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CHAPTER 1

| ntroduction

The field of medicine attempts to bridge the gapween science and society. It
allows scientific knowledge to be applied dire¢tiyhuman health and well-being, which
is the foundation of clinical practice. Within trasea of health care, the role of the doctor
is that of an important agent through whom thigsiiiic understanding is expressed.
Nevertheless, the sphere of medicine encompaseestfsiog greater than the sum of our
knowledge of this age old science. It is more thiakness, disease, treatment and
prevention. Medicine concerns the experiencesinigel and interpretations of human
beings often in extraordinary moments of fear, atyxiand doubt. In this extremely
vulnerable position, it is the relationship a patiieas with a doctor that can make all the
difference in quality care, and ultimately convéysst in the medical profession

(Working Party of the Royal College of Physicia805).

The doctor-patient relationship, ideally, is onéh# most unique and privileged
relations a person can have with another humargbgipatient to a doctor is at times
like a dependent child, an eager student, or adrieeeding advice, help, sympathy,
understanding and hope. An ancient physician, Gaaknce said, "A good physician
nurtures affection for his patients exactly like tihother, father, brothers and kinds. The
physician having such qualities gives life to tlaignts and cures their diseases”
(Sharma, 2001). This teaching relationship is @&dof calling the physician “doctor”,
which originally meant “teacher” in Latin, wherethe word “patient” is derived from

patior, or “suffer” (Etymology Dictionary Online, 2008)lence, a physician should not



be limited to solely the diagnosis and treatmertheir patients, but s/he should also

educate and encourage them in their time of need.

Having access to a well-developed and effectivaatepatient relationship is
important for the experienced and objective qualftgare. Yet in today’s society it is
easily argued that this ideal association betwegoctor and patient is recurrently taught
with an unequal power given to the physician thamudual, two-sided rapport built
between the parties. The incredible advancementeimedical field along with the
ongoing progression of humanity over the pastdesades has elucidated the fact that a
number of cultural barriers and societal trendsshanverged, ultimately reducing the
ability of patients to have this archetypal relasbip with physicians (Hughes, 1994). It
is important to note that these barriers are nbt immpacting the economic-privileged
countries that practice Western medicine suchadthited States, but also poverty
stricken nations. Being able to recognize thesei@lland structural influences on health
care practices and ultimately how they affect thetor-patient relationship is of vital
importance in order to better understand what eddme to prevent the further decline
of this priceless bond. Moreover, it is imperatiseexamine what has shaped their
formation within the health care field and recognmethods of deterrence, if not positive
progression of their influences on the professioealationship for the benefit of world-

wide medical advancement.

| recently completed a ten week pediatric healgdical internship through the
Child Family Health Organization in the capitalyaitf La Paz, Bolivia. | was able to

work alongside countless Bolivian practitioners patients doing pediatric



consultations, pre- and post-partum check-upsyelefig babies and assisting in
surgeries. |took notice of how the physicians patients interacted with one another,
and how these encounters could have occurred rnifectieely, perhaps resulting in an
increased number of improved health care outcomeésdigher level of satisfaction. As
weeks went by, | became conscious that the culamdlstructural barriers impeding
effective doctor-patient relationships in Bolivi@me interchangeable with those of the
United States health care system: Hindered commatioicdue to language barriers,
conflicting medical beliefs and, of course, final@bstacles to receiving the optimal
care necessary. Hence, | decided that | wantedamime these barriers in order to

comprehend to what extent cultural competency afridstructure impact health care.

This thesis is intended to explore the cultura smuctural barriers that currently
affect the doctor-patient relationship in the thivdrld country of Bolivia. | will employ
the use of narrative exploration and reflectiomgfown personal experiences working
in medical hospitals and clinics related to theseibrs in the country’s health care
system. Furthermore, | will incorporate previousbnducted research to investigate and
analyze the current dilemmas facing quality heedtfe due to these barriers and discuss

possible ways to impede these factors from dimingkhe doctor-patient relationship.



CHAPTER 2

Background I nformation

Defining the “Doctor-Patient” Relationship

The doctor-patient relationship, or more specifictiie interaction between the
two parties, is a central process in the practiceedicine. Talcott Parsons was the first
social scientist to theorize the doctor-patieratiehship and according to him, “the
physician's role is to represent and communicafernation about illness] to the patient
to control their deviance...with physician and patieeing protected by emotional
distance” (Hughes, 1994).

Although Parson’s view includes the two indivicaibking protected by
emotional distance, a good doctor-patient relatignshould have some exchanged
sentiments in order to build a high-quality conr@ttFrom a modern physician’s
perspective, the rapport begins while s/he becauesstomed to the patient’s
symptoms, concerns, and values. Subsequentlyhygqgmn examines the patient,
interprets the symptoms, formulates a diagnosis tla@en proposes a treatment and
follow-up plan to which the patient agrees upondi#idnally, it is important that the
physician consider the patient’s lifestyle and tttibealthy” demeanor. This includes life
attributes such as family, work, stress, habitslaglabfs, since these often offer
fundamental clues to the patient’s condition anthier management of the problem.

This relationship can also be analyzed from thepmstive of ethical concerns, in
terms of how well the goals of beneficence, autoypamd justice are achieved from the

encounter (Coulehan & Block, 2006). This aspec¢hefdoctor-patient relationship is



complicated to scrutinize given that in diverseisties, periods and cultures, different
standards may be allotted to different prioritkegreat example of this outlook on the
relationship is the increased autonomy in decisiaking by the patient in regards to
their personal medical concerns (Sharma, 2001) rd@lrence of the patient on the doctor
to make all the decisions is a concept of the jpadtestern medicine.

Taking into consideration these elements of theatqeatient relationship, it is
certain that communication between the patient@ryician is the primary
characteristic which ultimately helps define howassful the affiliation can become
between the two individuals. Because much of médmae relies on information
management, collection of accurate and comprehepsitient-specific data is imperative
and is the basis for proper diagnosis and prognbaishermore, involving the patient in
treatment planning, eliciting informed consent,ypdong explanations, instructions and
education to the patient and the patient’s fanmelyuireseffectivecommunication
between the mentioned parties. According to Schigféective communication is
communication that is comprehended by both pasditg it is usually bidirectional
between participants, and enables both particigartkarify the intended message”
(Schyve, n.d.). In the absence of comprehensi@ptbvision of health care ends, or
proceeds with errors, poor quality and risks thigepéis safety.

Effective communication ultimately leads to an emde doctor-patient
relationship resulting in satisfaction with the eanter by both parties and thus improved
health care outcomes. For example, without sucgkessimmunication, the patient may
not feel comfortable telling the doctor every asp#che problem or how it might relate

to his lifestyle choices. In turn, the doctor’sldapito make a full assessment is



compromised and the patient is more likely to distthe diagnosis and proposed
treatment. Therefore, the quality of the doctoigydtrelationship is important to both
individuals. The better the relationship in termhsnuitual respect, trust and shared values
and perspectives, the more quality information tdltransmitted in both directions.
Hence, for the purpose of this thesis the bardessussed to the connection
between doctor and patient will be based for thetrpart upon the hindrance effective

communicatiorand understanding and thus the decline of théioakhip.

Bolivian Culture

The Bolivian nation is a part of one of the richadtural treasures of the Incan
civilization. With more than half of the populatistill living according to traditional
ways, it's modern culture is heavily influencedthg centuries-old traditions handed
down since the time of the Incan empire. While #msient civilization has played a
great role, the enduring legacy imprinted upondtentry by the Spanish conquest of the

1500’s also has made a lasting impression (Deg&tim&60, accessed 04/2008).

Today Bolivia is one of the least developed caestin Latin America, with over
60% of the population living in poverty. The Bobwi people originated from
predominantly indigenous groups coming from a \grad tribes strung across the
Andean region. These include the Quechuas, Aym@taguitanos and Gauranis, and at
present the country is one of the only placeshhatpreserved the majority of its
indigenous populace. These Indians have a disdpearance: They are of short, stocky

build, have darker colored skin, and many weati@nil weavings and traditional



clothing. Most of the indigenous population livesural, isolated areas of the country,
eking out a meager existence in the parched higbklahthe Altiplano where they have
little access to basic services such as healtharazducation. In the cities they face
racism and are looked down upon by thiellos (descendants of former Spanish
colonists) who are the wealthiest people in thenbgu despite the fact that the
indigenous andnestizoga person of mixed European and Indian ancestaRenup over
80% of the population. Consequently, many peopéakiuechua (30%), Aymara
(20%) or one of the other native languages, eveugh Spanish is the official language
of the country (UNICEF, 2008). The fact that mamyh@ indigenous speak languages
other than Spanish makes it difficult for them ti@ad school and obtain higher paying,
skilled jobs. Thus, most of them continue to wasksabsistence farmers, traders,
artisans, or miners; occupations that currently\ey little and offer few opportunities
for advancement. This economic inequality has amdyeased the racial tension between

citizens of European decent and indigenous commegnit

The integration of indigenous groups with the Spads, along with less
represented ethnicities, has created an amalgainesity in the cultural patterns and
belief systems in the region that are observedytodf@r example, a majority of the
population adopted the Spanish religion. Todayr@amately 78% of Bolivians are
Roman Catholic and 13% Protestant, although arusidghe contemporary church
teachings and traditional indigenous beliefs isuratommon. Another important feature
in Bolivian society is the centralized view of ttaenily. The Bolivians take pride in their
history and communities, and it is important tonth® pass these values on to their

children. They spend a great deal of time intengctvith one another, members of the



extended family and neighbors. Families are uswadty large, with the average number
of children per household around four, althougthmrural communities an average of
six is not unusual (UNICEF). This in turn has ledah increased amount of children
workers and pan handlers in order to help suppeséd large households.

Although Bolivian diversity adds cultural richndssthe area, sadly it is at the
root of many political and social incongruities winihave plagued the country in recent
decades. After tearing itself away from Spanisk ml1825, the country has experienced
more than 190 failed governments, with the avegmy@rnment lasting less than a year.
This unstable political system has done little éplthe people of Bolivia, a result being
the extreme poverty of the nation. In 2005, Bolwiected Evo Morales, the country’s
first indigenous president, who has promised tagysocial justice to the country and end
discrimination This seemingly progressive stride however has sessmajority of the
latest political turbulence from the wealthier plgpions. Moreover, Bolivia has to deal
with the unbridled coca production which is thedHargest in South America, abject

poverty and escalating social turmoil (Destinats®®, accessed April 2008).



CHAPTER 3

Methods

The inspiration for this project stemmed from mytj#ation in a pre-medical
internship in La Paz, Bolivia. There | had the oppoity to gain valuable insight into the
importance of the doctor-patient relationship whilerking alongside physicians and
resident students in local hospitals and medidaios. Immediately | began to notice
differences in conduct, regulations and personaldghes occurring between the
physicians and patients. | started wondering hagehncongruities arise, and what
could be done to make the doctor-patient interastimore effective.

Information for writing this thesis was gatheredfiogt conducting a review of
the literature in order to determine which cultuaad structural barriers have been
known to affect the doctor-patient relationshipwéts important to identify these factors
so that | could make direct comparisons or coritrigstatements on how each one had
an affect on this professional relationship in Baodivian health care setting. The cultural
barriers | have selected to focus on are: 1. r@catordance of the doctor and patient; 2.
language barriers and; 3. medical beliefs. Thecsiral barriers that seem to have the
most impact are: 1. the decline of primary caresgtigns; 2. access to health care
services and; 3. the organization of the medicattoire. Although there were other
cultural and structural barriers that were previaienhe literature which had an affect on
the doctor-patient relationship, | chose to narmwresearch to focus on those topics
strictly mentioned above. The reasoning for thithé&t | feel | was able to witness these
select few having the greatest impact on the psodeal relationship in the Bolivian

health care setting and therefore could add the peysonal insight.
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The next step was to research current literaryrmétion regarding these cultural
and structural barriers specifically within the B@n health care setting. This was done
using a variety of written texts, online journafglayovernment-funded websites. To gain
further insight, | interviewed three Bolivian phgsins, a resident student and numerous
ordinary citizens to gather supporting or contramtig data to the literature-based
findings. All of the people chosen to be interveglwvere of Spanish decent due to the
fact that many of the indigenous were unwillinguoable to speak with me because of
the language barrier (the interview questions @afolind in the Appendix). Finally, |
was able to incorporate my own personal experieandobservations working in the
Bolivian hospitals and clinics into the discussuming narrative exploration. During the
ten week pediatric health internship | spent 400rbevorking alongside numerous
physicians, medical personnel and patients. Hanaajdition to gaining valuable
medical experience, | was able to observe doctbemaverbal and non-verbal
interactions in a variety of medical settings atdadions. | would take notes during
consultations if anything sparked my interest peitg to cultural or structural barriers
and would ask the physician for clarification oficlents or behaviors | witnessed to
improve my understanding.

There are many limitations to this thesis topia. iwe, research done in the area
of the doctor-patient relationship specific to Baivian health care system is deficient.
Hence, much of the theoretical background inforarationcerning the doctor-patient
relationship is based upon findings in the Unitéaté&s. However, the fundamental data
can be applied in regard to the Bolivian healtrestem quite fittingly. Secondly, the

narrative aspects and personalized outlooks othlessis are results of my own
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experience abroad and thus are subjective viewsdiobserved doctor-patient
interaction in a handful of public hospitals anihicls in or near La Paz, which are only a

small representative of the entire Bolivian heatihe system.



12

CHAPTER 4

Cultural Barriers

In today’s multicultural societies physicians arereasingly confronted with
patients from different cultural backgrounds. Thefpund evidence of health care
disparities across ethnic and racial lines as agtiultural impressions on health care
practices is too impressive to overlook. For exanmsults of a number of studies
conducted indicate that there is more misunderstgntess compliance and less
satisfaction in intercultural medical visits, comgto intra-cultural encounters
(Shouten, 2006). Therefore, it is of vital imporarthat a physician is able to understand
that a person’s culture is not merely differencdress, etiquette, and diet, but also and
most profoundly, about what really matters to pepjtlis what people believe, their
ethics and values, and their heritage (Kleinma@620This capability in the area of
health care is termed beioglturally competenineaning, “the ability of a health care
provider to deliver effective services to racialiyhnically, and culturally diverse patient
populations”(Fernandez, 2004).

Previous studies have shown that being able tenstathd the patient and his/her
cultural values is of critical importance in orderbuild their trust and ultimately lead to
effective communication between the patient andsagn. For example, one cultural
aspect that emerges in Bolivian healthcare isrtigoitance of family in medical follow-
up treatment. Unlike the individualistic culturetbe United States where people see
themselves as independent of groups, in colletitvisiltures, like Bolivia, the self is
seen as part of the group (Schouten & Meeuwesd)2Thus, Bolivians are more

concerned with a group prevailing, which is usu#tly family unit, than what is best for
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one member. As a result of this collectivistic-atexd outlook, health care goals of an
individual might not always be met. For exampleg doctor tells a mother that her child
is calcium deficient and needs to be drinking ntitie chances of this being put into
action are slim to none because nobody else ifathdy drinks milk. In a situation such
as this, the doctor needs to have the entire famiglved in treatment and future
prevention to have any affect on the individualgr#t (This can also be rooted in
poverty and limited public health efforts, but the sake of the thesis topic, we will
group all of these under cultural aspects). Theegfiese differing cultural values,
although seemingly inconsequential, are able t@ l@significant affect on treatment and

prevention, and thus the doctor-patient relatigmshi

Racial Concordance between Doctor and Patient

From the earliest periods in history, divisionsossrracial and ethnic lines are
customary in almost every sector of society, iniclgchealthcare. These disparities in the
medical field today have most likely emerged assalt of a historic, social and
economic inequality, where healthcare in the past decidedly allocated on the basis of
race, social class and ethnicity (Agency for Heath Research and Quality, 2003). In
today’s society, racial concordance between dantdrpatient can be a major factor in
the quality of care received and the overall effertess of the visit as evident to the
patient and physician respectively. Due to expegsrof discrimination in a society,
whether real or perceived, minority patients areaniiely to bring preconceived
discriminatory notions to the clinical encountehigh are likely to influence their

attitudes and behaviors towards a physician ofraaomcordant race. Furthermore,
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healthcare providers, like all other individualande easily influenced in racial and
ethnic attitudes by broader social trends. A stolye at Johns Hopkins University
which attempted to see if minorities in the Unidtes felt discrimination when
accessing health care found that “African Ameri¢cétispanics and Asians in the U.S.
remained more likely than whites to perceive thathey would have received better
medical care if they belonged to a difference racet 2) medical staff judged or treated
them with disrespect based on their race/ethni¢itghnson, 2004).

Not surprisingly, this issue of racism and percaphias is witnessed in all
sectors of Bolivian history. Because of the highcpatage of indigenous people in
Bolivia, they do not in actuality comprise the “rarity” population of the country.
However, since most still adhere to the traditiomay of life and have not integrated
fully into the urban lifestyle, the rest of the pdgtion tends to disdain them.
Furthermore, a large percentage of the indigengasallife of simplicity or even poverty
and are more than likely uneducated. Hence, thenualnd upper classes deem the
indigenous population according to this stereotgajlar to minorities in other
countries.

This inherent tension in attitude towards the iedigus population is evident in
the healthcare system in Bolivia. As stated in Zatawski’s book (2007) titled
“Unequal Curesregarding the disparate medical treatment ofitkdeggenous population
in the first half of the twentieth century: “On tbae hand doctors, like other members of
the elite, maintained that native Bolivians wergpansible for holding back national
progress...Although doctors didn’t say it, the nafpopulation also posed a problem of

identity (pg. 29).” Doctors and politicians woultfer varying explanations for the
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nation’s ill health, since the country was condtaplagued with tropical sickness and
varying diseases during this time. One way or amwtihey linked physical sickness to
ethnicity and race to national malaise. Zulawslegion to write an entire chapter about
the famous Bolivian doctor, Jaime Mendoza, whogefito prescribe different
treatments for indigenous people; rather he belig¢liat “Indianness” made them
unhygienic and likely to fall ill (Zulawski, 2007).

Unfortunately, much of the discrimination of timeligenous described previously
is still relevant in their acquisition and the gtyabf health care received in the present.
Almost all university-accredited physicians praicticin the public and private sectors of
health in Bolivia are of Spanish decent, while ioafly approximately fifty five percent
of the country’s population is of indigenous baakgrd (UNICEF, 2008). Sadly, the
physicians perceive their indigenous patients asghess intelligent, more likely to live
inhumanely and more likely to be non-compliant tigranish patients (Dr. J. Borda,
personal communication, March 7, 2008).

While working with physicians of Spanish-decerBativian hospitals, | heard

them speak condescendingly to the indigenous pati®me doctor in particular

would explain to me how the natives viewed thedwdifferently. For example,
they believe that the sun rotates around the eaettause that is what they see
ensue every day from sunrise to sunset. He woutthdo explain that the
indigenous have a hard time grasping things thayttannot see, which is one
reason why they do not trust physicians and modedicine because in reality
illness is hard to witness occurring. He finishbdtconversation by concluding
that the natives were uneducated and full of luzlisrnotions altogether.

Therefore, this discrepancy between the Spanishifaahdigenous in the health

care setting is still present.

Consequently, encounters with indigenous patiemtdikely to differ from

patients with the same ethnicity and cultural belaes the doctor because people from

other cultures are more likely to hold differentibis of health, illness and
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communication. This fact has obvious implicatiomststrong doctor-patient relationship.
Again, if the two cannot build some sort of confide and find common ground, the
medical visit will have an unsatisfactory resultiebto the long history of racial
discrimination between the indigenous and Spawcisange will be hard to come by until

both parties are willing to embrace cultural conepey.

What can be done to improve the relationship?

Being able to reduce these disparities as a resathnic non-concordance and
resolving how they affect the doctor-patient r@aship is vital to the equal and humane
treatment of not only the indigenous Bolivian cdtubut everyone for that matter. It is
clear that the greater impediment of this themeihancreasing the access to basic
human rights. However with this initiative asidegite are other ways to promote a more

effective relationship.

One purposed solution is to increase the numbetiwiically diverse physicians
practicing medicine and therefore decrease ther@llgap between doctor and patient.
This problem is also evident in the United Stateslital school system; despite efforts
made, only 12% of U.S. medical school graduatesc&h@f practicing physicians are of
a minority background, compared with 25% of theéhef total U.S. population (American
Association of Medical Colleges, 2007). Similathe situation in the U.S., an attempt to
boost the number of well-prepared ethnically digestidents remains essential in places
such as Bolivia as well. In this developing natibawever, this solution will be a slow
and tedious process given that much ofrtfesstizoand indigenous populations do not

finish secondary schooling.
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A second and more plausible solution is to decrdaseffect of this barrier by
teaching current Bolivian doctors to be culturalbmpetent towards the indigenous
patients. First, providers should be able to keepmen mind, leaving preconceived
notions, stereotypes and bias aside. It is es$émdiba physician have some cultural
knowledge of the patient and be in tune with thigep#s level of acculturation to
achieve a high-quality doctor-patient relationsiiiptthermore, expanded language and
culturally sensitive capabilities are important,iethwe will discuss further in the
following sections (Schouten, 2005). In sum, awassrof cultural differences should be
used to educate a racially non-concordant physeienut the best approach to patients

from different ethnic backgrounds.

The Language Barrier

A famous physician, humanitarian and teacher, Siliahh Osler, who is known
to have a distinguished reputation for his world@ins Hopkins and Oxford, was an
exemplary doctor when it came to treating a patewk teaching a student. He wanted
doctors not only to give the patient their best,tblbuild a relationship with that person.
He was known for saying, "If you listen carefultythe patient they will tell you the
diagnosis" (Wiliam Osler, accessed April 2008). bliglook on the doctor-patient
relationship demonstrated the extreme importan@®wimunication between the two
parties. Keeping with the theme of cultural bagjem obvious hindrance to this
professional relationship is the often-encountéaell of language comprehension
between doctors and patients belonging to diffeegimic or racial groupdn order to

provide safe, high-quality health care it is neaeg$o overecome this barrier to have
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effective communication with patients and their fiz@s. Research has shown that there
is greater misunderstanding, less compliance asddatisfaction in intercultural doctor-
patient encounters than in intra-cultural considtet. Moreover, health care providers
state that consultations with ethnic minorities @ften emotionally demanding because
of the energy required to communicate and oftey timel patients’ reasons for visiting
unclear (Shouten & Meeuwesen, 2006). There sedra tbree key factors as to why
language can be a barrier to the doctor-patieatiogiship in Bolivia due to the hindrance
to effective communication: 1) non-concordant laaggs spoken by patient and
physician; 2) illiteracy of patient and; 3) low litbditeracy.

What is precisely lost in the communication procs®ss a language barrier
remains unclear; nevertheless, it is apparentidinguage differences can create an
obstacle to effective interaction in every ethricdiverse population. When doctors and
patients do not speak the same language, theorethip the two parties can form is
distressed from the beginning. This problem plaghe®Bolivian health care system in
particular due to indigenous languages that alleegtensively used by the rural
populations. As previously discussed, approximad@Bp of the country’s population
speaks one of the indigenous languages as adirgubge (UNICEF). Although some
are also able to speak Spanish, bilingualism sdesamon in the rural areas away from
the cities. An anesthesiologist | was fortunatevtok with in a rural clinic, Dr. Juan
Borda (personal interview, March 11,2008), explditeme, “There are no doctors who
speak Aymara (one of the widespread indigenousukages) in this clinic, but we always
have a nurse working that does. A few of us doatarsspeak some basic words but that

is all.” Hence, it is difficult for doctors withownowledge of indigenous dialects in
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Bolivia to communicate with many of their patiedtge to the various languages present

in the country.

Previous research done in the U.S. regarding lagegdescordance between
English physicians and Spanish-speaking patierg$dumnd that patients are more likely
to report better interpersonal processes of caenviteir physician has a higher self-
rated language ability and cultural competencen@®iez, 2004). For example, contrary
to thoughts that Spanish-speaking patients areskassfied with their care when seeing a
non-Spanish-speaking physician, studies have wt/éiat physicians who are fluent in
Spanish are more likely than their less fluenteamjues to elicit their patients’ problems
and concerns. Even the use of interpreters in kaggualiscordant encounters did not
enable physicians with limited or no Spanish aptiit extract valuable information from
the patient as well as Spanish-speaking practitsorie these cases, “physicians made
fewer facilitative remarks and were more likelyigoore patients’ questions, and patients
were less likely to ask questions or to express tumcerns compared with patients
speaking directly to their physician”(Fernandez)£20 During my time in the Bolivian
hospitals, | withessed many medical visits wheeegétient did not speak Spanish as a
first language, so noticeably they would just Iiste the doctor without verbally
contributing to the encounter. A few of the doctansuld try to articulate the important
details of the visit in crudely translated Quecbu@&ymara, but this was an exception to
the norm. Usually the patient would nod his/herdhegther their belongings and

children and leave the consult room, without muimyia word back to the physician.
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In addition to verbal language hurdles, patientghtnot be able to read, or they
read very little, even in their native languageisTdarrier not only leaves the patient
confused, but also the physician can become vasjrted. Being able to read is of utter
importance in regards to quality of care receivedne patient. For example, if a doctor
writes a prescription and the patient goes homedaes not remember how or when to
take the prescribed medication, the situation cbelcbme very dangerous for the
patient’s health. This dilemma can by compoundiéf patient lives in a rural village and
had traveled far from home to receive the mediagg cor itinerant physicians were in the
area and have moved on (Faux, n.d.). Situatioestikse are not uncommon in
developing countries like Bolivia and solutions diée be implemented so that people

who cannot read well or are illiterate can stite®e the highest quality of care available.

A third obstacle to comprehension and understanoitgeen doctor and patient,
even if they do speak the same language, is thd&alth literacy of the patient. Health
literacy includes, “the ability to understand instiions on prescription drug bottles,
appointment slips, medical education brochurestaisadirections and consent forms,
and the ability to negotiate complex health castesyps” (Health Literacy, 2008). Thus,
being health literate requires a complex groupeafiing, listening, analytical, and
decision-making skills, along with the ability tp@y them to health situations. When
language and cultural barriers are identified betwghysician and patient, the physician
usually explores to what degree the patient carnsatand his/her oral and written
explanations. Contrarily, when the two individugieak the same language and are of
the same culture, often the physician — in absehgeestions — believes that the patient

comprehends everything communicated during thewarteo. Frequently the doctor
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realizes belatedly that the patient, although gdheliterate, could not understand the

medical terminology and often times complex indiars (Schyve, n.d.).

What can be done to improve the relationship?

In order to curb the effects a language barrierdmathe doctor-patient
relationship in Bolivia, solutions must be foundttdiminish communication disparities
caused by linguistic, written and/or comprehengibstacles. In this multilingual,
multicultural society, providing safe, high-qualltgalth care requires overcoming these

three barriers to effective communication with gats and their families.

In past studies physician ethnicity has been shiovatrongly correlate with both
language and cultural competence (Fernandez, 20843, a solution to the non-
concordant language obstacle between Bolivian playss and their indigenous patients
could be to increase the number of ethnically diggrhysicians. Furthermore, the
medical education in Bolivia should emphasize tieetbpment of language skills in
indigenous languages in applicants because ofitfiepgercentage of speakers, and skills
in cross-cultural communication for all students aesidents (Fernandez). This would
augment the pool of linguistically and culturallynepetent clinicians available to assist

the non-Spanish speaking population of Bolivia.

Another dimension of incomprehensibility is the tean language barrier.
Because many of the poor have few educational appities, this obstacle in particular
was very apparent in the Bolivian clinics and htapj predominantly with respect to

prescription directions and information, as pregigunentioned. Aside from the lack of



22

basic education which the country needs to addtlesse are steps that can be taken in
the medical setting to ensure accurate understgradiwritten directions by the patient.
For example, many of the doctors | accompanietiectinics would make sure to not
only write the prescription directions such as ‘@&t day,” but they would go as far as
writing out “6:00am, 12:00pm, 6:00pm and 12:00aihé two seconds it took to write
out times the patient should take the medicatiateddlarity to the direction, which was
easily seen in the patient’s facial expressiongesponse to the doctor’'s explanation.
Furthermore, it has been found that the use ofialhedesigned pictograms can facilitate
comprehension of prescription information by lotedate patients by enhancing their
ability to recall medical instructions (Houts, &tE98). An example of such a form can
be viewed in the Appendix.
In most of the pediatric clinics | worked in, pigtam forms were used quite often
in cases where children had anemia to pictorialpw the parents how often and
what types of food their child should be eatingoAthe form had information on
how and when to incorporate nutritional supplements their diets. These forms
seemed to be well received by the patients be¢hagesyes would light up when
they saw the form. They seemed to appreciatelibgthysicians and we students
were concerned about their understanding and camfor
Hence, if physicians use techniques such as tHomesao help ensure low-literate
patients understand written instructions, it denrass that they are concerned about

their patients’ health and well-being, which ultielgt can strengthen the relationship

between doctor and patient.

The obstacle of low health literacy is not onlgrablem in Bolivia, but is
prevalent all over the world. This communicationlgem is based on a few key factors:

lack of educational opportunity, learning disal@kt cognitive decline in older adults and
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low reading ability (Health Literacy, 2008). Theye#, to overcome this obstacle doctors
need to be conscious of their word choices, usagman’s terms to describe everything
as simple and clearly as possible. Furthermoresiplans should question their patient’s
to confirm they are leaving the visit with an aaterperception of everything discussed.
Taking active steps to triumph over this problenthie health care setting will lessen
confusion and promote better healthcare outcomleshvean fortify a lasting doctor-

patient relationship.

In conclusion, language abilities —and cultural petence skills distinct from
language—matter in health communication. Due taathalgam otriollos, mestizosand
indigenous inhabitants, the Bolivian health systeithneed to ensure that physicians
have the appropriate skills for effective commuti@ato improve the patient-physician
relationships with the obstacle of the nation'sdse ethnic and socioeconomic

population.

Differencesin Medical Bdliefs

As previously discussed, the relationship betwamstor and patient is highly
dependant on effective communication and reachic@namon understanding. However,
when the two parties have different views on mewicthis balance can be difficult to
achieve. The most widespread basis for dissimiledioal beliefs is the practice of
traditional or alternative medicine in an epoctpaigressively modern medicine. This
idea of medical pluralism is a common feature i Bolivian healthcare system, which
consists of three overlapping sectors: the folkaetraditional sector and professional

sector (Bruun & Elverdam, 2006).
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The folk sector is connected to the home wherensisk is first recognized, where
treatment using home-remedies are discussed andtpydractice. This at-home
treatment option is used and up to 60% of all stclkes are taken care of in this way
only. If this treatment proves to be unsuccess$tuther action may be sought in the other
two sectors: the traditional sector and the pradesd sector (Bruun & Elverdam, 2006).

The traditional sector consists of healers whotmaaevhat is known as
traditional medicineThis type of medicine has a very long history,tas derived from
the ancient populations of a region, and can bmefas, “ the sum total of the practices
based on the theories, beliefs and experiencesferfant cultures and times, often
inexplicable, used in the maintenance of healttikasn the prevention, diagnosis,
improvement and treatment of ilinesses” (FirenzW007). Traditional medical systems
(TMS) have been used as primary medical care teaéntly in countries that have large
indigenous populations, such as Bolivia, due tar ttheep-rooted traditional beliefs. This
cultural groundwork and widespread use of TMS Hae@n increasingly questioned by
the present dominance of the professional seaboisisting of Western medical practices
and educated professionals, such as medical do¢twesliscrepancy has been
principally based on the effectiveness of TMS s#&e the majority of traditional
medicines find foundation in magical and spirithealiefs. (Firenzuoli, 2007)

One afternoon while the pediatrician and | wererdprounds in a rural hospital

outside the city of La Paz, we came across a 2 giebboy in bad health. The

week before he had came into the hospital and lead kdiagnosed with severe
diarrhea and a bad cough due to an upper respinatafection (URI). The doctor
prescribed antibiotics to help with the problemfieAexplaining to the mother

the dosage and regimen of the medications, thg@mtius mother hoisted the boy

in a blanket over her shoulder and left the coradidh room. Now, standing in
front of the boy, he appeared much worse than befehich was the cause for

his admittance to the hospital. His medical chaformed us that in addition to
the diarrhea and URI, the boy was now fightingtiar life due to carbon
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monoxide poisoning. The mother had built a fire,gblanket over the boys head

and forced him to inhale the smoke fumes, as thésam ancient custom to cure a

cough.

Because of the immense indigenous populationyi2adi health care system is
invaded by this cultural barrier in particular. Ann Zulwski’'s book (2007) titled
“Unequal Cure§ she discusses how Bolivian doctors in the 192@%eved that the
indigenous lifestyle made natives resistant to eotionally prescribed medicines, and
therefore they made cures to suit their “backwemnttural practices (pg. 33).” A large
percentage of the indigenous populace still adherédsese traditional ways of medicine
using herbs and curing rituals principally basedoperstitions and myths, while the
Spanish-descendant populace, including physiclaasadvanced into the realm of
contemporary medicine (Bruun & Elverdam, 2006).

This dissimilarity has indisputably challenged thedical beliefs between the two
populations, ultimately burdening the doctor-patietationship in two principal ways.
One perception is that many Bolivian practitiongns ignorant of traditional health
practices. This ignorance makes them less effeatjemts for improving the health of
their indigenous patients (Bastien, 1994). The otlulook is that the patients are
uneducated concerning the benefits of modern mealand the limited extent to which
traditional rituals are truly advantageous to dmeaslth. These attitudes fuel distrust in
conventional medicine, which creates an obstacédfettive communication between
the practitioner and patient (J. Borda M.D., pea@ommunication, March 6, 2008).

Diarrhea is the number one killer in Bolivia and ohuof this statistic stems from

the population’s distrust in modern medicine. Patsewould come into the

consultation office daily worried because theirldtiad severe diarrhea. The

doctors would always tell them to make sure thieildckept drinking plenty of
liquids and would proceed to prescribe medicatidowever, the mothers were
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reluctant to do as the doctor had advised in giviggid since it was coming out

of the child as fast as it was going in, per sagns§equently, the mothers would

stop giving liquids altogether and the child wodid of dehydration.

There are several explanations as to why a langep of the population uses
traditional medicine in Bolivia. Current rationdlas been distrust in the present health
care system and modern medicine, the cost of wiofesl medical treatment and the
impact of their family or cultural heritage. (Dende, Herman, C., et al) Furthermore,
there seems to be distinct populations who adloetfeet non-conventional treatment
method. According to the Pan-American Health Orgation, the healthcare services
available to the Bolivian population are dividetbithree categories: formal (based on
the “scientific method approach”), traditional (bedson “culturally determined views of
health”), and informal (essentially, “strategies $arvival” or home remedies). Notably,
30% of the indigenous population adheres to thermél or home remedy category
while 10-30% makes use of traditional medicine (Rarerican Health Organization,
2007). The small amount of upper class citizens dtnase some form of non-
conventional medicine tend to use it as a supplétheir formal health care, while the
rural and poorer populations seem to heavily relyarious types of traditional healings
as a substitute for conventional care. (Dentd{drman, C., et al) Hence, there seems to

be a divide in usage and reasons for practicirdjttomal medicine in Bolivia which is

greatly affected by ethnicity, as discussed inpheious section.

What can be done to improve the relationship?

In order to improve the doctor-patient relatiomsini regards to differing medical
beliefs, a balance needs to be reached where l®tbhtysician and patient recognize and

show consideration for the others’ viewpoints. Wlifda there have been programs
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implemented to incorporate a more ethnomedicalpgets/e in the healthcare field by
combined methods of both the traditional and psatesal sectors of the pluralistic
system.

One method of accomplishing this is to teachinditi@nal concepts of health and
disease to modern medical practitioners, and tla@mp them decide what aspects of the
traditional method to change and which to leavaaléurthermore, modern physicians
could learn to use the Andean myths of the tradi#icystem as a method to educate the
disbelievers in modern medicine on how to trulyecdisease (Bastien, 1987). The
objective of these programs has been to educatecat@arsonnel in the traditional
beliefs and then to have them create joint stratetp improve the quality of healthcare.
As a result, conventional and ethnomedical practérs work together to teach the
indigenous population the advantages of both tgb@sedical practices, while helping
them overcome their fears of modern medicine. Ewddor the effectiveness of this
strategy has been the fact that the integrateslof La Paz have attracted more clients
than the standard medical clinics (Bastein, 1994).

A similar method in combating this barrier hasrb#e rising number of healers
known as Los Naturistas.”Being ofmestizabackground and speaking both Spanish and
Quechua, they are able to serve the indigenousndih-mestizo populations as well as
the upper-classes. These healers integrate exptgmabdels from both the traditional
Andean medicine and modern medicine, but are $&teict the sicknesses they treat.
Although they predominantly use herbal medicinesa group of healerkps Naturistas
are establishing a niche in the Bolivian healtrecstem. By incorporating aspects of

biomedicine and providing service to those groups might not be able to access it
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otherwise at a fraction of the cost, this option taprove health care significantly if
used correctly (Bruun & Elverdam, 2006).

In view of this information, it seems possible thatne aspects of traditional
medicine can be tailored to fit into the modern roaldsphere and is important for the
cultural perceptions of health and socio-econorspeats of receiving care (Vandebroek
et al, 2008). However, the unhelpful traditionatidalk medical practices could be
eradicated with an improved doctor-patient relaghop with a conventional physician
who is culturally competent and open to differealidf systems, such &®s Naturistas

seem to be.

Chapter Review

As we have seen throughout this chapter, a papualatculture can strongly
influence the formation of an effective doctor-patirelationship. Cultural dissimilarities
that exist between the two parties such as etlgnlaimguage and medical beliefs can
impinge on the professional relationship if notltdeath in the proper manner. In the
United States methods for ending or reducing heh#iparities caused by cultural
differences have been suggested based on reseidnain multiple healthcare systems.
According to the Agency for Healthcare Research@uadlity (2003), healthcare systems
should consider the following cultural competeneghiniques to narrow the gap between

practitioner and patient as a result of culturatdepancies:

* Interpreter Services — If healthcare facilities take an active

approach to hire interpreters for both differemiglaages and for
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the speaking and hearing impaired, communicationdsa can
begin to decrease between doctor and patient.

Recruitment and Retention — the healthcare system needs to be
more conscious of the staff within their faciliti@® reduce
cultural disparities, more minority groups shouérbpresented in
the various healthcare offices and clinics.

Training — it is important that healthcare professionaésteained
to work in conjunction with interpreters, minorgyoups and
people from diverse backgrounds.

Coordinating with Traditional Healers — healthcare workers
should be supportive and able to adjust healthglares according
to the patient’s cultural beliefs and traditionablth practices.
Use of Community Health Workers — individuals are needed to
bring in sectors of the population who rarely seakhealthcare.
Culturally Competent Health Promotion — information should
be available via community health workshops or theake
workers taking the necessary measures to promdiedsdection
and treatment and outlining the good and riskythda¢haviors in
relation to their culture and way of life.

Including Family and/or Community Members — this particular
cultural competency may be vital to obtaining conised

adherence to treatments.

(Agency for Health Research and Quality, 2003)
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Thus, being able to identify the existence of aaltdlifferences will prevent these issues
from becoming obstacles to receiving the best healte possible. Furthermore, if at
least some of these techniques that have been sleavanrow cultural effects in health
care can be implemented in the Bolivian healthesyst think the cultural barriers to the

doctor-patient relationship would be much easiesviercome.
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CHAPTER S

Structural Barriers

Providing healthcare for a population affects atrevery aspect of social and
economic life of the country. Many of the barriezghis professional relationship in
Bolivia stem from problems within the larger reabfninfrastructure of the healthcare
system, not necessarily the cultural differences/éen doctor and patient. Although all
members of a community should have access to hgadthotion and direct medical
services they need to optimize good health, mu¢heBolivian population continues to
face substantial barriers that limit its abilityfeom a lasting doctor-patient relationship.
This is due to the shortage of primary care phgsii means of accessing healthcare
services and the poor organization of the medicatre. This chapter will discuss these
three mentioned barriers, how they affect the degatient relationship and propose
possible solutions to these obstacles. It is ingyarto recognize that the structural
barriers impeding the progress of an effective alepatient rapport are not detached
from the cultural dilemmas facing the health cargtem. While this chapter will discuss
structural barriers, take into consideration thevpous chapter and how culture can play

a pivotal role in the development and possibletsmig to these dilemmas as well.

Shortage of Primary Health Care

The increasingly common trend in healthcare thatrealonger be disregarded is
the shortage of primary health care (PHC) physgiaarld-wide. As the planet’s
population continues to grow, the need for mediessonnel becomes omnipresent to
maintain the health of humanity. Unfortunately, treed for PHC physicians far

outweighs the availability of such resources. Thartage of PHC professionals is the
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result of two key factors: the decline as a restithe rapid proliferation of specialization
and lack of human resources. This drift in medpraktice in the United States is
primarily due to the former, attributable to theerin technological advancements and
thus salaries of specialists in an increasinglgpssive world. Only one in ten
American physicians are in “general practice” (igeneral or family practitioners,
pediatricians and geriatricians), implementing hstio approach to medicine (Pugno,
PA., McGaha, AL., Schmittling, GT, et al). The Natal Residence Matching Program
(NRMP), which is responsible for placing recenttpduated medical students into their
choice residency programs, is in accordance tleaintierest in family medicine and
primary care careers in the U.S. has continuecetttirte over the past few years. “With
the needs of the nation calling for the roles amgtises of family physicians, family
medicine matched too few graduates through the NRMReet the nation’s needs for
primary care physicians” (Pugno, PA., McGaha, Achmittling, GT, et al).

Regrettably, this healthcare trend is permeatiegutiderdeveloped health care system in
Bolivia as well. Specialization amongst Bolivianctlars is becoming ubiquitous due to
the advantages similar to anywhere else in thedvortreased salaries and more control
of their career since they are more likely than R¥@sicians to run a private practice
(Uribe, personal interview, 03/2008).

As a result of patients seeing an increasing nurabgpecialists in place of one
general practitioner, the doctor-patient interatibecome increasingly
compartmentalized. It is arduous to build trustlwgrand long-lasting bonds with four
specialty doctors, rather than one primary careghat is familiar with the patient and

his/her health record in its entirety, who can advthem to see a specialist if need be. A
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parallel consequence of this trend is the qualityealth care can suffer due to a
specialist’s tactic of focusing on one area offiagent’s health and not the entire bodily
system. Moreover, studies have shown that commiiméchehaviors as used by
specialists are very “managerial” in style whereréhis no exploration of their patient’s
emotions, expectations or psychosocial aspectss Idads to decreased patient
satisfaction with these encounters due to the dasntered style of a specialist which
allows for little patient participation, and heraecreased satisfaction with the doctor-
patient relationship (Ruiz-Moral, R, Perez Rodregyiie Perula de Torres, LA, & de la
Torre, J, 2006).

The shortage of PHC providers in Bolivia due te ldck of human resources has
led to the number of patients in comparison tonim@ber of physicians at an all-time
high. In 2001, there were 7.6 PHC physicians pgdd®people as compared to the
infamous U.S. shortage of 22.3 physicians per ID#bple (Pan American Health
Association, 2007). As a result of this physicianrsage, Bolivian hospital clinics and
emergency rooms with predominantly hospital-badegigians not trained to provide
the important features of primary care, such aggmion and early management of
health problems, become the “default” regular sewfccare (Bureau of Health
Professions, 2005).

One week of my medical internship | was stationiéd an Emergency Room

pediatrician. Due to the lack of primary care ployans available in the public

hospitals, many children were being seen by the @oBtors for reasons such as
diahhrea, coughing and fevers; symptoms to Ameisdéwat would seem nothing
more than the average cold or flu. | was awestraickow the E.R. doctors would
treat the mothers bringing in their sick childreahgy were very condescending
and dismissed the cases quite quickly. Althouglechildren’s symptoms might

not have been E.R. worthy, they still had the righte examined thoroughly and
seen by a physician.
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Therefore, these problems of imbalance in the Balivealthcare setting persist
as a consequence of specialization and also lakclkrofin resources available. According
to the Pan American Health Organization, the slgertsf PHC providers in Bolivia is
also indirectly caused by “an imbalance in typesahing and low remuneration of
medical and paramedical staff’ (2007). Thus, ittdtldoe no surprise that with the
statistics mentioned regarding the scarcity of RHtgsicians in the Bolivian population,

being able to develop a doctor-patient relationghigrtually impossible.

What can be done to improve the relationship?

In order improve the doctor-patient relationsiipre needs to be sufficient
medical personal available to serve the populatidhere is a shortage of physicians,
then the development of a cooperative bond betweetor and patient cannot evolve.
Hence, one approach to curb the decline in primarg physicians is to make the career
choice more popular. As of now, multiple factorsliuding student perspectives of career
demands, rewards, lifestyle issues and the prestigespecialty continue to influence
medical students’ career choices, while primarg ¢aiassociated with an increased
workload and meager pay in comparison (Pugno, M&Gaha, AL., Schmittling, GT, et
al). Therefore, since the demand is so high foCRirbviders, the benefits and salaries
of the career choice should reflect these needs, Arganizing medical practices to
decrease the demand and impact on physician liéeststy support the upsurge of PHC

physicians.
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The dilemma of the deficiency of human resourogfié Bolivian health care
system could be based on numerous things suclmdmufor medical schools, the
medical education system and, as mentioned abloeeetvards of a career in medicine.
Therefore, in order to shrink the gap between timabrer of doctors compared to patients,
the country will have to make a career in medicmage appealing to students, while also
finding means to fund increased training and thecation of medical personnel. If this
can be accomplished, it would increase the pogsibil having an improved doctor-
patient relationship between the two individualséese it would be more probable for a
patient to visit a physician and the physician widog able to spend more of his/her time
with each patient. The more time a doctor is ablgpgend with each patient has been
shown to correlate with an enhanced relationshipvden the two involved patrties,
increased satisfaction with medical visits andmngtiely improved health care outcomes

(Ohtaki, 2002).

Access to Health Care Services

As if health care problems are not daunting enoddhculty in accessing a clinic
or hospital is another predominant factor whichsatddthe third-world country’s
mounting health care disparities. This dilemmaassed by numerous factors which are
rooted in the country’s extreme geographic divgrdihe capital city of La Paz sits at
12,000 ft. above sea level, while two-thirds of toeintry is in the lowlands and another
part lies within the Amazon basin. This challengiogography creates barriers to
accessing medical care due to poor or limited prartation systems and inadequate

health facilities in some sparsely populated regi@HRQ). Furthermore, Bolivia’s
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geographic diversity means that physicians hawe#d with a large array of diseases of
the tropics, as well as those more common in higtude and temperate zones. Thus,
throughout history Bolivia’s health system has ramad particularly unequal to the task
of providing care to people in this challenging giegphy (Zulawski, 2007).

As a result of this diverse landscape, trainedicagg@rofessionals are pathetically
few in number in some regions compared to otheesicl, remote populations have to
rely solely on local traditional healing practicedich can be inadequate or unsafe in
critical situations. Unfortunately, formally traidh@nedical doctors predominantly elect to
stay in the capitals of departments (U.S. equivalea state) because they receive
augmented governmental or private support for nadgiactice there than in the
countryside. Consequently, there is an acute gi@aémedical facilities and personnel
in smaller towns and regions beyond the outskirth® capitals. This leads to the more
remote populations being less likely to have heaklirance, they have more difficulty
getting health care and have fewer choices in wttereceive professional medical care
(Zulawski). Unfortunately, the few care facilitiagailable to the remote populations are
usually inadequate and under funded. This leatisetinability to schedule
appointments, excessive time spent in the waitbogy, and limited operational hours of
the clinics, which affect a person’s ability andlwgness to obtain needed care (AHRQ).

Every morning walking into the El Alto Clinica deaMrna y Infantil
(Mother and Infant’s Clinic) | immediately encourgeé a line of women
and children emerging from the clinic’'s entrancbeTwaiting room was
always standing-room only, overflowing with patgentaiting to be seen
by the physicians and stray dogs sifting througtbgge for anything to
eat. Some of the indigenous women had traveledstoum home
carrying their infants in a brightly-knit blanketvsing over their shoulders
in hopes to see a physician. Dr. Gutierrez, onthefpediatric physicians

| shadowed, informed me that many of the patieotddvine up outside
starting at 5am even though the clinic did not opatil 8am to ensure
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that their children would be seen. Others who adwat 8am ran the risk
of sitting in the waiting room for 4 hours, onlyle turned away in the
afternoon because the doctors would limit theingrats to around 30 each
day. This allowed for no more than about a ten n&nisit, unless special
circumstances were requiré@utierrez, personal communication,
02/2008).

These factors can have obvious implications on el developed the doctor-
patient relationship can become. If a person iblento see a physician regularly or even
not at all due to where they live in the countriposmd cannot form between the two
parties. Furthermore, these remote populationsmoageek medical attention when they
need it the most because they do not have a locgider they trust to provide them with
care. Besides being an evident doctor-patientdratimited access to health care

services can lead to larger-scale health probleitignithe entire country if disease

prevention and treatment are not available.

What can be done to improve the relationship?

Limited access to healthcare services is a hugetatal barrier in the Bolivian
health care system due to many reasons, suchagagdy of the country, poor
transportation, and the scarcity of physiciansoime regions. In order to make progress
in overcoming this barrier to the doctor-patienatienship, a reform of the entire
healthcare system infrastructure is needed. Aacgitd the Pan American Health
Organization (PAHO) (2004), Bolivia would benefibin “a policy framework that
includes a commitment to universal access to health and to strengthening the
essential public health functions of the statefirAgram put in place throughout Latin
America and the Caribbean known as the Millenniuev&opment Goals is attempting

to do just that. With an emphasis on equity, thayehset certain goals to be reached by
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2015 by all of Latin America and the Caribbean oradi with Bolivia in particular noted

as being one of the poorest regions of this tacgatea. The program has recognized that
means to a better healthcare system that wouldqe@ccess to all the people exist, but
they are largely out of reach for the poorest angtmulnerable groups (PAHO, 2004).
Thus, the millennium goals provide an opportundtyd concerted approach that
recognizes health as a regional public good tchbeesl by all. Improvements that need

to be considered include the locations of heal#ncinics, public transportation
availability, expanded clinic hours, the physicavieonment of the clinic, and, of course,
the rapport built with the patients by medical parsel (Ruiz-Moral, R. et al., 2006).
These administrative, structural and organizatichahges could provide a means for the
Bolivian people to have greater access to heatilitias and thus be able to establish a

cooperative rapport with a physician.

Organization of the Medical Practice

With the shift in medical care from hospitals tdgatient clinics and physicians'
offices in the past decades, there are increasingerns regarding deterioration in the
guality of medical care due to this structural ad@nrhe evolving trend of managed
clinical care has the goal of refocusing systentsaare management onto problems of a
defined population rather than solely on the céiadividual patients (Kongstvedt,
2001). Although this new organization of medicagiice aims to provide care to better
benefit the population, it can become a structbaatier when an individual patient’s
well-being is overlooked. Likewise, the medicalgiiee setting has been shown to affect

a patient’s perception of the quality of care thegeive (Reschovsky, Reed, Blumenthal,
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& Landon, 2001). Hence, this shift in the orgatiaa of medical care can unveil hidden

consequences.

As a result of these structural changes and shiftdnaged care, a side-effect that
can go unnoticed is the fact that a doctor’s previautonomy has become submissive to
the rules and regulations of major health managéorganizations (HMO).
Consequently, physicians do not exhibit the sarpesyf practice behaviors prevalent a
decade ago; they are frequently forced to see parents, spend less time per patient,
are under more scrutiny to follow regulations & tHMO and are often paid less (Borda,
personal communication 03/2008). Therefore, thittiation of politics into the
healthcare arena as a result of these changelastimucture can hamper the quality of

the doctor-patient relationship.

An example of this effect on the professional ietahip is that interpersonal
communication between doctor’s and their patieatsle infrequent due to the decline
in the doctors’ ability to control their own pram#s owing to regulations put in place by
HMO'’s. A survey completed by U.S. physicians evieovged a negative association
between the number of physicians that were undeaged care contracts and the
perceived quality of care they were able to provider patients (Reschovsky et al.,
2001). Unfortunately, this lower quality of careses to be a result of this loss in
autonomy; seeing more patients for shorter offiseésymay allow a larger proportion of
the population to be helped, but quality of cane saffer.

Each day working in the El Alto clinic Dr. Guttierevas required to see

between 20-30 patients over a period of 4 hourgs &Quated to about 7
patients an hour, where she could only spend aBauinutes per visit.
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Under these circumstances, building a trusting affdctive relationship
with each of her patients was unattainable. A docghadowed in the
United States., Dr. Amy Card, had the same problenking in the
Corvallis Clinic. She was scheduled to see sixgodsi an hour for
OB/GYN check-ups, which was hardly feasible, eaffgcinder special
circumstances where the women had a lot of questiola severe
problem.

Therefore, influences in all areas of the healtie @adustry are affected by this shift in
organization of the medical practice, and the depstdient relationship is not immune.

Thus turbulence remains a prominent dynamic.

What can be done to improve the relationship?

In order for the doctor-patient bond to thrive lve hew managed care setting,
examination of the consequences, especially th@emional consequences of such
systems, must be thoroughly considered. Just gsatient-doctor partnership is pivotal
in medicine, so too should be the interaction betwaoctors and the health care
organizations. Ultimately, the delivery of high-djtiacare depends on both effective
health teams and efficient health organizationgrigector involved must focus on how
the medical practice can be defined to better niieeheeds of not only the population
they serve, but individual patients concerns as. \#le effective strategy might be to
have teams of physicians and HMO workers who jpiwtbrk on these relevant issues,
such as decline in time spent with each patiertt,masent operational solutions (Bender,

1995)

Thus, managed care should have maximizing valdegaality as its main
objectives, not just minimizing cost and providiraye to mass amounts of people.

Furthermore, it will be important to assimilate tiegions cultural values and practices
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into the managed care settings in order to prothdéhighest and most effective care
possible. However, whatever the criticisms of nggubcare, the return to open-ended,
fee-for-service medical care will not be successbirltolerated by the public or private
sector. Critical to the future of healthcare wil Wwhether or not the government, health
plans and physicians can reach a better unders@pofleach other’s legitimate roles and

objectives.

Chapter Review

In recent decades Bolivia, along with many othatin. American countries, has
instituted broad reaching health reforms that me@ases have weakened public health
systems, leading to the structural barriers dissitisroughout this chapter. Moreover,
we have seen how these obstacles can greatly #ifedbctor-patient relationship and
quality of health care received. Therefore, makipdor these losses by investing in the
health sector is crucial if the region is to makegpess on meeting the specific Pan
American Health Organization’s millennium goalsadissed previously. Although
Bolivian president Evo Morales and other leadekeh@momised at successive Summits
of the Americas and other world forums to increasestments in health, strengthening
the region's commitment to the millennium goalsa@grs a major challenge (PAHO,
2007). Making progress towards meeting these dnatbe proposed year of 2015 in the
Bolivian health care sector will require conceréation in three key areas: 1) The
country must reduce disparities through targeteghwentions; 2) increase investment in

health and health systems; and 3) develop partipsr&br health development.
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The disparities that arise as a result of thetalgerof physicians, limited access to
health care services and changing organizatioheohealth care practice and how they
affect the doctor-patient relationship cannot s®oheed by economic growth alone, but
will require targeted interventions. This calls pmlicies and actions that aim towards
providing health care to the rural poor in negldategions of the country as well as
marginal urban groups, such as unemployed youtthsiagle-parent households. In
addition, the region's health and social sectorstribe able to operate efficiently
together. Although in the past Bolivia has increbsecial spending as a percentage of
GDP during the 1990s, these increases did not peothe expected results. Thus, the
country must not only increase spending in thethesdctor and on specific programs,
but also do a better job of assessing which miallotations produces the most cost-

effective interventions and the greatest reductiorigealth care disparities (2007).

In conclusion, the Millennium Development Goalsreeto be the current and
most effective answer to coping with these stradtbarriers and ultimately how they
affect the professional bond. Hopefully, they widt health on the agenda of economic
and social development strategies and provide porgymity to promote increased
financing of health by giving new legitimacy andyency to the need to invest in the

Bolivian people.
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CHAPTER G

Conclusion

The relationship between a doctor and patientspgagentral role in the quality
and effectiveness of healthcare received, andaipjparent that cultural and structural
barriers can have drastic affects on this bondift@most part, an inefficient or
unsuccessful relationship leads to hindered comeation due to factors previously
discussed, such as non-concordant languages, rbdiieds or merely poor access to
healthcare services. It is apparent that findidgtsms to overcome these barriers while
being able to effectively communicate are necessabyild and maintain an effective

doctor-patient connection.

Cultural differences — which are often associatét differences in languages
and belief systems — constitute a significant leamo effective communication. One’s
culture effects one’s understanding of a word otesece and even one’s perception of
the world. To simply learn a language is not theeas understanding a culture, because
even those who share a common native language asuSpanish in the Bolivian setting,
may not share a common culture. And not everyome imothe same place and speaking
the same language necessarily shares all the ésadfie common culture. Medical
beliefs, for instance, can have a background roiot¢ioe same language and town, but
some might hold beliefs in traditional medicine lglathers prefer modern physicians.
Therefore, there is a huge risk of either undaresting the effect of cultural differences

or of stereotyping individuals by their culture.tBavill interfere with the effectiveness
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of communication which is absolutely neccesaryiting and receiving adequate

healthcare (Fernandez, 2004).

Structural difficulties — which are often connetteith the infrastructure of a
particular medical system — are yet another hugawae through which effective
communication is bared. Yet, typically these oldsteare more easily prevailed over if
the medical system had ample monetary and humannaes at its disposal. Problems
such as shortage of primary care physicians, atodssalthcare services and a doctor’s
autonomy can all be adapted to fit the needs optmilation to which they serve if
enough of these resources could be obtained. Wmiaiely, in poverty-stricken nations
such as Bolivia, these shortages are much haraestdve. The Millennium
Development Goals, as discussed in Chapter 4 haeefully provide a unique
opportunity to promote increased financing of Heddly giving new legitimacy and
urgency to the need to invest in the Bolivian peophstly, it is important that the
proposed solutions to these identified problemsadepted to individual medical

systems, clinics and hospitals to have any posigpercussions.

Progression towards combating these health caretsain Bolivia has been
noticeably occurring in some areas of the health sgstem, but many medical facilities
are still struggling to employ practices that regltitese cultural and structural effects on
effective communication between doctor and patiénirthermore, the system does not
know necessarily which practices are most effectrel even when effective practices
are known, their implementation of proper solutiona reliable, sustainable, and

efficient manner is challenging. Thus, more studg eesearch in the area of doctor-
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patient communication should be used to help pesimme evidence-based solutions to
this dispute specific to Bolivian healthcare statss The trick is going to be to recognize,
however, that adaptation does not adequately reptdse challenge of implementation.
Too often, evidence-based practices are incorpibrate the existing system, thereby
adding higher expenses, increasing complexity anernpially compromising existing
areas of the system that are working well (Fernan2@04). Instead, an evidence-based
practice should be incorporated into a redesigh®fkystem. For example, it would be
more effective to incorporate more indigenous-spegklinicians, starting at the
educational level into the medical system, rathantto simply have a few nurses who
can interpret the languages (Schyve, n.d.). Hdmgcexecuting “band-aid” solutions
onto the current Bolivian system and expecting integrate itself smoothly and
efficiently will most likely end up being a wastétone, money and do nothing to
improve the doctor-patient relationship in the long.

Some of these cultural and structural healthcaedsgmay be easier to achieve
than others, but to fulfill the overarching objeetiof reducing healthcare inequities by
starting with the doctor-patient relationship, B@i must strive to reach beyond the
minimum progression necessary for change and "thesbar.” This is undoubtedly a
historic task that will require unprecedented padit commitment, leadership, innovation
and broadmindedness. It requires the Andean cotmtnuster the necessary will and
resources to ensure that health makes its proprilmation to cultural inequity
reduction, governmental cohesion, and ultimatebgtéer quality of life for the Bolivian

people.



46

BIBLIOGRAPHY

. Agency for Healthcare Research and Quality (AHR@)ly 2003)National
Healthcare Disparities Repo(DHHS publication). Washington, D.C.: U.S.
Government Printing Office.

. Association of American Medical Colleges (AAMC)0@®).Changing the Face of
Medicine, Washington D.C.: Kirch, D.

. Bastien, J.W. (1987). Cross-Cultural CommunicaBetween Doctors and Peasants
in Bolivia. Social Science and Medicin4(12): 1109-18.

. Bastien, J.W. (1994). Collaboration of Doctors dhases with Ethnomedical
PractitionersWorld Health Forum15 (2): 133-7.

. Bender, A.D. (1995). The Organization of the MebR@ctice and Implications for
Delivering CareQuality Management Healthcgra(4):47-53.

. Bruun, H. & Elverdam, B. ( Dec 2006). Los Naturis Healers Who Integrate
Traditional and Biomedical Explanations in Theredtment in the Bolivian
Health Care SystenAnthropology and Medicine8 (3): 273-283.

. Bureau of Health Professions. (200Bjimary Care Contributions to Health Systems
and Health DHHS publication). Washington, DC: Starfield, BhiS_. and J.
Macinki.

. Coulehan, J. L., & Block, M. R. (2006)he medical interview: mastering skills for
clinical practice Philadelphia: F.A. Davis.

. Dente, J., Herman, C., Allen,P. & W. Hunt. (2006nic Differences in the Use of
Complementary and Alternative Therapies Among £swith Osteoporosis.
Preventing Chronic Diseas8 (3): A80.

10. Destination 360. (2008Bolivian History Retrieved April 12 2008, from

http://www.destination360.com/south-america/balisblivia-history.php

11. Etymology Dictionary Online. (2008Roctor andPatient Retrieved July 22, 2008,

from http://www.etymonline.com

12.Faux, N.R. Receta Medica: Communicating Medicalidarmation across the

Language/Literacy DivideAdult Learning:Health Literacy in Adult Educatign
18-20.

13.Fernandez, A., Schillinger, D., Grumbach, K., Ralseh A., Stewart, A., Wang, F.

& E. Perez-Stable. (2004). Physician Langaugeitii@nd Cultural



a7

Competence: An Exploratory Study of Communicatotin Spanish-Speaking
PatientsJournal of General Internal Medicind9(2): 167-174.

14.Firenzuoli, F., & Gori, L. (September 2007). Herbadicine today: Clinical and
research issueBvidence Based Complementary Alternative Medidr{suppl
1): 37-40.

15. Health Literacy. (2008). INational Library of Medicine OnlineRetrieved July 29,
2008, from http://nnim.gov/outreach/consumer/fiitmimI

16.Houts, P., Bachrach, R., Witmer.J., Tringali, CcBer,J., & Localio, R. (1998).
Using pictographs to enhance recall of spoken na¢distructionsPatient
Education and Counselin85(2), 83-88.

17.Hughes PhD, J. (1994). Approaches to the Doctae®aRelationshipOrganization
and Information at the Bed-Sid&ccessed 12 Jan. 2008.

18.Johnson, R.L., Saha, S., Arbelaez, J.J., Beach,&Choper, L.A. (2004). Racial
and Ethnic Differences in Patient PerceptionsiasBnd Cultural Competence in
HealthcareJournal of General Internal Mediciné9(2):101-10.

19.Kleinman, A., & Benson, P. (2006). Culture, Moraipgerience and Medicindlount
Sinai Journal of Mediciner3(6):834-9.

20. Ohtaki S., Ohtaki T. & M.D. Fetters. (2002).dar—patient communication: A
comparison of the USA and Jap&amily Practice 20: 276—-282.

21. Pan American Health Association (PAHO) (20@4New Agenda for Health.
Perspectives in Health — The Magazine of the Paeriisin Health
Organization (6)2. Washington, DC: Kickbusch, I.

22. Pan American Health Association (PAHO). (20@Huntry health profile: Bolivia
Washington, DC: PAHO.

23. Pugno, P.A., McGaha, A.L., Schmittling, GT. Milbiss, A.& Kahn Jr, N.B.
(September 2007). Results of the 2007 Nationaideas Matching Program:
Family Medicine Family Medicing 39(8):562-71.

24. Reschovsky, J., Reed, M., Blumenthal, D., &dam B. (Mar 2001). Physicians’
assessments of their ability to provide high-gyalare in a changing health care
systemMedical Care 39(3): 254-69.

25. Ruiz-Moral, R, Perez Rodreguez, E, Perula dee§pLA, & de la Torre, J. (Dec
2006). Physician-patient communication: a studyh@nobserved behaviours of
specialty physicians and the ways their patieatsgive themPatient Education
and Counselingg4(1-3): 242-8.



48

26.Schouten, B.C., & Meeuwesen, L. (2006). Culturdfddences in Medical
Communication: A review of the literatuf@atient Education and Counseling,
64: 21-34.

27.Schyve, P. (n.d.). Language Differences as a BagiQuality and Safety in
Healthcare: The Joint Commission Perspeciive Joint Commissio®akbrook
Terrace, IL.

28.Sharma, B.K. (Oct 7 2001). Trust is the Basis ottiooPatient Relationship.
Retrieved April 11, 2008, from http://www.tribunelia.com/2001/20011007/
spectrum/fitness.htm

29.UNICEF. Bolivia Statistics. Retrieved April 14 2008m
http://www.unicef.org/infobycountry/bolivia_statiss.html#47

30.Vandebroek, I., Thomas, E., Sanca, S., Van Damm&d@a Puyvelde, L. & De
Kimpe,N.. (2008). Comparison of health conditioreated with traditional and
biomedical healthcare in a Quechua community ialmolivia. Journal of
Ethnobiology and Ethnomedicind(1):1.

31.William Osler. Wikapedia Online Encyclopedia. Rewed January 29, 2008, from
http://en.wikipedia.org/wiki/William_Osler

32.Working Party of the Royal College of Physiciari¢oy-Dec 2005). Doctors in
Society: Medical Professionalism in a Changing \Warburnal of Clinical
Medicine 5(6 Suppl 1):S5-40.

33. Zulawski, A. (2007)Unequal Cures: Public Health and Political ChangeBolivia,
1900-1950 Durham: Duke University Press.



49

APPENDI X

Las Preguntas para la Entrevista
(Interview Questions)

1. ¢Como las afectan los aspectos culturales a Esaaks entre el doctor y el
paciente en Bolivia?
(How do cultural aspects affect the relationshipween the doctor and patient in
Bolivia?)

- Las differencias en etnicidades/raices de daocpmaciente (Por ejemplo,
un doctor de raice espanola y un paciente indigen

(The differences in ethnicity/race of doctor anderat? for example, a
Spanish doctor and an indigenous patient)

- Las barreras de lenguas diferentes (Ej.: Unepée que hable aymara o
guechua) ¢Hay muchos doctores que hablen estosas!?

(The barriers of different languages For exampleatient that speaks
Aymara or Quechua. Are there many doctors thatlspieese languages?)

- Las creencias en medicina tradicional y lasurobres tradicionales?

¢, Como estos los afectan el tratamiento, la pssge de enfermadedes, la
relaciones del paciente y doctor?

(The beliefs in traditional medicine and customs\tio these affect the
treatment, progression of illnesses and the reteiop between doctor
and patient?)

- ¢, Que es el papel del doctor en la cultura d&iB® (un papel muy
respetado)¢, Hay mucha confianza en el doctorpagtdnte tiene el
opcion para decidir sobre su tratamiento y saletidoctor hace todas las
decisiones?

(What is the role of the doctor in the Bolivian cué? Are they respected?
Is there a lot of trust in the doctor? Does theigait have the option to
make decisions about their treatment and healtticas the doctor make
all the decisions?)

2. ¢Como las afectan los aspectos de la sociedadrelé@iones entre el doctor y el
paciente en Bolivia?

(How do aspects of society affect the relationskeipvieen the doctor and patient in

Bolivia?)
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-¢. el papel respetado estd cambiando? ¢ El dinelafibder profesional
son factores importantes de la carerra? Si “Sa@ los afectan las
relaciones? (Ej: En EEUU muchos doctores hacerla @sas cosas.)
(Is the respected role of the doctor changing? Iseybdegree/
professional power important factors of the carenes, howdo these
factors affect the relationship? For example, ia th.S. many doctors
choose the career for those benefits.)

- ¢ Piensa que doctores no siente compassiogsgpacientes con
enfermadades provenables? Como, VIH/SIDA quesingio sexualmente
o problemas con causas de decisiones malas?

(Do you think that doctors have less compassion tdsvpatients with
preventable diseases such as AIDS/HIV that areadigxnansmitted or
problems as a result of bad decisions?

- ¢,Hay un problema en Bolivia con el numero deatsgbrimerias para el
tamano de la poblacion? (overspecialization) ¢ Cesto se afectan el
tratamiento? ¢ Las relaciones de los pacientesosotidctores?

(Is there a problema in Bolivia with the numbepafary care doctors
for the size of the population? How does this atimatment and the
relationship between patients and doctors?)

- ¢ El doctor tiene menos autonomia que en eldo&sglas organizaciones
grandes, empresas de seguro o el gobierno tiaseaomtrol de la
medicine? ¢ Como? Y si “Si”, como afecta la miedie

( Does the doctor have less autonomy than in tls¢?d2o the large
organizations, insurance companies and/or the govent have more
control over healthcare? How? If yes, how does #fisct care?)



