “Señor” and “Señora.”

Eye Contact. Dr. Brown uses eye contact to convey
respect, empathy, attention, and a caring attitude to-
ward the Pérezes.

Key Points

➾ The Pérezes had been used to a good life until the
beginning of the recession. The loss of his busi-
ness and the impact of this on his role as the pro-
vider of the family have sent Mr. Pérez into a spin.
Dr. Brown understands that Latino values such as
familism, self-worth, machismo, and marianismo are
exerting great pressure on Mr. Pérez. Thus, Dr.
Brown shows respect toward the couple’s Latino
values, while at the same time being supportive.

➾ Dr. Brown uses the CARE approach to establish
rapport with Mr. Pérez and his wife. In subsequent
interviews he will address Mr. Pérez’ particular
needs.
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Chapter 9

TREAT: Providing
Culturally Compe-
tent Treatment

In developing a treatment plan, the level of communi-
cation established between the practitioner and the
patient will strongly influence the patient’s willingness
to comply with the provider’s therapeutic plan. The
family’s perception of the provider as a sensitive pro-
fessional enhances its level of cooperation in helping
the patient comply with the suggested treatment plan.
The first part of this chapter describes the Latino
patient’s attitude toward medical as well as health-as-
sociated fears. The focus of the second part of the chap-
ter is the TREAT approach, a tool that helps provide
culturally competent treatment to Latinos.
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Anticipating Patient Reactions
to Further Tests

The Latino patient expects the clinician to be able to
find the cause of his or her illness and to recommend
effective treatment to resolve the problem. The hopes
of a patient who seeks help from a health care pro-
vider are often high, and in many cases, seeking health
care services takes place only after other alternatives
have failed. The patient’s anxiety and disappointment
may increase if, instead of writing a prescription, which
is what the patient wants, you request that the patient
first undergo tests in order to support the diagnosis.
Latino patients meet requests for laboratory or radio-
graphic tests, psychological evaluations, or other di-
agnostic exams with different reactions.

Laboratory exams are often welcome. Many pa-
tients believe that a good provider is careful to make
sure that the patient’s blood is healthy. Patients some-
times even suggest that a blood test may be needed,
reporting that their blood is “thin” (presumed anemia),
“thick” (associated with having high cholesterol and
high blood pressure), or “hot” (when there is a suspi-
cion of allergies or infections). These health beliefs
reflect the hot and cold theory of disease discussed in
the first part of this book. From the patient’s perspec-
tive, urine and stool exams complete the picture that
you will need in order to determine how the internal
organs are working. Although some elderly patients
may express concern about being able to obtain a stool
sample promptly due to constipation problems, most
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patients welcome having their blood, urine, and stools
checked.

A request for X rays may suggest to the patient the
existence of a more complicated health problem. Still,
the patient will probably appreciate your thorough-
ness. The need for other, more complex radiographic
exams, however, may provoke much fearful specula-
tion by the patient and family. For example, an exami-
nation of the colon, which requires previous prepara-
tion (such as fasting and taking laxatives to clean the
intestines prior to the exam), creates anxiety. Gener-
ally, the apprehension escalates because the Latino
patient interprets the degree of complexity of the exam
as an indication of the seriousness of the condition.
Therefore, it is of the utmost importance that you ex-
plain the reasons for requesting more than the usual
number of tests and go over the possible implications
of the results with the patient to avoid uneasy specula-
tion by the family. Often, the patient and several fam-
ily members will be present and will subsequently con-
vey the information to the rest of the family.

The need for a psychological evaluation generally
points toward considerable difficulties ahead and can
make Latino patients and their families quite anxious.
The patient’s family members often presume that if
psychological or emotional problems are confirmed,
the therapy may require a commitment to an undeter-
mined number of appointments. The patient may re-
quire special attention that relatives are unable to pro-
vide. In addition, complying with appointments with
therapists can cause anxiety about job commitments
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because of the time the adult patient must dedicate to
therapy, thus missing work. Worst of all, having a fam-
ily member undergo treatment for psychological prob-
lems can stigmatize some families because of the Latino
belief that mental illnesses may reflect problematic
family dynamics. No family wants to be labeled as
dysfunctional at the community level, especially in the
tightly knit Latino community, where word gets around
very fast.

Three Considerations Prior to
Suggesting a Therapeutic Plan

You may want to explore three issues before prescrib-
ing medication or suggesting psychotherapy.

Self-Medication. It is common practice for Latinos to
self-medicate. They often save unused medication for
future use for symptoms that appear to be similar to
those of previous conditions. Relatives, friends, and
neighbors may also offer to share their leftover medi-
cation, and some readily accept it in hopes of getting
better without going through the ordeal of seeking
medical attention. Other patients may have access to
ethnic community stores where they can buy prescrip-
tion medication without presenting a provider’s pre-
scription.

When asking about self-medication, however,
frame the question carefully and avoid projecting a
judgmental attitude. For example, you may ask the
patient whether any other medications or treatments
of any kind have been used to help alleviate the prob-
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lem prior to the consultation. A patient’s positive re-
ply suggests the need to ask the second question.

Folk Healers. Some patients do not report whether
they are taking folk medicine as treatment unless you
specifically request the information. The best way to
ask is to inquire if the patient has seen another doctor
in the community. Some patients may give responses
such as “Well, I went to see Mr. Ramos last week. He is
not a doctor like you, but he’s very successful in treat-
ing all kinds of problems.” Other patients may be wary
of disclosing folk practices because of loyalty toward
the healer. Healers are very private in their practices,
so if a Latino patient is consulting a folk healer, chances
are the two may have a long and trusting relationship.
After deciding that the provider is trustworthy, patients
often share information regarding consultation with
their folk healer in subsequent visits to the provider.

A reasonable approach is to inquire about the type
of treatment that a folk healer such as Mr. Ramos pre-
scribed in order to determine whether the healer is a
curandero(a), a sobador(a), an espiritista, or an herb-
alist (see pages 62–63). Also determine, if possible,
whether the treatment prescribed by the folk healer is
harmless to the patient. Unless it is necessary, try to
avoid making statements that may be interpreted as
critical of or contrary to the folk healer’s prescription.
If you believe that the patient may be taking a poten-
tially harmful folk medication, one that may be con-
traindicated or that may interact negatively with pre-
scribed drugs, inform the patient as well as the rela-
tives and offer proper explanations in terms they can
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clearly understand. Having identified these elements,
you may ask the third question.

Drug Presentation Preference. Prescribing a drug in a pre-
sentation that the Latino patient prefers will signifi-
cantly increase compliance with the treatment. There-
fore, be sure to ask your patients for their preference.
While many will take medication in any presentation,
some prefer to take tablets and others favor liquids.
Latino patients commonly categorize themselves as
“bad tablet takers,” “bad syrup takers,” “good capsule
takers,” or “good liquid takers.” In some cases, if the
presentation of the drug is not to the person’s liking,
he or she may not even take it.

Finally, in some cases treatment may not be as
simple as writing a prescription or suggesting psycho-
therapy. You may need to indicate the need for other
diagnostic procedures or suggest surgery. The nego-
tiation for consent in such cases is often carried out
primarily with the Latino patient’s family and to a lesser
extent with the patient. Therefore, the role of the ac-
companying relative is monumental, as it involves re-
porting the outcome of the consultation to other fam-
ily members, some of whom may even reside in Latin
American countries. This family procedure is discussed
in the next section.

Negotiating Consent for Diagnostic
and Surgical Procedures

As I’ve just said, giving consent for a diagnostic or sur-
gical procedure is a family affair for most Latinos. Be-
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fore making a final decision, adults often insist on hold-
ing family meetings to seek the advice and opinions of
other adult family members, usually brothers, sisters,
and even comadres (“co-mothers,” closest female friends)
and compadres (male equivalent of comadres). Relatives
will appreciate your patience and understanding, es-
pecially when the age of the patient is a critical factor
in the decision-making process. Adult family members
are generally responsible for giving consent to carry
out a procedure for a spouse, a child, or an elderly
person.

Spouses are protective of their sick partner, and
many handle decision-making matters well. They may
ask focused questions if they are second or third gen-
eration. If they are immigrants, they may seek the ad-
vice of relatives or ask a relative to accompany them
to help with translation.

Like most parents, Latinos appreciate detailed ex-
planations and are often eager to understand what a
procedure involves in terms of its purpose and its risks;
yet, because they are so upset and anxious, they may
fail to ask focused questions. Their emotional burdens
tend to affect their objectivity. In view of this, they
may ask brothers, sisters, and cousins to go to the ap-
pointment with them and to help with the necessary
decisions.

Adult children are traditionally responsible for eld-
erly adults, who tend to voluntarily abdicate responsi-
bility for their own health care and well-being. An el-
derly Latino or Latina very rarely makes major deci-
sions regarding health issues. If consent is requested
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for a diagnostic or surgical procedure, elderly Latinos
will often tell you that the decision is in the hands of
their family. Often, brothers and sisters, children, and
even grandchildren convene at an urgent family meet-
ing to discuss the issue, and adults take a vote. If one
relative lives out of town or in another country, the
meeting (and therefore the procedure) may be post-
poned for a later date to await the arrival of that per-
son. In other cases, the member who is unable to at-
tend the meeting may delegate the vote to another
family member.

After carrying out the diagnostic or surgical pro-
cedure, you may want to speak to the head of the fam-
ily or the closest relative available before you talk with
the patient to determine the best way to inform him
or her of the outcome. Most patients will appreciate
receiving the news if you are accompanied by a family
member. In other cases, adult relatives may request that
the diagnosis not be disclosed to an elderly patient.

Three Health-Associated Latino Fears
Achieving compliance with treatment and obtaining
consent for diagnostic procedures are closely related
to the patient’s fear of disease, social stigma, and ulti-
mately death. This section presents Latinos’ fears as-
sociated with health-seeking behaviors.

Fear of Disease

Many Latinos fear illness not only because it affects
the family emotionally but also because it has the po-
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tential to deplete the family’s sometimes meager funds.
Because gender roles are clearly defined in the Latino
family, the loss of the male provider signifies an al-
most irreparable financial tragedy. For others, fear of
disease may, as I’ve discussed before, be culturally
based; it may be considered a form of punishment from
God for bad deeds. In such cases being ill is overwhelm-
ing because it is associated with guilt feelings. When
explaining the possible causes of an illness to a Latino
patient, the provider may want to focus on the physio-
pathological basis of the disease while emphasizing
that in most cases, with proper treatment, the situa-
tion may be reversed or improved. Informing a patient
and his or her family that the diagnosis is diabetes is a
good example. If you explain the causes of the disease
while strongly emphasizing the factors that may help
the patient lead a normal life, the patient will be more
likely to follow the treatment plan. In addition, en-
couraging the family to ask questions always contrib-
utes to increasing their knowledge about the disease
and its treatment—and hopefully helps diminish their
fears.

Fear of Social Stigma

Although the social family network is often a resource,
that same support network may sometimes exert a stig-
matizing judgmental attitude. For this reason some
families will make an enormous effort to keep secret
illnesses that may be considered detrimental to their
social standing. For instance, a patient may try to keep
a sexually transmitted disease secret, and some fami-
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lies will refrain from disclosing that one of their mem-
bers has tuberculosis, an infectious disease commonly
associated with poverty. Such secrecy may affect the
physical or psychological health of others. In the first
case, the patient may refuse to locate and inform sexual
contacts. In the second case, the family may suffer in
silence and make up false stories about the relative’s
diagnosis.

If the information regarding a patient’s illness is
transmitted throughout the social or family network,
the patient may become the center of negative discus-
sion among such groups, resulting in social stigma for
the patient and even the extended family. While
chronic diseases are seen with benevolent eyes, some
infectious illnesses may trigger moral judgment. In-
fectious diseases of the respiratory tract in children
may be associated with the parents’ lack of responsi-
bility for their children. Infectious diseases such as tu-
berculosis may generate rejection that stems from the
fear of being infected. Friends, neighbors, and even
relatives may abstain from visiting or being physically
close to such a patient, even if the patient is undergo-
ing treatment and is no longer a threat to others. Sexu-
ally transmitted diseases can be associated with a moral
judgment of the person’s sexual behavior.

For all these reasons, when discussing such diseases,
special care must be taken to protect the patient’s pri-
vacy. Asking a relative to leave the office may some-
times be the best approach. In that case, you will be
the one to request that the relative leave, because the
patient will often refrain from creating friction with a
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family member. Although your suggestion may not be
in tune with Latino collectivism in this case, it is your
prerogative to protect the patient’s privacy. Family
members will accept your request without question-
ing it out of respect for your authority.

Fear of Death

On one hand Latinos fear death because it implies the
loss of a loved one. On the other hand, Catholic
Latinos see death as a transition to the afterlife. Either
way, death is an unknown zone into which a beloved
relative enters, and the unknown creates fear and ap-
prehension for the patient as well as the patient’s fam-
ily. Relatives hope to bravely face the passing away of
a relative and to responsibly manage the social and
religious duties that their cultural traditions impose on
them.

When a patient’s condition becomes terminal, rela-
tives have great appreciation for providers who clearly
communicate the prognosis to them. This allows Catho-
lic families time to make plans and to manage the situa-
tion adequately from a religious perspective. The most
critical step for the family is contacting a priest to per-
form the last rights. This closure is extremely critical to
Catholic Latinos. When it is not carried out, relatives
are often left feeling remorseful about their deceased
relative and resentful toward the provider. When the
rite is carried out, relatives feel they have done their
duty and feel closer to the provider.

Finally, the family appreciates the respectful treat-
ment of the corpse. Such treatment includes closing
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the eyelids, covering the body, and maintaining a som-
ber attitude while the deceased is still in the ward. This
point is illustrated by Latinos’ reaction in the after-
math of the 1988 earthquake in Mexico City. Thou-
sands of relatives angrily resented the insensitive han-
dling of corpses by health authorities and strongly
opposed mass graves to dispose of the dead because of
the need to celebrate mass and give Christian burial to
their deceased family members (Pan American Health
Organization 1998).

TREAT: Developing a Culturally
Competent Treatment Plan

The TREAT approach helps a provider find the most
culturally appropriate manner to establish effective
communication with and project sensitivity toward
Latinos. The TREAT acronym stands for

T = Touch
R = Respect
E = Empathy
A = Attention
T = Trust

Touch

Touch is a critical element in treating a Latino patient.
Placing a hand on the patient’s hand while explaining
the treatment plan can help the provider communi-
cate more effectively and encourages the patient’s com-
pliance with treatment. Showing and handing a sample of
the prescribed medication to the patient can also establish a
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symbolic link; you are handing the treatment to the
patient and because the patient respects your author-
ity, he or she will be more likely to take the medica-
tion.

Respect

Respect is a two-way issue and must be shown by both
provider and patient for a treatment plan to succeed.
On one hand, you need to show respect to the pa-
tient; when your actions convey respect for the patient’s
cultural health practices, you will often succeed in com-
municating effectively with the patient and with the
patient’s family. As I have discussed before, respect for
such practices can be demonstrated by refraining from
criticizing, being judgmental about, or questioning a
treatment suggested by a folk healer. As long as a treat-
ment plan does not conflict with cultural beliefs, most
patients will go to great efforts to carry out the plan
you suggest. A patient will welcome your suggestion
to try a prescribed medication in conjunction with the
topical treatment that has been recommended by a folk
healer to treat arthritis. At least during the initial visit,
it is always best to avoid ruling out the use of herbal
remedies that a patient may have been using. If neces-
sary, you can suggest during subsequent visits that the
patient stop taking such remedies. In other cases there
may be important family implications; some patients
use herbal home remedies that may have been recom-
mended by a family member. A grandmother whose
herbal medical knowledge is highly respected may have
recommended the use of tea infusions. Asking the pa-



184 The Latino Patient

tient to discontinue their use may create a conflict
between either the patient and the relative or you and
the patient. Thus, it is best to avoid interfering with
family matters if the home remedy does not appear to
interfere with the treatment or is innocuous. Another
key element of showing respect toward a patient is
the use of appropriate titles to address the patient. In-
formally addressing patients by their first names is of-
ten not welcome, especially by immigrants.

On the other hand, the patient’s respect for the
provider is equally important if a treatment plan is to
succeed. Most patients have a respectful attitude to-
ward providers because they assume that clinical
knowledge gives them the power to cure. When Latino
patients seek care, they hope for full recovery and of-
ten comment that they “will place themselves in their
doctor’s hands”; and families say they “have faith in
the provider.” Other patients have a different kind of
respect toward the clinician. They often comment they
have faith in the provider because “God is guiding the
doctor’s hands and mind.” The family’s respect is often
earned after one family member’s successful recovery.
Subsequently, the rest of the family will attest to the
clinician’s scientific knowledge and will often recom-
mend the practitioner to relatives and friends. Thus, it
is not unlikely for a provider to be chosen by all the
members of the same family.

You may want to ask relatives if an elderly patient
is to be informed of the diagnosis and treatment plan
before discussing it with the patient. In some cases, as
I’ve said elsewhere, family members withhold this in-
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formation from elderly patients. Failure to reveal the
actual health condition to such a patient should not
be judged as inappropriate, because it is part of Latinos’
paternalistic attitude toward their elderly. They intend
to spare the elderly family member suffering if the
condition is progressive or if there are slim chances of
recovery with treatment.

Empathy

Compassion and understanding are critical elements
in negotiating a treatment plan with the patient and
the patient’s family. Patients tend to be very sensitive
to your tone of voice and facial expression. At times, a
warm smile will add a great deal of empathy to the
interaction. A smile may convey your down-to-earth
attitude and will help ameliorate the power differen-
tial between patient and provider. Family members are
usually protective of their sick, a fact that helps ensure
compliance with prescribed treatments. For this rea-
son, being culturally aware, showing support, and
maintaining a reassuring attitude will help you estab-
lish a relationship with the patient and the patient’s
family that is conducive to compliance (Delgado 1998).

Attention

Your full attention is essential when you are recom-
mending psychotherapy or prescribing medication. In
both cases your attentiveness will encourage compli-
ance. If you can reiterate an interest in the patient’s
well-being and combine such a statement with eye
contact, you will inspire compliance. Eye contact with
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the patient is important even if the patient has limited
English proficiency and you are working with an in-
terpreter. Address all of your remarks to the patient,
not the interpreter. Many Latino patients evaluate a
provider on the basis of the degree of attention they
perceive from the clinician. Unsatisfied Latino patients’
common complaint is, “The doctor didn’t even pay at-
tention to me.”

When recommending psychotherapy, attention to
the accompanying family members is also essential
because they can be your allies. In many cases, the
family’s participation is needed in the period follow-
ing a patient’s hospital discharge. When relatives per-
ceive that you care about the patient and respect the
family’s health beliefs, they will often return to seek
your help and support in caring for the patient and for
other family members.

Latinos expect to walk out of your office with a
prescription in their hand; they interpret this prescrip-
tion as a symbol of your attention to their well-being.
In fact, the prescription is high on the list of criteria
that Latinos use to informally evaluate a provider; it is
perceived as a reflection of the extent to which the
provider understands the patient’s needs. When there
is no need to prescribe a medication, suggesting that
patients take vitamins is always received with enthusi-
asm because they interpret the recommendation as
proof of your direct and personal interest in keeping
them healthy. Latinos believe that working long hours
takes a toll on the body and requires vitamins to “re-
constitute” it. In fact, they call vitamins and similar
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over-the-counter products reconstituyentes. They believe
that vitamins will help them regain stamina.

Trust

Most Latino patients are looking for a provider who
will be trustworthy and interested in improving their
health status. The two best ways to gain their trust are
to avoid being judgmental toward their beliefs and
practices and to relate to them on a personal level. On
using herbal remedies, you may comment, “I take herbal
teas myself sometimes.” Also demonstrate personalismo
by relating to the Latino patient and family on a per-
sonal basis. One way of making this personal connec-
tion is to ask them to share family recipes and experi-
ences pertaining to recent visits to their countries of
origin. Making a comment such as “I was in…two years
ago and would like to go back next year” may help
display personalismo.

TREAT in Practice
The TREAT approach is a useful tool to assist the cli-
nician in gaining the Latino patient’s respect and trust
through touch, empathy, and attention. TREAT in-
creases the likelihood of the patient’s cooperation and
helps ensure family support for the suggested disease
management plan. The next two vignettes illustrate
the use of the TREAT approach by two providers.

Patient 1: Nelly Huertas

Mrs. Nelly Huertas is a fifty-nine-year-old Latina who
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immigrated to the United States in 1960. Every year
she returns to Mexico on vacation to visit her relatives
and friends. After she returned from the trip last year,
she developed a persistent cough, lost nearly twenty
pounds, and eventually found out she had tuberculo-
sis. She goes to her appointment with Mrs. Scott, the
nurse in charge of her case at the outpatient clinic.
This is Nelly Huertas’ sixth appointment with Mrs.
Scott.

Mrs. Scott: Hi, Señora Huertas. How are you
feeling today?

Mrs. Huertas: Well, not so great. The cough is
driving me crazy. It’s embarrassing
sometimes. I don’t seem to be
gaining much weight, either.
Some neighbors have started
making comments about my
cough. The other day somebody
was joking and said my cough
sounds like tuberculosis. I thought
I was going to die of humiliation
that day. If they found out that I
really do have tuberculosis, they
would probably think I got sick in
Mexico, and they would imagine
that my family there is living in
poverty.

Mrs. Scott: I understand what you mean.
(Mrs. Scott’s tone of voice is
reassuring.) I had an uncle who
had tuberculosis years ago. My
family also worried a lot about
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him. I even took care of him while
I was in nursing school. Well, I
have great news. You gained two
pounds over the last month, and
your chest X ray looks much
better. Have you been taking your
medication as prescribed?

Mrs. Huertas: Yes, but I feel bad about my
husband. I try to stay away from
him because I don’t want him to
get sick. He tells me that he loves
me and that all he wants is for me
to be healthy.

Mrs. Scott: I’m glad he’s supportive of you. But
you know you need not be con-
cerned about infecting him,
because you are taking medica-
tion. (Mrs. Scott places her hand
on Mrs. Huertas’ hand.)

Mrs. Huertas: Yes, I can’t complain about him.
But some of my relatives have
stopped visiting us. They used to
come to our house every week
until they found out I have this
awful disease. Sometimes I don’t
even feel like taking the medica-
tion. (Mrs. Scott listens attentively
and with an empathetic expression
of concern.)

Mrs. Scott: The treatment seems to be work-
ing very well. I understand it must
be very difficult for you. Does
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your husband understand what
you are going through?

Mrs. Huertas: Yes, he does. He’s very helpful and
tells me I shouldn’t worry about
my relatives. But it’s very hard to
be rejected by my own family. Do
you know what I mean?

Mrs. Scott: Yes, I do, Señora Huertas. We
must make sure that you get well
as soon as possible; that is our
main concern. As soon as you
regain your health, things will
start to get better, don’t you think?

Mrs. Huertas: I sure hope so. But it hurts a lot to
think that my relatives are talking
about me all the time. I hate them
sometimes.

Mrs. Scott: Señora Huertas, do you think it
might help you to talk to a psy-
chologist and maybe get those
feelings out? We have a very good
psychologist here.

Mrs. Huertas: Yes, Mrs. Scott. I think it might
help.

Using the TREAT Approach

Touch. Mrs. Scott has extensive experience working
with Latinos. She understands that Mrs. Huertas needs
to talk about her social and family life more than about
her disease. While Mrs. Huertas is talking, Mrs. Scott
places her hand on the patient’s hand.



Chapter 9 191

Respect. Mrs. Scott shows respect in several ways.
First, she calls the patient by her last name preceded
by the title, “Señora.” Second, she shows that she un-
derstands the role of Mrs. Huertas’ husband in her life
as well as the importance of her relatives. Mrs. Scott
knows that Latinos fear tuberculosis because they per-
ceive it as a highly infectious disease that therefore
may affect the social life of the family.

Empathy. Mrs. Scott conveys empathy by using a
tone of voice that is very mellow and reassuring and
by presenting a very concerned but hopeful expres-
sion on her face. Although the patient is complying
with the treatment and it seems to be working, she
appears to be in need of psychological support in ad-
dition to her husband’s moral support.

Attention. Mrs. Scott listens attentively and under-
stands the importance of the social support network
among Latinos. She suggests an appointment with a
psychologist to help Mrs. Huertas cope with the so-
cial rejection she is experiencing.

Trust. Telling Mrs. Huertas about her own family’s
experience with a relative who contracted tuberculo-
sis helps Mrs. Scott relate to Mrs. Huertas on a per-
sonal level. It reveals Mrs. Scott’s personalismo to the
patient.

Key Points

➾ Mrs. Scott makes efforts to prevent the patient from
getting discouraged by social pressures because it
could interfere with her compliance with the pre-
scribed treatment.



192 The Latino Patient

➾ Mrs. Huertas’ condition appears to be improving
and, with psychological support and a respectful
attitude toward her, she should continue to adhere
to the prescribed treatment.

Patient 2: Roberto Torres

Roberto Torres is an overweight, elderly Nicaraguan
immigrant. He is seventy-five years old and is accom-
panied by his daughter, Marta Torres, a single, thirty-
five-year-old bilingual woman who works as an assis-
tant manager in a department store. When they walk in
the office, Dr. Jones, Mr. Torres’ primary care physician
for the last year, shakes hands with the patient first and
then his daughter. Mr. Torres speaks little English, so
Dr. Jones must rely on his daughter to act as interpreter.

Dr. Jones: Hello, Señor Torres. I last saw you
two months ago. We have all the
results of your tests here in your file.
(Dr. Jones makes eye contact with
Mr. Torres as he speaks. He then
turns to Miss Torres, who has just
translated his words for her father.)

Dr. Jones: Hello, Miss Torres. How are you?

Miss Torres: I’m very worried about my father. If
there is anything wrong with his
health, I need to know. But I’d like to
ask you to please not tell him if
there’s anything seriously wrong
because my brothers and sisters
would prefer not to tell him. He’s
too old, you know? We just want
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him to have a good life during his
last years.

Dr. Jones: Yes. Of course. Let’s talk about the
laboratory results first. (He turns
back to Mr. Torres.)

Dr. Jones: Señor Torres, your hemoglobin
count is fine. That’s good news. We
may have to refer you to the nutri-
tionist, though. The fat in your diet
may not be helping your health.
(Miss Torres continues to translate.)

Mr. Torres: O.K. (He moves his head affirma-
tively.)

Dr. Jones: Do you exercise often? (Dr. Jones
asks this with a friendly smile.)

Mr. Torres: Yes. (He nods his head affirmatively
and laughs.)

Miss Torres: He moves his arms and legs when
he’s watching television. He says
that’s his exercise.

Dr. Jones: Well, is there a possibility that you
can take a short walk every day,
Señor Torres?

Miss Torres: He would like to walk around the
block, but at home we all work so
there’s nobody to go with him. I
don’t like him to go out by himself
anymore. He fell one time and hit
his head on the curb. Thank God
nothing bad happened.

Dr. Jones: O.K., let me see. Señor Torres, if
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your family could find a neighbor to
walk with you every morning, would
you like to do it?

Mr. Torres: (He moves his head affirmatively,
smiling.)

Miss Torres: I guess that’s something that we
could do. We have two neighbors
who would probably be willing to
walk with father. It’s his heart, right,
Dr. Jones?

Dr. Jones: Probably, Miss Torres. I believe his
coronary arteries may be partially
obstructed. We will need to have
him go through some other tests
that will allow us to get a pretty
accurate picture of his arteries. It will
be very helpful to have this informa-
tion so we can decide what to do
next to help your father.

Dr. Jones: Señor Torres, We’re going to take
good care of you. (He makes eye
contact and smiles at his patient.)

Mr. Torres: O.K.

Miss Torres: Is there risk in the tests, Dr. Jones? I
need to report this to my brothers
and sisters. I have a sister who lives
in Nicaragua. Do you think she
should come?

Dr. Jones: Well, Miss Torres, that’s a decision
that your family may want to dis-
cuss. However, his condition appears
to be stable right now.
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Dr. Jones: (He turns to Mr. Torres.) Have you
had any more chest pains since your
last visit?

Mr. Torres: (He shakes his head negatively.)

Dr. Jones: I’m going to prescribe some medica-
tion for you. Are you good with
tablets or do you prefer liquid medi-
cation? (He says this as he places his
hand on the patient’s.)

Miss Torres: He says he prefers liquid medication.
He’s a terrible tablet taker. He also
wants to know if he can continue
taking an herbal tea that Maestro
Guzmán prescribed for him when he
was feeling tired. It’s chamomile tea.

Dr. Jones: Yes, that’s fine; please tell him to
keep taking the tea in addition to
what I’m prescribing. (turning to face
Mr. Torres) Here’s the prescription.
(He hands it to Mr. Torres, who
immediately gives it to his daughter.)

Miss Torres: May I call you later to talk about his
condition?

Dr. Jones: Yes, please do. Here’s my card. I
often have some time to talk in the
late afternoon. You can have me
paged in the hospital. (He turns to
Mr. Torres and smiles.)

Dr. Jones: Señor Torres, I’m going to give you a
referral to the nutritionist and I’m
going to indicate some more tests.
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After I see the results of the tests, I
may recommend that you try to take
a short walk in the mornings. Please
don’t forget to take your tea and the
medication, O.K.? I would like to see
you again in a month. (Dr. Jones
speaks to the patient while shaking
his hand.) Please say hello to the
family, O.K.?

Mr. Torres: Yes, thank you.

Using the TREAT Approach

Touch. When the patient enters his office, Dr. Jones
shakes hands with Mr. Torres first and then with Miss
Torres to acknowledge her presence. Throughout the
interview, Dr. Jones puts his hand on Mr. Torres’ hand
often. Mr. Torres is an elderly person; therefore, the
gesture is appropriate. Mr. Torres most likely appreci-
ates it.

Respect. Throughout the consultation, Dr. Jones
addresses the patient as “Señor Torres” and his single
daughter as “Miss Torres” to show respect to both. Al-
though the patient speaks little English, Dr. Jones ad-
dresses him and makes eye contact with him frequently
while his daughter acts as interpreter. Dr. Jones pre-
scribes a medication and suggests that Mr. Torres take
it in addition to his herbal tea, showing respect for the
patient’s health practices. Maestro Guzmán is the fam-
ily folk healer.

Empathy. Dr. Jones smiles often while explaining the
treatment plan to make sure that the patient feels cared
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for. At the end of the interview, he sends a greeting to
the family. Dr. Jones understands that Miss Torres is
responsible for her father and that she must report to
the family. He respects the family’s possible decision
to not disclose the severity of the illness to the pa-
tient.

Attention. Dr. Jones explains the treatment to the
patient and understands that the patient will not ask
questions because he relies on his daughter to take care
of this matter. He makes frequent eye contact with
the patient and his daughter, ensuring that they un-
derstand that they have his undivided attention.

Trust. Dr. Jones is not judgmental toward Mr. Torres’
health practices (using tea) and relates to his patient
and his patient’s daughter on a personal level, with open
personalismo, friendliness, and approachability. He
gives his business card to Mr. Torres’ daughter so that
she can call him later to talk about her father’s health.

Key Points

➾ Dr. Jones displays cultural sensitivity toward his
Latino patient. He understands that family dynam-
ics are very important in supporting the patient’s
compliance with the treatment. Dr. Jones will com-
municate the details of the additional tests and the
therapeutic plan to the patient’s daughter later, by
phone.

➾ When explaining that he will request additional
tests, Dr. Jones offers a brief explanation to Miss
Torres in order to share with her what he has in
mind.
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➾ Understanding that the family will be involved in
the decision to carry out additional tests, he pro-
vides an open opinion regarding the possibility of
contacting Miss Torres’ sister, who does not live in
the United States.

➾ Fear of disease and fear of death are in Miss Torres’
mind. Knowing this, Dr. Jones makes special ef-
forts to provide clear explanations that may dispel
some of her fears. Mr. Torres does not exhibit any
fear because he is not informed of his condition.
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Chapter 10

Developing Patient
Loyalty and the
Effective Farewell

The diversity of the Latino population presents a for-
midable challenge to health care providers. While there
are shared cultural values in the group, critical social
and demographic issues set them apart. In addition each
patient is an individual and is therefore unique. To help
overcome some of these obstacles, this book has at-
tempted to highlight, describe, and explain the cul-
tural values that are most commonly shared by Latinos
and that emerge in the patient-provider encounter. Just
as the Spanish language unites all Latinos, loyalty is
characteristic of many Latino patients. The majority
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yearn to find a health provider whom they can con-
nect with and respect in order to establish a lasting
patient-provider relationship.

What Is Patient Loyalty?
Advertising agencies often describe Latinos as a loyal
market because they usually maintain their preferences
long after making initial choices regarding products
and services (Fisher 1994; Albonetti and Dominguez
1989). Advertisers also keenly observe demographic
trends. Knowing that 35 percent of the U.S. Hispanic
population is under the age of eighteen, they have
begun to cultivate that market to create brand loyalty
among future Latino adults (Giegoldt 1998; Ebenkamp
and Khermouch 1996). The concept of Latino loyalty
also extends to Latinos’ behavior toward health care
providers. However, there are circumstances that com-
plicate the situation.

First, working in lower-paid jobs often stands in
the way of Latinos’ access to health care services. In
fact, Latinos account for 35 percent of the nation’s un-
insured population. Second, the health care needs of
Latinos are not fully documented because there is still
not enough data available. Third is the need to pro-
vide culturally and linguistically appropriate services
to Latinos. Having health insurance is a priority for
most Latinos despite a system that may not be fully
prepared to respond to their needs, and the fact that
they must circumvent obstacles to have access to health
services makes them appreciate these services even
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more. Once in the system, Latinos actively seek the
right provider, and when they find that person, the
link is often maintained for many years. The defini-
tion of loyalty toward the provider comes in many
shapes and forms, as is illustrated in the following three
examples.

Tomás and María Puente

Tomás and María Puente moved from Puerto Rico to
New York City ten years ago. Since that time they
have taken their three children to only two health clin-
ics. Ricky, their youngest son, is asthmatic. Dr. Tom
Neal has known Ricky since he was born; he even
knows when the boy may be more prone to an asth-
matic attack because he understands the boy. Two years
ago Tomás and María sought services at another clinic
in order to follow Dr. Neal, who had changed jobs.
He is the provider they trust. Tomás and María con-
sider Dr. Neal a friend of the family and share with
him the family’s private and public successes and de-
feats. They will follow Dr. Neal if he goes to work in
another facility, no matter how far. For the Puente fam-
ily, loyalty means giving back the caring attitude they
receive from Dr. Neal, who knows and understands
their trials and tribulations. Dr. Neal is a trusted friend
and family doctor.

Josefina González

A seventy-year-old immigrant from Mexico, Josefina
González is sure that she owes her life to Dr. Jane
Owens. Mrs. González immigrated to the United
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States twenty years ago, along with her husband José
and their two children. After her husband passed away,
she moved in with her married daughter Maria and
her family. María has been looking after her for the
past ten years. Mrs. González met Dr. Owens five years
ago when she required urgent medical attention after
she passed out at home. Dr. Owens diagnosed Mrs.
González with diabetes and hypertension. Mrs.
González believes that Dr. Owens saved her life be-
cause she diagnosed two illnesses that would have gone
undetected had she not gone to the hospital that night.
Mrs. González reports that she is in Dr. Owens’ hands
and will do anything that Dr. Owens suggests. For
example, she reports, “Dr. Owens prohibited that I eat
sweets and I don’t. If it weren’t for Dr. Owens, I would
be blind and I probably wouldn’t be able to walk by
now.” Mrs. González has faith in Dr. Owens’ clinical
abilities because she is always very accurate in pre-
scribing medication that keeps her healthy. Faith and
trust are the expressions of her loyalty.

Roberto Lopez

Roberto Lopez is a college-educated Cuban American
who works as a top-level executive in Miami. He is
fifty-five years old, married, and has two sons in col-
lege. Roberto was referred to Dr. John Lowe, a clinical
psychologist, five years ago because he was experi-
encing sexual dysfunction. Dr. Lowe helped Roberto
deal with his stress and anxiety at work and at home.
Although Dr. Lowe has changed jobs twice since
Roberto first went to see him, Roberto has followed
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him. Having shared with Dr. Lowe his most private
and personal fears and problems, Roberto feels he has
a friend in Dr. Lowe. Twice a year he requests an ap-
pointment with Dr. Lowe only to touch base; his inse-
curities are not a major problem now. For Roberto loy-
alty is a result of having shared private information, of
having had positive results with the provider, and of
having developed a trusting relationship with him over
the years.

In these three examples, the Puentes believe that
the provider cares about their health, Josefina González
believes her provider saved their life, and Roberto
Lopez trusts his provider with very private personal
information. Each patient has a personal definition of
loyalty. Yet the three cases suggest a number of com-
mon characteristics. The next section describes four
elements that help define a caring provider from the
Latino perspective.

A Caring Provider:
The Patient’s Perspective

Latinos have a Spanish word to describe a caring health
provider, cariñoso. A cariñoso clinician is one who shows
affection toward the patient, which, by the way, need
not be a show of emotion. Cariñoso implies that the
patient was satisfied with the delivery of services be-
cause he or she perceived a personal touch in the pro-
vider-patient relationship. Latino patient satisfaction
comes from four elements of the encounter: the time
the provider spends with the patient, the type of at-
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tention the patient perceives, the degree of comfort
the patient feels during the encounter, and the assur-
ance that the provider is interested in the well-being
of the patient.

Time Spent with the Patient

As mentioned in earlier chapters, Latinos are very re-
laxed about time. In contrast, the mainstream culture
values time as a commodity. Built into the current
health care system are time constraints that limit the
amount of time that a provider can spend with a pa-
tient. Latinos know this; however, it appears that they
do not resent time restrictions as much as they do a
mainstream provider who is objective and to the point
but who makes no attempt to form a personal connec-
tion with them. There are at least two ways to be ob-
jective and to the point while also being sensitive to
personalismo and other aspects of Latino culture.

Leave the door open for a future consultation. A
patient seeking a consultation believes that he or she
has a real health problem. Often, simply talking about
the problem helps alleviate the symptoms. At other
times Latinos go to a provider to talk about their con-
cerns regarding several subjects. A mother, for example,
may be worried and anxious about her teenage daugh-
ter getting pregnant or about her son getting hooked
on drugs as well as her own health complaint. She will
be very upset and disappointed if you simply tell her
that there is nothing wrong and then dismiss her. In-
stead, listen to her concerns, offer suggestions or a re-
ferral, then suggest that the patient return if the prob-
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lem occurs again. Managing the encounter in a way
that leaves a welcoming door open for a future consul-
tation is important for Latinos for two reasons. First,
patients feel reassured that the provider is not trying
to get them out the door. Second, it conveys to the
patient that the provider believes in the existence of
the patient’s illness and problems.

Guide the patient. When possible, guide the pa-
tient to talk about signs and symptoms, instead of ask-
ing direct questions. Latino patients interpret direct
questions as a desire to end the visit. Guiding a patient
is a matter of courteously interrupting whenever the
patient begins to roam onto other subjects. For ex-
ample, instead of asking questions in order to keep the
patient’s description of the illness focused, try to make
comments that encourage the patient to elaborate on
specific issues. The following guiding comments and
their effects may be helpful.
➾ “It seems like you’ve had this problem for a long

time.”
Generally, this comment triggers a narration of
the problem, from its beginning to the current
status.

➾ “So the pain didn’t allow you to get up and go to
work.”

The patient will go into great detail to describe
the type of pain and whether it was incapaci-
tating enough to prevent him or her from
going to work or engaging in other activities.

➾ “Many families have this illness.”
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Hearing this comment makes the patient able
to relax and discuss the presence or absence of
the disease in the family.

➾ “Some people get sick when they do that.”
The comment helps determine if the habit the
patient is discussing has been the source of
previous illnesses. It also puts the patient at
ease instead of feeling that he or she has a
unique problem.

➾ “Gaining weight is so easy.”
Making this comment to an overweight patient
projects an understanding attitude. By not
feeling that the provider is judgmental, the
patient often reacts positively to the need to
lose weight.

Type of Attention the Patient Perceives

In contrast with mainstream patients who are often
more focused on getting treatment, Latinos who seek
health care services have high expectations of the at-
tention they will receive. They look forward to hav-
ing the undivided, personal attention of the provider.
When this happens, they often comment that the pro-
vider was atento, or attentive. There are four ways to
project attentiveness, all of which have been discussed
in previous chapters:
1. Listen actively by making short, one-syllable com-

ments such as “oh,” “ah,” “so,” and “mmm.”
2. Make eye contact as often as possible and appro-

priate to confirm to the patient that you are en-
gaged in the conversation.
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3. Do not allow unnecessary interruptions from staff
members; the patient often perceives these as a lack
of respect.

4. Show a friendly attitude and share personal expe-
riences. This tells the patient that you are paying
attention and that you understand what the patient
is saying because you’ve also experienced it.

Degree of Comfort the Patient Feels

When patients feel at ease, they often give valuable
information to the provider. Latinos describe feeling
at ease as having confianza. This term implies that the
patient perceives a sufficient degree of closeness with
the clinician to allow the disclosure of private and per-
sonal information. In other words, the patient trusts
the provider. Three ways to help a patient develop
confianza are as follows:
1. Use facial expressions to show concern about the

patient’s health problem.
2. Avoid reacting in any way that may be perceived

by the patient as judgmental.
3. Explicitly express interest in helping improve the

patient’s health.

The Provider’s Interest in the
Patient’s Well-Being

Latino patients have a pressing need to feel cared for
by the provider. In most cases the provider may ask at
the end of the visit if the patient is taking vitamins.
Latinos interpret the question as a provider’s direct and
personal interest in keeping the patient healthy. By
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suggesting that a patient take vitamins and even dis-
cussing the type of vitamins, you are telling the pa-
tient, “I want you to stay healthy for me.”

A Caring Provider:
The Provider’s Perspective

A working definition of the “caring provider” would
be one who understands personalismo and practices
simpatía. In so doing, the provider develops patient
loyalty. Both personalismo and simpatía have been dis-
cussed at length in chapter 2 and mentioned through-
out the book. I summarize here only.

Understanding Personalismo

The need for Latinos to perceive a personal touch in
the clinical encounter cannot be emphasized enough.
The mainstream health care culture often places a great
deal of weight on professional image. In contrast,
Latino patients seek a friendly person willing to listen
and offer help in solving perceived health problems.
A friendly provider is said to have a great deal of
personalismo. It is a positive trait that encourages com-
munication with Latinos and in return usually gener-
ates a great deal of respect for the provider.

Practicing Simpatía

Simpatía, the development of a harmonious relation-
ship with the patient and the patient’s family, is
achieved by showing a warm and caring attitude. A
provider described as simpático does not create con-
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flict with the patient or with the family; the interac-
tion is very smooth. Patient and family regard the pro-
vider as a dear friend whom they can turn to when
they need help.

In sum, the key to success with a Latino patient is
to establish personal interaction and maintain a har-
monious encounter in addition to using GREET dur-
ing the initial encounter, LISTEN to carry out the in-
terview, CARE to examine the patient, and TREAT to
negotiate a therapeutic plan. In this way you establish
a cordial relationship with the Latino patient and the
patient’s family. Delivering good quality care (from the
Latino perspective) lays the foundation for a strong
professional and personal tie that can result in patient
loyalty, as reflected in patient retention rates.

There is one final step. The way in which a pro-
vider brings the appointment to an end seals the pa-
tient-provider relationship. The farewell is as impor-
tant as expressing personalismo and simpatía.

The Effective Farewell Pyramid
The effective farewell process begins the moment the
provider has fulfilled all the steps of the encounter and
the patient gets ready to leave the provider’s office. To
make a lasting impression on a Latino patient and fam-
ily and show them respect, consider the six steps in
the farewell pyramid:
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Stand up

Shake hands

Make eye contact

Send hello to the family

Walk the patient to the door

Suggest a follow-up appointment

Stand up. Out of respect for your professional posi-
tion, the patient will seldom stand up first. Therefore,
when you stand up, the patient gets the message that
the consultation has ended.

Shake hands. Latinos always appreciate a handshake
because they are members of a contact culture. Hold-
ing a patient’s hands between both of your hands can
transmit an even warmer message and is appropriate,
if done briefly.

Make eye contact. Making eye contact, smiling, and
shaking hands go together and add a personal touch
to the farewell process. These acts are personalismo in
action.

Send hello to the family. Even if you have not met the
rest of the family, sending them a greeting implies a
desire to maintain cordial and harmonious relations
with the patient and the patient’s family. If family mem-
bers are present, smile, shake hands, and make eye
contact with each person.

Walk the patient to the door. Leading a patient toward
the door is a welcome gesture, and it also helps you
control time. Patients perceive being accompanied to
the door as a sign of respect.
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Suggest a follow-up appointment. When you suggest a
follow-up appointment, the patient feels that you have
taken a personal interest in the case, and you feel that
adequate communication and rapport were established
with the patient. Offering a business card to a patient
or relative can create an even more lasting impression.
It conveys the message, “I am here whenever you need
me.” Most Latino patients will not use the card, but
they will keep it in a safe place at home; it will give
them a sense of security.

* * * * * * *
As promised in the Introduction of this book, in Part I,
I presented Latino cultural beliefs and practices as well
as the health status of this population and the concept
of cultural competence as it applies to Latinos. In Part
II, I presented culturally appropriate approaches and
illustrative vignettes that you may find useful during
the clinical encounter with Latino patients. Emphasis
was placed on sharing a variety of alternatives from
which you may choose, depending on your personal
style. The Latino culture in the United States is still
evolving as new generations of Latinos appear. There-
fore, the project remains a work in progress.
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