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lessons In
first year of pracuice

Outside my office window, a man
with a cart sold “paletas,” the
Mexican version of “Popsicles.”
Nearby, some Laotian children
played underneath a shady
mulberry tree to escape the
summer heal.

Across the street, T could see an
irrigation canal running beside a
field where many of Iy patients
earned their living as seasonal
farm workers. The sounds coming
through my window — peopie
gpeaking Spanish and Lactian
dialante — hecame familiar rame

]

)

wnghsh. She and my transiator
talked for a while until she .
understood the question. The young
woman and her mother, talked back
and forth in Mien. The daughter
gave an answer in Lao tomy
assistant, who then told me, “It
hurts at night.” If T had been
concentrating, I would be able to
remember the original question I
asked. And with luck, the answer
would relate to the question.

Cultural differences betweenmy
patients ana me had an imporiant
cffect on my practice of medicine. I
taced many questions that were noti.
inciuded in my medical fraining:
What are the rypical occupational




throughn my winaow — Seanie
speaking Spanish and Laodan
datects — secame (amiiiar o me
as my first year as a tamily
practice physician unioided.
Language was sometimes an
impenetrable barrier, but it also
anriched my experience.

1 moved to California to ruifillmy
obligation to the National Heaith
Service Corps, which gave me a
full scholarship ror medical school.
When I accepted my assignment at
a nonprofit community health
center, i did not reaiize how much
the area was truiy a meiting pot.
Two-thirds of my patients were
migrant workers and their
families. They labored in the fields,
orchards, dairies and canneries of
the fertile San Joaquin Valiey.

In addition o Mexican-American
farm workers, I also saw a large
number of patients wio were
Laotian immigrants. In this area,
there are actuaily three different
ethnic groups who have emigrated
from Laos: the lowland Lao, and
two hill {ribes, the Hmong and
Mien. Members of each group have
their own language, history and
dress.

Fven with a Hmong translator in
our clinic, I would sometimes have
great difficulty communicating
with my patients. One day, an
elderly Mien woman wheo did not
speak Lao or Hmong came in with
her daughter, complaining of
indigestion. The interview went
something like this:

“Does she have a burning
stomach pain?”’ 1 asked. My
assistant translated into Lao for the
daughter, who did not speak

aseed many questions that were not
inciuded in my medical training:
“¥hat ave rhe rypicai cecupational
heaith problems of migrant or
seasonal farm workers? How do
cuiture and living environment
affect a disease process and its
ireatment? And why is it that, even
with a transiator, { sometimes still
could not communicate etfectively
with my patients?

it was not just a maiter of a
ifferent language. 3y patients
wought differently in the way they
ewed the worid and even their
iilnesses. I learned the difference
between a disease and an illness. A
disease is a medical condition with
a cause, a specific set of
symptoms, a typical progression
and a treatment. An illnessisa
nerson’s subjective experience and
is modified by culture, social class
and personal experience.

Wy patients asked me about
conditions I had never heard of;
many are culture-bound
syndromes, {olk-defined illnesses
that exist within the contextof a
particular cuiture. However, when
examined by someone irained in
Western medicine, there is no
correlation with modern medical
definitions or known diagnoses.

“Tmpacho’’ is a perceived
bleckage of the intestines, and
“caida de mollera” is a sunken
anterior fontaneile, or soft spot, in
an infant’s head. Their folk-heaith
beliefs explain causes for these
conditions, and give nonmedical
{reatment.

A mother brought in her young
son comnplaining of abdominal pain.
1 gave him my typical greeting for
children, ‘“Hola, Miguel, gimme
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five!”’ We slapped palms, and he
gave me a big smile. I try to make
children feel comfortable. I ask
them about their pets, their bikes
or their teachers; 1 like them to
think that I am a friendly rather
than a scary doctor with a big
needle.

“He doesn’t want to eat, and his
belly swells up,” the mother said.
She looked worried. ‘‘He has pain
in his stomach.” Her happy little
son sat on the table without any
evidence of disiress.

“Does he have any vomiting, any
diarrhea or fever?” I asked.

“No, but sometimes he’s
constipated.”

T examined Miguel but couid find
nothing wrong. His abdomen was
sott and not tender.

“Do you think he might have
empacho?”’ Tasked.

The mother looked relieved to
have me voice her concern.

“Well, yes, he might,” she said.

“1 don’t think he has empacho,” I
said. I suggested that he drink
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Dr. Davig Simenson moved 10
Catifornia to fulfill his
obligation to the Mational
Health Service Corps, which
gave him a full scholarship for
medicai school. Simenson
listens as Gilda Garcig, above,
discribes what ails her 18-
month-old daughter Grace.
Comforting patients like
Grace, left, is a skiil 8imenson
claims is not taugnt in medical
school.

more liquids and eat fresh fruit and
vegetables and whole wheat hread.
Miguel’s mother accepted this
treatment plan withoui my having
to compromise her cuitural beliefs.
1t takes more than just patience
for me todeal with these cross-
cultural misunderstandings. [ have
learned three steps to effective
cross-cultural medicine. The firstis
respect for the patients’ cuttural
values, their way of dress, and
their concerns. What is the ideal
family size? What is a normal
(See LESSONS, page C2)
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Lessons: Doclor's fear

(From page €C1)
hreakfast? Should children
wear shoes, socks, or under-
wear? The American way is not
the only way, and I can tell you
that I often saw different an-
swers to each of these questions
inmy first year in practice. 1
had to believe each person’s cul-
tural context offered answers
just as valid as mine.

The second step is under-
standing. What do my Mexican
patients eat for breakfast?
Sotue eat scrambled eggs with
cactus (delicious), and others
eat corn flakes.

What caused that perfectly
circular ecchymosis (or hickey)
on a Laotian woman's fore-
head? 1t can be the result of suc-
tion applied under a small cup,
which is a common treatment
for headaches.

What does “Shuhah.” the
name of a Sudanese-Awerican
infant, mean? It means “falling
star.” As I increased my under-
standing of each patient’s way
of life, T was better able to im-
prove his health. But under-
standing is only the foundation
of respect. Why learn how oth-
ers deal with the problems of
lite if you have no respect for
their solutions?

The third step is true caring
for the patient and his health.’
During medical school. my clos-
est relationship was with my
texthooks. During residency 1

- was closest to the other resi-
2 dents with whom I worked each

day. As Istarted medical prac-
tice, I began to develop stronger
relationships with iy patients.
T better understood my patients
— their different languages,
dress, foods and beliefs, and I
saw many gualities to admire.

People who were at first
strange and incomprehensible

" became individuals. I tell my

patients that they are in charge
of their own health and their
health problems. My job is not
to dictate their behavior but to
give them advice on how they
can improve and maintain their
health. When 1 found myself ar-
guing with a patient, or when
communication was cloged off
hecause I had offended him or
her, it was usually hecause |
bad neglected respect or under-
standing.

My first year of medical prac-.

- toenine nainf inmanv

ways. Learning to adjust to eul-
tural differences was part of the
process. As a medical student
and resident I admired and was
awed by the authority and re-
spensibility assigned to a physi-
cian.

During my medical training,
the breadth and depth of medi-
cal knowledge would sometimes
overwhelm me, We were all

There was the fear
that others would
think I was '
incompetent. There
was also the fear
that something
terrible would
happen to the
patient because |
did not order the
best treatment or
test,

Di. David Simenson

siriving to build a {ully func-
tional base of medical know}-
edge. As I started practice, it
was intensely painful to face a
situation I did not know how to
handle. There was the fear that
others would think I was in-
competent. There was also the
fear that something terrible
would bappen to the patient be-
cause 1 did not order the best
treatment or test,

I no longer expect to know ev-
erything. L have learned where
to turn for help, what texts or
journals to read, and what con-
sultants can give useful advice.
I found out how rewarding it is
to have patients give you their
trust. I have also learned to ac-
cept and respect their culture
and their concerns. It is enrich-
ing to understand the beauty
and variety of other ways of life.
Above all, T have learned to
meet patients on their own
terms.

Dr. Simenson is a physician at
Childs Avenue Clinic in Merced.
This article is an excerpt from
“My First Year as a Doctor —
Real-World Stories ' edited by
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