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he enthusiastic response of instructors and students

to the first two editions of Patient Assessment in
Pharmacy Practice has been exciting and rewarding. In pre-
paring the third edition, the challenge has been to build on the
strengths of the book while updating information and adding
new features. The third edition continues to be a textbook for
pharmacy students and practitioners that presents a practi-
cal approach to assessing a patient’s health-related problems.
Over the past several years, the pharmacy practice culture has
been transitioning to patient-centered care and medication
therapy management rather than just focusing on the drug
product. Within the patient-centered practice model, the phar-
macist is responsible not only for delivery of the drug product
but also in managing the patient’s medication regimen and
improving health outcomes of the patient. An integral part
of patient-centered care and medication therapy management
involves patient assessment skills.

Unfortunately, most currently available health assessment
books, which are intended primarily for medical and nursing
students, focus on physical examination skills. Although this is
an important piece of patient assessment, it is not the focus of
pharmacy practice. Patient assessment within pharmacy prac-
tice focuses on gathering patient-specific information, evaluat-
ing that information, identifying drug-related problems, and
formulating and implementing a patient care plan. Physical
examination data plays a limited role as compared to the in-
formation gathered through the health and medication his-
tory. That is why we developed this book. Patient Assessment
in Pharmacy Practice has been written with one main goal in
mind: to provide students and practitioners with a practical
text that relates patient assessment skills to pharmacy practice.

NEW TO THE THIRD EDITION

B Chapter 1, Patient Assessment and the Pharmacist’s Role
in Patient-Centered Medication Management Services,
includes information regarding patient-centered care and
medication therapy management (MTM) as they relate to
patient assessment skills.

B Abnormal findings, located within the subjective and
objective sections of the body system chapters, include
more drug-related information applicable to patient symp-
toms and physical findings.

B Patient cases at the end of each body system chapter
include an increased emphasis on drug-related problems
that pharmacists routinely assess.

Preface

B Skill development activities have been added to the end
of applicable chapters that instructors can use to assist
students in learning, practicing, and demonstrating practi-
cal patient assessment skills.

B Updated pharmacy practice content, including clinical
practice guidelines, clinical skills, treatment recommenda-
tions, drug-induced symptoms, etc.

B Chapter bibliographies are revised and updated to include
the most pertinent clinical practice readings. Except for
classic or benchmark entries that contain important text,
illustrations, or tables, the bibliographies list publications
from the past 7 years.

ORGANIZATIONAL PHILOSOPHY

Patient Assessment in Pharmacy Practice is divided in two
parts. The chapters in Part I discuss global issues that are
related to assessing patients. Part I also contains chapters that
discuss health-related problems that span many body systems
(e.g., pain and nutrition).

Part II is presented through a body system, head-to-toe
approach, which is the most efficient and logical method
for assessing a patient and for student learning. Within each
chapter, we use a patient symptom approach because that is
the most common way a patient assessment situation will
present itself to the pharmacist.

CHAPTER STRUCTURE

Each chapter in Part II has five major sections: Anatomy and
Physiology Overview, Pathology Overview, System Assess-
ment (i.e., subjective information and objective information),
Application to Patient Symptoms (i.e., case studies), and Skill
Development Activities.

B Anatomy and Physiology Overview: This section pro-
vides a basic overview—not extensive—so all readers have
the same starting point. Preparatory levels may vary for
students and practitioners, so we felt that a basic, similar
starting point was needed as a foundation for subsequent
patient assessment discussion. For more extensive informa-
tion on anatomy and physiology, the reader is referred to
specialty textbooks in these areas.

B Pathology Overview: This section discusses the most com-
mon disease states a pharmacist will encounter as well as
the most prevalent disease states for that particular body

vii
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system. This is not meant to be an all-inclusive discussion
of these disease states but rather a basic overview. As a
large part of patient assessment entails correlating signs
and symptoms with possible diseases, we felt that a basic
foundational discussion was necessary.

B System Assessment

Subjective Information: The primary skill that a phar-
macist uses in nearly all practice settings is communica-
tion or, more specifically, patient interviewing to obtain
the health and medication history (e.g., symptoms and
medication utilization). The interviewing technique
(INTERVIEW) that we use is a combination of open-
ended questions as a starting point and then closed-ended
questions to elicit more specific symptom data concerning
the particular symptom. The goal is to provide focused
direction to elucidate information relative to the specific
disease states/symptoms discussed.

Objective Information: Physical examination and lab/
diagnostic tests are discussed as objective information.
The physical examination is covered using a step-by-step
approach with each technique (TECHNIQUE) to
allow the novice learner to be able to easily follow the ap-
propriate procedures. Normal findings are described with
the technique and abnormalities (ABNORMALITIES) are
highlighted as a separate section after each technique. In
addition, specific cautions (@ CAUTION) are high-
lighted to emphasize particular maneuvers that are sensi-
tive to error or misinterpretation of results.

B Application to Patient Symptoms: This section is de-
signed as patient cases to illustrate a practice situation in
which pharmacists use patient assessment skills. We have
attempted to vary the practice settings in which these
cases occur; however, the majority are in the community
environment.

Each case includes:
Patient—pharmacist initial interaction
Interview questions with patient responses

Objective assessment information pertinent to the pa-
tient situation

Discussion to assist the student in analysis/evaluation of
the subjective and objective patient data (i.e., the patient
assessment process)

Patient care plan provides examples of documentation
that should accompany patient-centered care activi-
ties. Documentation is required for all healthcare pro-
fessionals. However, pharmacists are relatively new in
documenting their patient care interactions. We chose
the SOAP note approach because it is the most common
method of documentation used across all healthcare
professions.

Self-assessment and critical thinking questions to assist
the student in learning important information from the
chapter. Answers to the self-assessment questions are
provided at the end of the book.

B Skill Development Activities: The activities listed at the
end of the chapter are suggested for the instructor to use
possibly in a skills lab environment to assist students in
learning, practicing, and demonstrating practical patient

assessment skills. The activities are not meant to be all-in-
clusive, and instructors are encouraged to expand accord-
ing to their particular learning environment.

PEDAGOGICAL FEATURES

Nearly all chapters include numerous pedagogical features
that enhance the book’s mission as a practical text that
applies patient assessment skills to the pharmacy practice
setting.

B Boxes and Tables:

Throughout each chapter, special boxes highlight consistent
categories of information from chapter to chapter. These
include:
Signs and Symptoms: list the most common subjective
and objective findings related to the primary disease
states discussed in that chapter

Drug-Induced Symptoms: list drugs that may cause signs
or symptoms discussed in that chapter

Causes of Disease: list common non—drug-related causes
of diseases

General boxes: list content material that requires empha-
sis but does not fit the previous categories

Tables are also used throughout the text to highlight
important information that may be more challeng-
ing for the reader/student to understand in basic text
format.

B Key Terms (boldface text) for each chapter are listed im-
mediately prior to the Anatomy and Physiology Overview.
These terms are defined in text directly following each term
as well as in the glossary at the end of the book.

ART

To illustrate the textbook, figures have been chosen that
will assist the reader’s understanding of the patient assess-
ment process. Specifically, photographs are used in nearly all
chapters to illustrate physical examination techniques as well
as abnormal findings. Line drawings are used to illustrate
normal anatomy and physiology.

SPECIAL INCLUSIONS/EXCLUSIONS

It was a challenge to the authors to decide how to approach
the physical examination techniques in this text. As previously
stated, this area of pharmacy practice is frequently limited.
However, the role of the pharmacist is expanding. Collabora-
tive drug therapy management is on the rise and, thus, the
role of the pharmacist in patient care and medication therapy
management is growing. In addition, schools and colleges of
pharmacy take varied approaches when teaching this material
in their curriculum. Therefore, we chose to include physical
examination techniques that are commonly used in practice
today (e.g., blood pressure measurement) as well as tech-
niques that may be used only in specialty practices today or
may provide future practice opportunities (e.g., auscultating
breath sounds).
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INKLING EBOOK VERSION

Patient Assessment in Pharmacy Practice, Third Edition, in-
cludes an eBook and the following resources on the Inkling
platform:

B Application Videos (p»), demonstrating patient consulta-
tion skills for common patient situations that students need
to learn to succeed in the pharmacy practice setting

B Physical Examination Videos (), demonstrating approaches
to physical assessment of body systems

B Heart and Lung Sounds audio program

SUMMARY

Patient Assessment in Pharmacy Practice is a textbook that
assists the student in applying patient assessment skills to the
pharmacy practice setting. It is the result of years of phar-
macy practice experience and teaching. Throughout the
manuscript preparation and book production, every effort
has been made to develop a book that is informative, instruc-
tive, and practical. It is our hope that we have accomplished
these goals.
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Patient Assessment and

the Pharmacist’s Role

in Patient-Centered
Medication Management
Services

Rhonda M. Jones

GLOSSARY TERMS

» Drug therapy problem

» Medication management services
» Patient assessment

» Pharmaceutical care

» Pharmacotherapy workup

JB is a 74-year-old man who comes to the pharmacy for a refill of his
antihypertensive medication, lisinopril. As he approaches the phar-
macy counter, he loses his balance slightly, but he catches himself on
the counter. The pharmacist asks, “Are you okay, Joe?” The patient
answers, “Oh, yes, 'm fine. I just stumbled a little. I do that quite
often these days. I need a refill of my blood pressure medicine.” The
pharmacist pulls up Joe’s drug therapy profile on the computer screen
and asks, “What’s the name of the medication?” The patient answers,
“I need my lisinopril.”

In the real-life example of an interaction between a patient and a
pharmacist cited earlier, there exists an opportunity for the pharmacist
to either ignore the patient’s loss of balance and proceed with refilling
his lisinopril or the pharmacist can gather further patient information
(both subjective and objective); assess the data; and, possibly, iden-
tify, resolve, and even prevent a drug-related problem (or problems).
In other words, the pharmacist has the opportunity to put into prac-
tice the philosophy of patient-centered care, which is the key com-
ponent of pharmaceutical care. When pharmacists provide this type
of care, they are using all their knowledge and skills to benefit the
patient. Pharmacists have more to offer patients than safe delivery of
drug products—they have the ability and opportunity to help improve
not only the patient’s health but also the patient’s quality of life. It goes
beyond the traditional, product-oriented role of the pharmacist to the
contemporary role of the pharmacist providing medication manage-
ment services.

PHARMACEUTICAL CARE AS PROFESSIONAL
PRACTICE

In 1990, Hepler and Strand defined pharmaceutical care as the “respon-
sible provision of drug therapy for the purpose of achieving definite
outcomes that improve a patient’s quality of life. These outcomes are
(1) cure of a disease, (2) elimination or reduction of a patient’s symp-
toms, (3) arresting or slowing of a disease process, or (4) preventing a
disease or symptoms.”



Chapter 1 Patient Assessment and the Pharmacist’s Role in Patient-Centered Medication Management Services 3

The central component of pharmaceutical care is caring
about the patient. It is about sincerely having concern for the
patient and taking the time and effort to help that patient
as a pharmacist and healthcare professional. If the pharma-
cist truly cares about the patient, then that pharmacist will
incorporate the pharmaceutical care philosophy into his or
her practice, regardless of practice setting (e.g., community,
acute care/hospital, ambulatory care, home care, nursing
home, etc.) or potential obstacles. Pharmaceutical care is de-
signed to complement existing patient care practices to make
drug therapy more safe and effective.

Since Hepler and Strand first introduced the concept
of pharmaceutical care, the American Pharmacists Asso-
ciation (APhA) and the American Society of Health-System
Pharmacists (ASHP) have expanded the initial description
through their Principles of Practice for Pharmaceutical
Care and “Statement on Pharmaceutical Care,” respec-
tively. ASHP’s statement described five primary elements
of pharmaceutical care: “it is medication-related; it is care
that is directly provided to the patient; it is provided to
produce definite outcomes; these outcomes are intended to
improve the patient’s quality of life; and the provider (phar-
macist) accepts personal responsibility for the outcomes.”
The APhA Principles delineate five key characteristics of
pharmaceutical care:

B A professional relationship must be established and
maintained.

B Patient-specific medical information must be collected, or-
ganized, recorded, and maintained.

B Patient-specific medical information must be evaluated and
a drug therapy plan developed mutually with the patient.

B The pharmacist assures that the patient has all supplies, in-
formation, and knowledge necessary to carry out the drug
therapy plan.

B The pharmacist reviews, monitors, and modifies the thera-
peutic plan as necessary and appropriate, in concert with
the patient and healthcare team.

More specifically, the pharmacist also has three primary
responsibilities within the practice of pharmaceutical care:
(1) to ensure that the patient’s drug therapy is appropriately
indicated, the most effective available, the safest possible,
the most convenient to take, and the most economical; (2) to
identify, resolve, and prevent any drug therapy problems; and
(3) to ensure that the patient’s therapeutic goals are met and
that optimal health-related outcomes are attained. These re-
sponsibilities focus on addressing the patient’s drug therapy
problems.

A drug therapy problem is any undesirable event experi-
enced by the patient that involves drug therapy and that actu-
ally (or potentially) interferes with a desired patient outcome.
In other words, a drug therapy problem is a patient problem
that is either caused by or may be treated with a drug. Drug
therapy problems within society cause a significant amount
of morbidity and mortality. It has been estimated that drug-
related morbidity in the United States costs several billion
dollars annually. Common drug therapy problems and their
causes are listed in Table 1.1, which groups drug therapy
problems into seven major categories. For the pharmacist
to resolve identified drug therapy problems and to prevent

TABLE 1.1 Common Drug Therapy Problems
and Their Causes

Drug Therapy Problems Possible Causes

No indication
Duplicate therapy

Unnecessary drug therapy

Wrong drug Contraindications present

Drug not indicated for
condition

More effective medication
available

Drug interaction

Indication refractory to drug

Inappropriate dosage form

Dose too low Wrong dose
Inappropriate frequency
Inappropriate duration
Incorrect storage
Incorrect administration

Drug interaction

Dose too high Wrong dose
Inappropriate frequency
Inappropriate duration
Incorrect administration

Drug interaction

Undesirable drug side effect
Allergic reaction

Drug interaction

Incorrect administration
Dose changed too quickly
Unsafe drug for the patient

Adverse drug reaction

Noncompliance Cannot afford drug

Does not understand
instructions on how to
take the drug

Cannot swallow/administer
the drug

Prefers not to take the drug

Drug not available

Untreated condition

Prophylactic therapy

Synergistic therapy

Additional drug therapy

Adapted from Cipolle RJ, Strand LM, Morley PC. Drug therapy problems.
In: Cipolle RJ, Strand L, Morley P, eds. Pharmaceutical Care Practice: The
Patient-Centered Approach to Medication Management, 3rd ed. New York:
McGraw-Hill, 2012:141-181.

future problems, he or she must understand the causes of
these problems. Those listed in Table 1.1 are not all-inclusive,
but they do focus on the most common causes of the various
drug-related problems. In order to identify, resolve, and pre-
vent drug therapy problems, pharmacists must ensure that the
following needs are met:

B Patients have an appropriate indication for every drug they
are taking.

B Patients’ drug therapy is effective.
B Patients’ drug therapy is safe.
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B Patients can comply with drug therapy and other aspects
of their care plan.

B Patients have all drug therapies necessary to resolve any
untreated indications.

PATIENT CARE PROCESS

P> The best way to think about pharmaceutical care within

pharmacy practice is in terms of the work and interactions
that occur between the patient and pharmacist. To fulfill the
pharmaceutical care responsibilities and attain the goals of
therapy (i.e., appropriate, effective, safe, convenient, and
economical drug therapy), the pharmacist must use a con-
sistent, systematic, and comprehensive process: the patient
care process. Figure 1.1 illustrates the steps of the patient care
process. It starts with initiating a relationship with the pa-
tient. This relationship can begin with the patient bringing a
new prescription to the pharmacy, requesting a refill prescrip-
tion, asking a question about a nonprescription product, or
asking about symptoms he or she is experiencing. During the
next step, the pharmacist gathers all the pertinent information
to evaluate the patient’s health problems and drug therapy ap-
propriately. The specific actions involved with this step will
vary according to the patient’s health problems, drug therapy,
and any corresponding drug therapy problems. The informa-
tion that is obtained may be both subjective and objective.
Subjective information, such as patient symptoms or chief
complaint, general health and activity level, history of present
illness, past medical history, and social history, is obtained di-
rectly from the patient and/or caregiver and typically cannot
be directly measured. Because subjective data cannot be mea-
sured or observed, pharmacists are limited in their ability to
verify the accuracy of these data that the patient or caregiver

v

Gather patient information
(subjective and objective).

v

Assess information
(patient assessment).

v

Develop patient care plan.

v

Implement care plan/intervention.

v

Follow-up.

——

FIGURE 1.1 Patient care process.

provides. On the other hand, objective data, such as vital
signs and laboratory tests, are observable; can be measured;
and are not influenced by memory, emotion, or prejudice.

The nature of the medication history can be confusing
and a topic of debate. Many pharmacists consider it to be
subjective because it is information typically provided by the
patient. Others believe that because it can be confirmed with
the computerized medication profile from the pharmacy, the
medication history is objective. Although typically considered
objective, the same can be said of laboratory results or vital
signs—they can be supplied by the patient or obtained from
the lab, patient’s chart, or measured directly. Strictly speaking,
patient-provided data are subjective unless the pharmacist can
measure it directly (e.g., blood pressure) or verify the informa-
tion with the lab, patient’s chart, or computerized medication
profile/refill record. A common situation that occurs is using
the computerized dispensing record as the medication history.
By doing this, it may not include over-the-counter medications,
physician samples, etc. It is best if the pharmacist obtains a
thorough history from the patient and then verifies as much as
possible with the computerized medication record. Chapter 3
provides a detailed description of interviewing techniques and
components of the health and medication history.

Ways in which subjective and objective data can be
obtained include talking with the patient as well as with his
or her caregiver, physician, or other healthcare professional;
reviewing the prescription, drug therapy profile, or other
pharmacy records; reviewing the patient’s medical record, if
available; and obtaining physical assessment data (e.g., mea-
suring vital signs).

Patient Assessment

A key component of the patient care process just described
is assessment of the patient’s health and drug-related infor-
mation. For pharmacists to successfully incorporate pharma-
ceutical care (i.e., patient-centered care) into their practice,
they must have knowledge and skills in patient assessment.
Once all the pertinent subjective and objective information
has been obtained, the pharmacist assesses that informa-
tion and looks for drug therapy problems (see Table 1.1).
Patient assessment is defined as the process through which
the pharmacist evaluates patient information (both subjective
and objective) that was gathered from the patient and other
sources (e.g., drug therapy profile, medical record, etc.) and
makes decisions regarding (1) the health status of the patient,
(2) drug therapy needs and problems, (3) interventions that
will resolve identified drug problems and prevent future prob-
lems, and (4) follow-up to ensure that patient outcomes are
being met. The primary purpose of patient assessment is to
identify, resolve, and prevent drug therapy problems. Because
the responsibilities of pharmaceutical care and patient assess-
ment are so intertwined, a pharmacist cannot adequately pro-
vide pharmaceutical care without assessing patients.

As with collecting patient data, it is best to use a systematic,
consistent process for patient data evaluation and assessment.
This framework for organizing and evaluating patient-specific
data is termed the pharmacotherapy workup and should be
used each time the pharmacist makes a drug therapy decision.
Figure 1.2 illustrates the components involved with the phar-
macotherapy workup. During the pharmacotherapy workup,
the pharmacist systematically and repeatedly questions and
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FIGURE 1.2 Pharmacotherapy workup. (Based on information
in Cipolle RJ, Strand LM, Morley PC. The assessment. In: Cipolle
R]J, Strand L, Morley P, eds. Pharmaceutical Care Practice: The
Patient-Centered Approach to Medication Management, 3rd ed.
New York: McGraw-Hill, 2012:183-235.)

evaluates the drug therapy’s indication, effectiveness, safety,
compliance, and untreated indications. The pharmacotherapy
workup reflects the cognitive process involved with the pa-
tient assessment process.

Box 1.1 lists a series of questions that will help guide the
student or new pharmacist through the workup and assessment
process. The basis of these questions and the pharmacist’s assess-
ment of patient information relates to the drug therapy needs de-
scribed earlier (i.e., appropriate indication, effectiveness, safety,
compliance, and untreated indications) and potential for drug-
related problems. Although this evaluation process may seem
complex and overwhelming, discovery of drug-related problems
can begin in response to two basic questions: Is the patient’s
problem caused by drug therapy? Can the patient’s problem(s)
be treated with drug therapy? Further analysis and identification
of drug-related problems occurs through continuous asking of
five logical questions regarding drug therapy needs:

B Does the patient have an appropriate indication for each of
his or her drug therapies?

B Are these drug therapies the most effective for his or her
medical condition?

B Are the drug therapies causing any adversel/side effects?

B [s the patient able and willing to comply with the drug
therapies instructed?

1.1 @ Patient Assessment Questions

B Are any of the patient’s complaints/symptoms or abnor-
mal objective/physical findings due to drug therapy?

B Consider possible adverse effects of drug therapy.

B What are the other possible causes of the patient’s
complaints/symptoms or abnormal objective/physical
findings?

B Consider other medical conditions.

B Are each of the medications appropriately indicated?

B Appropriate medical condition for each drug?

B Are each of the medications the most efficacious and
the safest possible?

B For the medical condition?

B For the patient? (Consider age, gender, renal and
liver function, other medical conditions, and adverse
effects.)

B |s the dose the most effective and the safest possible?

B Correct dose? (Consider age, renal and liver func-
tion, weight, and other medical conditions.)

B [s the patient experiencing any adverse effects from
the drug therapy?

B |f yes, can any of the adverse effects be resolved?

B Are there any drug interactions that will impair efficacy
or safety?

B Consider prescription and nonprescription drugs.

B Are there any drug-food or drug-laboratory test
interactions?

B |s the patient able to follow the drug regimen?

B Does the patient understand how to appropriately
take the medications?

B Can the patient afford the drug therapy?

B Does the patient need additional drug therapy for an
untreated indication? Synergism with current therapy?

Prophylaxis?

Based on information in Tomechko MA, Strand LM, Morley PC, et al.
Q and A from the pharmaceutical care project in Minnesota. Am Pharm
1995;NS35(4):30-39.

B [s each of the patient’s medical problems/symptoms/
complaints being treated with drug therapy (if appropriate)?

For experienced pharmacists who routinely provide patient-
centered care, these questions typically are answered simulta-
neously while gathering patient information during the health
and medication history and physical assessment. In reality, the
pharmacist is continuously processing and evaluating patient
data as he or she is gathering it.

If time is short, the easiest way to begin the assessment pro-
cess is to prepare a list of the patient’s medications and then a
list of the patient’s diseases, symptoms/complaints, and medi-
cal problems. The pharmacist can then compare the informa-
tion in the two lists, matching the diseases, symptoms, and
problems to the medications. Identification of any medications
without indications or any symptoms/diseases without medi-
cations, which are both drug-related problems, can be the first
step of the patient assessment process. The next step would
then be evaluating the dose, dosing regimen, and dosage form
to make sure that they are the safest and most effective for the
patient. However, the pharmacist wanting to practice patient-
centered care must keep in mind that not all drug therapy
problems can be identified from just the prescription or medi-
cation profile and a list of patient diseases. To make sure that
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all patient outcomes are met and not to miss any drug-related
problems, pharmacists need to obtain and evaluate patient
signs and symptoms, laboratory values, physical exam data,
patient compliance, and goals of therapy. These components
are integral to a thorough assessment of the patient and identi-
fication, resolution, and prevention of drug-related problems.

Many times, pharmacists do not have access to patient data
such as lab values or physical exam information (e.g., blood
pressure readings, blood glucose values). To compensate for
this missing information, pharmacists are beginning to learn
and use pertinent physical assessment skills in their practice.
Examples of physical assessment techniques that are being
applied within pharmacy practice include inspection of skin
abnormalities, blood pressure and heart rate measurement,
peak flow readings, bone density testing, blood glucose levels,
and cholesterol values. Whether physical assessment is per-
formed by a pharmacist or another healthcare professional,
at a minimum, pharmacists must have an understanding of
the physical assessment process and the corresponding data
obtained if they are to provide adequate pharmaceutical care
to patients. The intent of this book is to enhance understand-
ing of basic physical examination techniques and data as they
apply to patient-centered care—not necessarily for pharma-
cists to become proficient in each of these techniques and
“diagnose” the patient.

Once all drug-related problems have been identified, it is
then necessary to determine the cause for each. Knowing the
cause of each drug-related problem leads to the most effective
solution for the patient. The identified drug therapy problems
are then categorized and prioritized, along with correspond-
ing goals and goal criteria (i.e., patient outcomes), and they
are documented in the patient care plan (PCP) or pharmacy
note. Integral to the PCP are the solutions to these problems,
which are commonly known as interventions. Interventions
are primarily the actions needed to resolve identified drug
therapy problems or to prevent potential problems in the fu-
ture. These may include (but are not limited to) educating and
counseling the patient about drug therapy or health-related
issues, contacting another healthcare professional to obtain
more patient information or to make recommendations about
drug therapy, recommending new or alternate (drug and non-
drug) therapy, and referring the patient to another healthcare
professional. Secondary interventions ensure that the patient
achieves the goals of therapy. The particular type of interven-
tion varies according to the patient’s needs, goals of therapy,
and the drug therapy problems that are identified.

Another part of the PCP is the follow-up evaluation, com-
monly termed the monitoring plan, which outlines factors
that will determine attainment of the desired patient outcomes
(e.g., blood pressure measurement, laboratory data, or talking
with the patient). In selecting the most appropriate interven-
tion and monitoring plan, the pharmacist should also actively
consider the patient’s needs and desires and incorporate these
into development of the plan. Ideally, the patient should be
involved throughout the entire pharmaceutical care process.
The final step of the PCP, which is frequently overlooked
or eliminated due to time constraints, is implementing the
monitoring plan and follow-up to determine the outcomes of
drug therapy. For example, the pharmacist may contact the pa-
tient to evaluate drug therapy compliance or drug side effects.
Other follow-up actions may include measuring vital signs or
checking other physical or laboratory data. Note that after the

plan has been implemented, the patient care process recycles
once again. The pharmacist may need to gather more data,
assess the patient’s progress, and adjust the plan accordingly.

DOCUMENTATION

Documenting a patient care encounter is a critical and essen-
tial step in the pharmaceutical care process. It is commonly
understood among pharmacy practitioners that “if you didn’t
document it, you didn’t do it.” Documentation is a valuable
communication tool for future encounters with that patient
and with other healthcare professionals. Other reasons why
documentation is so critical to the patient-centered care process
are listed in Box 1.2. Currently, several different methods are
used to document patient care and PCPs, and various computer
software options are available to assist the pharmacist with this
process. Good documentation is more than just filling out a
form, however; it should facilitate good patient care. Charac-
teristics of useful documentation of patient encounters include:

B [nformation that is neat, organized, and able to be found
quickly

B [nformation that is easily understandable, so that any health-
care professional can determine what the problems were,
what actions were taken, and what follow-up is needed

B Accurate subjective and objective information

B An assessment of the patient information, focusing on drug
therapy problems

B A plan to resolve any problems that were identified

B A therapeutic monitoring plan for future follow-up to
ensure that any problems are resolved and that patient out-
comes are met

SOAP Note

The most common—and universally recognized—format for
documenting patient information in the healthcare system is
the SOAP note, which is an acronym that stands for Subjective,
Objective, Assessment, and Plan. Each term reflects a section
of the note that contains a specific type of information. Using a
systematic and consistent format, such as the SOAP note, makes
the documentation of patient care encounters more efficient.
The SOAP note is the format that we will be using through-
out the book to document cases in a PCP. The subjective and
objective sections contain information from the patient and/or

1 Value of Documentation

B Provides a permanent record of patient information

B Provides a permanent record and evidence of pharma-
ceutical care activities by the pharmacist

B Communicates essential information to other pharma-
cists and healthcare professionals

B Serves as a legal record of patient care that was
provided

B Provides evidence of patient interventions and medica-
tion therapy management services for reimbursement

Based on information in Currie JD. Documentation. In: Rovers JP, Currie
JD, Hagel HP, et al, eds. A Practical Guide to Pharmaceutical Care, 3rd ed.
Washington, DC: American Pharmaceutical Association, 2007:139-160.
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caregiver, physical exams, as well as laboratory and diagnostic
tests. Drug therapy problems are identified from the subjective
and objective information and are documented in the assess-
ment section. The plan describes needed actions to resolve the
drug therapy problems identified and monitoring/follow-up for
evaluation of drug therapy outcomes.

The subjective section includes information that is given by
the patient, family members, significant others, or caregivers.
The type of information in this section includes:

B Complaints/symptoms or reason for the visit from the
patient in his or her own words (chief complaint)

B Recent history that pertains to those symptoms (history of
present illness)

B Past medical history

B Medication history, including compliance and adverse effects
(from the patient, not the computerized medication profile)

B Allergies
B Social and/or family history

B Review of systems

The objective section includes data that are obtained from
the patient and that can be measured objectively. Common
information in this section includes:

B Vital signs
B Physical findings or physical examination (if possible)

B Laboratory test results (from the lab if available, not from
the patient)

B Serum drug concentrations (if available)
B Various diagnostic test results (if available)

B Computerized medication profile with refill information
(if available)

Because other healthcare professionals also commonly
generate certain objective data (e.g., physical examination
data generated by physicians or physician assistants or labo-
ratory test data generated in a clinical or an institutional set-
ting), it is helpful if the date and who generated the data are
included with the specific information documented.

The assessment section of the SOAP note involves critical
thinking and analysis by the pharmacist. The pharmacist ana-
lyzes the subjective and objective information and determines
the health status of the patient, if the patient is experiencing
any drug-related problems, and if the patient’s health out-
comes are being met as described in detail earlier. If a problem
is identified for the first time, adding a notation of “newly
identified” after the problem (e.g., “Hypertension—newly
identified.”) is helpful. Likewise, for a follow-up assessment
or reevaluation of a problem, adding “resolved,” “worsened,”
or “stable” (e.g., “Gastritis caused by glucophage therapy—
resolved.”) is also helpful. In addition, the assessment section
provides the basis or rationale for the plan section.

The plan section involves actions that were—or need to
be—taken to resolve any problems that have been identi-
fied. Sufficient detail needs to be included, but without being
too lengthy, so that future pharmacists or other healthcare
professionals can easily understand what took place during
the patient encounter and what follow-up actions are nec-
essary. Thus, a critical component of the plan is follow-up

to ensure that problems are actually corrected, future prob-
lems do not develop, and drug therapy goals are met. The
follow-up should include monitoring parameters that need to
be assessed as well as the interval for the next assessments
(e.g., “Check blood pressure—2 weeks.”). It is also helpful
to include guidelines concerning what should be done with
the data at the time of the follow-up (e.g., “Check blood
pressure in 2 weeks. If <140/90 mm Hg and no side effects,
continue current medications. If 140 to 160/90 to 100 mm
Hg, recheck blood pressure in 2 weeks. If >160/100 mm Hg,
increase lisinopril to 40 mg QD. If having side effects [cough,
light-headedness, dizziness], may need to change to doxazo-
sin, 2 mg QHS.”). This information expedites the follow-up
process, especially if a different pharmacist sees the patient at
this time. A general rule of thumb is that a colleague should
be able to read, interpret, and act on the plan if the pharma-
cist who documented the note is not available.

Problem-Oriented Note

In the problem-oriented note, a patient’s active problems are
listed and a SOAP note is written for each problem or closely
related group of problems. The problems may be regarding
the patient’s disease states or may be drug therapy problems.
If the patient assessment does not reveal any drug therapy
problems, then the note should be so titled (e.g., “No drug
therapy problems identified.”), and sufficient data that led to
this conclusion should be included in the SOAP note. Because
both the SOAP note (with all the problems documented
in one note) and the problem-oriented note are commonly
used, either format is acceptable. The same format, however,
should be used consistently from pharmacist to pharmacist
at a particular practice site. Throughout this book, the SOAP
note format is used to document the PCP or pharmacy note
when illustrating patient case scenarios.

OPPORTUNITIES FOR PATIENT
ASSESSMENT

As described previously, patient assessment is an integral part
of the patient-centered pharmaceutical care process. Further-
more, pharmacists are in a unique and influential position to
incorporate patient assessment skills, identify drug-related
problems, and improve patient outcomes. The most common
settings in which pharmacists can have an impact are directly
involved, in some manner, with patient care. These include
hospitals, long-term care facilities, ambulatory/outpatient
clinics, and community pharmacies. In the hospital setting,
pharmacists routinely evaluate patient health records and
drug therapy regimens; reconcile patient medications upon
admission; counsel patients about their medications upon
discharge from the hospital; and provide specialty clinical
services, such as pharmacokinetic monitoring, drug and nu-
trition information, pediatrics, critical care, infectious disease,
and cardiology. Long-term care facilities offer unique patient
assessment opportunities because a pharmacist’s review and
evaluation of each patient’s medical record and drug therapy
on a monthly basis is mandated by the U.S. Federal Govern-
ment. In ambulatory/outpatient clinics, pharmacists counsel
and educate the patient about medications as well as evalu-
ate the patient’s medical record and drug therapy regimens.
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Typical areas of focus for patient assessment activities include
anticoagulation, diabetes, hypertension, and lipid clinics.
Ambulatory clinics are the most common setting in which
pharmacists perform physical examination activities with pa-
tients (e.g., blood pressure measurement).

Because community pharmacies are typically associated
with the drug product rather than with patient care, they are
sometimes overlooked as a setting for pharmaceutical care or
patient assessment activities; however, the converse is actually
true. The community pharmacy provides abundant oppor-
tunities for patient assessment on a daily basis. Community
pharmacists are the most accessible healthcare professional
and are routinely trusted by society. In addition, the self-care
revolution is influencing the number of individuals who are
using nonprescription products. Self-care is anything that a
patient does on his or her own to identify, treat, or prevent
illness/disease or increase his or her sense of wellness without
consulting a healthcare professional. The self-care movement
is being partly fueled by an increasing number of prescription
drugs being reclassified as nonprescription drugs, escalating
elderly population (age >635 years), inflated healthcare costs,
and a high percentage of underinsured or uninsured people in
the United States. Other influential factors include healthcare
information being readily available on the Internet, patients
becoming more educated and empowered about healthcare
and treatment options, as well as patients preferring the con-
venience and decreased cost associated with self-treatment
versus the time and expense required to visit a medical pro-
vider. Pharmacists are the most logical healthcare provider to
assist and guide patients in making wise choices about non-
prescription products, dietary products, and/or homeopathic
medications as well as when to consult a physician.

MEDICATION THERAPY MANAGEMENT
SERVICES

Another ideal patient care opportunity for pharmacists is the
provision of medication management services (also known
as medication therapy management [MTM]), which are the
identifiable practice activities surrounding the professional re-
sponsibility of managing a patient’s medications (i.e., a com-
prehensive assessment of the patient’s drug-related needs, an
individualized care plan to determine desired goals of therapy
with the patient, and appropriate follow-up to evaluate pa-
tient outcomes that result from the care plan). These activities
are needed to meet the standard of care, which ensures each
patient’s medications are individually assessed to determine
that each medication is appropriate for the medical condi-
tion being treated, that the medication is being effective and
achieving the goals established, that the medication is safe for
the patient in the presence of comorbidities and other medica-
tions the patient may be taking, and the patient is able and
willing to take the medication as intended.

Medication management services are relatively new. The
term and surrounding activities became more pronounced in
2006 when the U.S. Federal Government implemented a new
Medicare drug benefit (Part D), in which the elderly popula-
tion receives coverage for outpatient prescription medications.
As part of the new Medicare Part D benefit, a new service was
needed to help patients manage these covered medications,
which evolved into the term medication therapy management.

Medication management services are designed to optimize
patient outcomes through improved medication use, reduce
the risk of adverse events and drug interactions, and increase
patient compliance for targeted beneficiaries. These beneficia-
ries include those with multiple chronic disease states such as
diabetes, hypertension and hyperlipidemia, multiple medica-
tions covered under Part D, and outpatient medication costs
that exceed an amount to be determined by the U.S. Depart-
ment of Health and Human Services (DHHS).

Medication management services may encompass a broad
array of consultation activities and are very similar to the pa-
tient-centered care activities described earlier. At a minimum,
medication management requires the pharmacist to review all
medications the patient is taking, identify adverse drug effects
and drug interactions, and determine patient compliance with
the prescribed medication regimen. A more comprehensive
approach includes the steps listed in Table 1.2.

MTM consultation would also include evaluation of any
drug-related problems which will improve the patient’s health-
care outcomes and/or reduce drug costs as described in detail

TABLE 1.2 Guidelines for Comprehensive
Medication Management

An assessment of the patient’s medication-related needs

B All medications are reviewed and documented with
the patient.

B The medication experience of the patient is discussed
and recorded.

B The patient’s medication history including allergies/
reactions is taken.

B All current medications and their doses (the way they
are actually being taken by the patient) are reviewed
with the patient and documented.

B Each medication is assessed for the medical condition
or indication for which it is taken.

B The clinical status of the patient is assessed/deter-
mined for each drug/condition treated/prevented.

B The clinical goals of therapy for each medication are
ascertained and documented.

Identification of the patient’s medication-related problems

B |ndication/appropriateness of the medication
B Effectiveness of the medication

B Safety of the medication

B Compliance/adherence to the medication

Develop a patient care plan with individualized therapy
goals and personalized interventions.

B The patient’s medication care plan is developed by the
pharmacist directly with the patient and in collabora-
tion with the primary care team/healthcare providers.

Follow-up evaluation to determine actual patient outcomes

B Follow-up evaluations allow the pharmacist in collabo-
ration with the primary care medical team to determine
the actual outcomes resulting from the recommended
interventions.

Adapted from PCPCC Resource Guide: Appendix A: Guidelines for the
practice and documentation of comprehensive medication management in
the patient-centered medical home. https://www.pcpcc.org/sites
/default/files/resources/Appendix_A_Guidelines_for_the_Practice_and
_Documentation.pdf. Accessed December 16, 2014.
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_JCASE STUDY

JB is a 74-year-old man who comes to the pharmacy for

a refill of his antihypertensive medication, lisinopril. As he
approaches the pharmacy counter, he loses his balance
slightly, but he catches himself on the counter. The phar-
macist asks, “Are you okay, Joe?” The patient answers,
"Oh, yes, I'm fine. | just stumbled a little. | do that quite
often these days. | need a refill of my blood pressure med-
icine.” The pharmacist pulls up Joe's drug therapy profile
on the computer screen and asks, “What's the name of the
medication?” The patient answers, "I need my lisinopril.”

ASSESSMENT OF THE PATIENT

PHARMACIST: So how long have you been having
problems with your balance?

JOE: Oh, it's not a problem. I've just been a little light-
headed the past couple of weeks. | guess it’s just old age.

PHARMACIST: How is your energy level?

JOE: | don't do a whole lot anymore, so | guess | don't
need much energy at my age.

PHARMACIST: How have you been feeling otherwise?
Have you been having any other problems?

JOE: No, otherwise | feel okay.

PHARMACIST: | notice in your profile that you just started
taking the lisinopril 2 weeks ago. How have you been
taking it?

JOE: | take it with breakfast and supper. Just like my
other blood pressure medicine.

PHARMACIST: Actually, you should be taking it just once
a day. Why don't you have a seat over here and let me
check your blood pressure and heart rate. They could
be too low from the lisinopril, and that could be causing
your light-headedness and low energy.

Joe’s heart rate is 78 bpm, and his blood pressure is
104/72 and 102/70 mm Hg.

PHARMACIST: Your blood pressure is slightly lower
than it should be. | think this may be due to taking the
lisinopril twice a day rather than once a day, and this is

earlier in the chapter. If any drug therapy problems are identi-

probably causing the light-headedness and decreased
energy. I'll go ahead and get the refill for you, but
make sure that you take it just once a day.

JOE: Okay. | guess | never paid any attention to it. | just
figured it was the same as the other medicine I'm taking.
From now on, I'll take it with my breakfast every moming.

PHARMACIST: That would be fine. | also want you to
come back in a week so that | can recheck your blood
pressure and heart rate and see if you're feeling better.

JOE: That sounds like a good idea to me. Thanks for
taking the time to check into this.

PATIENT CARE PLAN

Patient Name: JB
Medical Problems:
Hypertension
Current Medications:
Lisinopril 25 mg, one tablet once daily

S:  Comes in for lisinopril refill. C/O occasional light-
headedness, decreased energy level, and loss of
balance over the past 2 weeks. No other C/O.
Currently taking the lisinopril twice a day for the
past 2 weeks.

O: Saw patient lose his balance on way to the phar-
macy counter

Heart rate: 78 bpm
Blood pressure: 104/72, 102/70 mm Hg

A: Hypotension—new onset—probably due to non-
adherence with the lisinopril

P: 1. Instructed patient to take the lisinopril once a
day with breakfast rather than twice a day as
he has been doing

2. Follow up in 1 week to recheck heart rate and
blood pressure. If still low, call the physician
and see about possibly D/Cing the lisinopril

Pharmacist: Rachel Smith, Pharm.D.

Self-Assessment Questions

fied, the pharmacist intervenes to correct or resolve the problem
and establishes a follow-up monitoring plan. Interventions may
include working with the patient/caregiver or collaborating with
the prescriber to address specific medication problems. MTM
consultations also provide opportunities for pharmacists to edu-
cate and counsel patients about appropriate medication use and
strategies to enhance medication regimen adherence. In addition,
the pharmacist needs to document patient interactions not only
for good patient care but also for reimbursement of services.

Example

The case from the beginning of the chapter is reproduced and
continued in the “Case Study” section.

1. Briefly describe the concept of pharmaceutical care.

2. What are the pharmacist’s primary responsibilities in
providing pharmaceutical care to patients?

3. Briefly describe how the concept of patient assessment
is intertwined with pharmaceutical care.

Critical Thinking Question

1. In the patient case example discussed in this chapter,
the patient’s hypotension was probably caused by non-
compliance with the lisinopril. As a pharmacist who
provides pharmaceutical care, what would you do if the



10 PART | OVERVIEW OF PATIENT ASSESSMENT

patient comes back to the pharmacy a week later, has
been taking the lisinopril correctly (i.e., once daily), but
still has a low blood pressure?
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R e ——————

GLOSSARY TERMS

p Cultural pluralism For centuries, millions of people representing hundreds of different
» Culture cultures and nationalities have left their countries of birth to make
» Ethnicity the United States their home. Until recently, many of these immigrants

willingly surrendered their individual cultural identity and adopted

» Ethnocentrism
the European American culture and the English language as their own,

» Prejudice thereby leading to the familiar characterization of the United States as
» Race a “melting pot.” Today, however, sequestration rather than assimila-
» Stereotype tion may be more accurate when describing the prevalent behavior of

various ethnic groups. Recent immigrants now often confine them-
selves to their own cultural enclaves and interact mainly within their
own cultural groups. By 2050, the United States will be a “majority
minority” nation, with more than half the population coming from
racial or ethnic minority backgrounds. In light of these changes, the
term cultural pluralism has been coined. Cultural pluralism (or maulti-
culturalism) refers to the United States as having tremendous cultural
diversity rather than one dominant “American” culture. This diversity
requires us, as pharmacists, to become aware of our own culturally
determined preferences, values, and behaviors and to appreciate those
of other cultures. It also challenges us to examine the issues and prob-
lems associated with cultural diversity in our daily practice.

Because cultural belief systems have a significant impact on an in-
dividual’s health-related behaviors, pharmacists must demonstrate a
genuine respect for cultural differences while at the same time pro-
viding effective patient-centered care. As described in Chapter 1, the
pharmacist’s role is to identify, resolve, and prevent medication-related
problems, which enhance positive patient outcomes. This specifically
involves interviewing patients, taking health and medication histories,
obtaining physical assessment data, monitoring and evaluating pa-
tient information (both subjective and objective), evaluating patient
compliance, and educating as well as counseling patients. In addition,
pharmacists frequently interact with colleagues and other healthcare
professionals who represent different sociocultural segments of society.
Considering these various aspects, the provision of patient-centered
care requires a pharmacist to possess effective cross-cultural skills
when dealing with patients, colleagues, and other healthcare profes-
sionals. Cross-cultural competency is essential for providing quality
care in today’s healthcare environment.

» Subculture

WHAT IS CULTURE?

Culture is a simple word with complex meanings that encompass the
entire domain of human activities. Specifically, culture is the integrated
pattern of thoughts, communications, actions, customs, beliefs, values,
and institutions associated, wholly or partially, with racial, ethnic, or

1
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linguistic groups as well as religious, spiritual, biological, geo-
graphical, or sociological characteristics. Culture is dynamic
in nature, and individuals may identify with multiple cultures
over the course of their lifetimes. Culture reflects the whole
of human behavior, including values, attitudes, and ways of
relating to and communicating with each other. It also en-
compasses an individual’s concepts of self, universe, time, and
space as well as health, disease, and illness. Because we all
have varied aspects to our life, individuals typically belong
to more than one cultural group or subculture, which refers
to separate groups within a larger cultural context. These
multiple cultural groups can result from a person’s religion,
occupation, gender, age, illness, and many other factors. For
example, an Irish, Catholic, female patient with cancer will
reflect various aspects, in some degree, of all these cultural
groups. The term culture should not be confused with the
term race, however. Race refers to groupings of people with
the same biological and familial heredity. A person’s race typi-
cally is reflected in physical characteristics, such as skin color,
and is continued through generations. Lipson defines ethnicity
as “a socially, culturally, and politically constructed group of
individuals that holds a common set of characteristics not
shared by others with whom its members come in contact.”

Characteristics of Culture

Culture has four primary characteristics: (1) It is learned from
birth through group socialization and language acquisition;
(2) it is adapted to specific conditions (i.e., environmental
and technical factors); (3) it is dynamic and ever-changing;
and (4) it is shared by most, if not all, members of that par-
ticular cultural group. Common features of culture include
patterns of interaction and communication, social organi-
zations, role expectation, politics, geography, and econom-
ics. A person’s culture is expressed through shared norms
(i.e., cultural boundaries), meanings, and values. In addition,
culture helps people to learn and to define their relationship
with immediate groups and with members of society in gen-
eral. Our culture influences the way that we think as well as
how we interact and conduct our activities of daily living.

Culture is shaped by a person’s nationality, socioeconomic
and professional groupings, special needs, and lifestyle prefer-
ences. Our attitudes, beliefs, and customs are determined by
our cultural heritage, which defines our identity. Sometimes,
our culture provides us with unlimited opportunities and per-
sonal freedom to exercise our own free will. At other times,
it imposes enormous restrictions by preventing us from step-
ping outside cultural boundaries (i.e., norms).

Ethnocentrism, Prejudice, and Stereotypes

Culture also influences how people view and judge those who
seem to be different. Core cultural issues are situations, inter-
actions, and behaviors that have potential for cross-cultural
misunderstanding. These core cultural issues often revolve
around issues such as authority, physical contact, communi-
cation styles, gender, sexuality, spirituality, and family. Phar-
macists reflect society’s cultural mix as well as represent their
own cultural group as a healthcare profession. To provide
patient-centered care appropriately, pharmacists must accept
a wide variety of beliefs, practices, and ideas about health

and illness that may differ from their own. A major portion of
patient-centered care relies on communication with patients
and other healthcare professionals, so pharmacists must also
recognize and accept variations in communication skills and
behaviors that result from differing cultural backgrounds.

Ethnocentrism is the belief in the superiority of one’s own
group or culture while also expressing disdain and contempt
for other groups and cultures. A European American pharma-
cist working in a clinic in a Mexican American border town
would be displaying ethnocentrism if he or she arbitrarily dis-
missed a patient’s herbal remedy as being ineffective.

Prejudice is the preconceived judgment or opinion of an-
other person based on direct or indirect experiences. An Anglo
American pharmacist working in a clinic in an inner city envi-
ronment who recommends oral contraceptives to all African
American females based on the belief that these women have
children indiscriminately would be displaying prejudice.

Stereotypes are fixed perceptions or images of a group
that reject the existence of individuality within that group.
This can occur even with the best of intentions. Table 2.1
outlines generalizations that may apply to various ethnic
groups; however, when this type of cultural information is
applied indiscriminately, without considering the uniqueness
of the individual, stereotyping can occur. Stereotyping is an
even greater risk when pharmacists do not recognize their
own values and beliefs. A pharmacist who displays ethno-
centrism or prejudice, or who stereotypes individuals, will
gather data selectively and in accordance with his or her own
personal values and judgments. These biases can limit—or
even prevent—important patient information from being ob-
tained and, in turn, distort the corresponding assessment of
the patient and his or her drug therapy problems.

To apply general cultural information, pharmacists must
seek further information to determine whether the cultural
generalizations fit the individual. Thus, as you begin to work
with various patients, be aware of and sensitive to core cultural
issues. Once identified, the pharmacist can explore the issues by
inquiring about the patient’s own belief or preference. Box 2.1
identifies ways to develop cultural sensitivity. The first step is
to examine your own culturally based values, beliefs, attitudes,
and practices—especially concerning health and illness. Also,
keep in mind that pharmacists have been socialized into a dis-
tinct professional culture and that this culture (like others) in-
stills its own beliefs and norms regarding health and illness. For
the majority of pharmacists, this professional culture includes
an acceptance of the biomedical theory of health and illness.
(This theory and its alternatives are discussed in more depth
in the following section.) In addition, each pharmacist has a
culture that is defined by his or her own personal situation.

When a pharmacist interacts with someone from a cul-
ture with differing beliefs, conflict can result. Because of this
potential conflict, it is helpful to explore your own percep-
tion, beliefs, and understanding of health and illness that
have developed from your cultural background. Sometimes,
this requires significant introspection. The goal of this reflec-
tion is to develop cultural competence. Cultural and linguis-
tic competence, as defined by the Office of Minority Health,
is a set of congruent behaviors, attitudes, and policies that
come together in a system, agency, or among professionals
that enables effective work in cross-cultural situations. To
assist with your cultural self-assessment, answer the ques-
tions in Box 2.2. After answering these questions, reflect on
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TABLE 2.1 Cultural Characteristics Related to Healthcare
Cultural Health Beliefs and Healthcare and
Group Practices Family Relationships Communication Medication Use
European Health is a state of Independence and English is dominant Frequently seek healthcare.
Americans well-being, both individuality are language. Frequently use prescrip-
physically and emphasized. Frequent eye contact. tion, over-the-counter,
mentally. Strong nuclear Frequent nod of head and herbal products.
Cause of most illnesses family rather than or “uh-huh” for Increasing use of self-help
explained by germ extended family. agreement. products.
theory, stress, or
improper diet.
Frequently seek
healthcare.
Use self-help products.
African lliness is caused by Strong bonds with English or slang/"Black” Use home remedies before
Americans natural (e.g., cold extended family. English is dominant seeking healthcare.
air, pollution, food) Family helps in time language. Frequent use of folk medi-
and unnatural (e.g., of crisis/illness. Alert to discrimination. cine and self-care.
witchcraft, voodoo) Strong sense of High level of caution and Prayer is common means
forces. peoplehood, even distrust of majority of prevention and
if not related. group. treatment.
Nonverbal behavior is
important.
Arab Health is a gift from Strong extended Use English or Arabic Commonly seek and use
Americans God. family bonds. language. healthcare.
lliness is caused by evil Women take care of Eye contact considered May use home/folk rem-
eye, bad luck, stress, the sick. disrespectful and/or edies (e.g., sweating,
germs, or an imbal- Family makes health- inappropriate between herbal teas) and religious
ance of hot/dry and care decisions. men and women. rituals.
cold/wet. Touch inappropriate be-
Mental illness should tween men and women.
be able to be
controlled by the
patient.
Chinese Health maintaining Extended families Cantonese and Man- May use home remedies,
Americans balance between yin common; two or darin most common herbalists, and acupunc-
and yang in body three generations languages. turists in conjunction
and environment. often live in same Eye contact avoided with with Western medi-
Most physical illness household. authority figures as sign cine or before seeking
caused by imbalance  Patriarchal society— of respect. medical help.
between yin and oldest male makes  Being on time not valued. Diet major source of pro-
yang. decisions. Address formally. moting health.
Harmony important to Keep respectful distance.
maintain body, mind, Silence may be sign of
and spirit. respect.
Japanese Good health related to ~ Family-oriented Japanese is the preferred Western beliefs in health
Americans taking care of yourself. cultural group; self language but usually able promotion becoming

Balance between self,
society, and universe.

subordinate to
family.

Men usual spokesman,
although women
can be involved in
decision making.

Women considered
subordinate in more
traditional families.

to understand and speak
English.
Quiet and polite.
Little direct eye contact.
Touching uncommon.
Controlled facial
expressions.
Promptness important.

more accepted.

Screening may be
inhibited if issues are
sensitive.

Herbal remedies may
be used.

Prayer and offerings
may be used in
conjunction with
Western medicine.

Western medicine gen-
erally accepted.

(continued)
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TABLE 2.1 Cultural Characteristics Related to Healthcare (continued)
Cultural Health Beliefs and Healthcare and
Group Practices Family Relationships Communication Medication Use
Vietnamese Health based on har- Highly family Three major languages: Treated with herbal medi-
mony and balance oriented; may Vietnamese, French, cine, spiritual practices,
within themselves. be extended or and Chinese. and acupuncture.
lliness related to natu- nuclear family. Head may be consid- Other health practices
ral causes, imbalance  Father or eldest son ered sacred and feet include cupping, coin
in yin/yang, punish- spokesman. profane. rubbing, pinching skin,
ment for fault, or Women who are Respect shown by avoid- inhaling aromatic oils,
violation of religious not wage earners ing eye contact. herbal teas, or wearing
taboo. more subordinate More distant personal strings.
in decision space. Believe in both Western
making. Open expression of emo- medicine and folk
tions is in bad taste. medicine.

Will seek screening only if
emphasized by doctor or
nurse.

Mexican Health is feeling well Mostly nuclear May use English or Spanish. ~ Seek help from curandero
Americans and being able to families, with ex- Differences in word usage or curandera, who
maintain roles. tended family and depending on home receives power through
Disease based on godparents. region. a calling or dream/vision.
imbalance between Direct eye contact fre- Frequently use herbs, ritu-
individual and quently avoided with als, and religious objects.
environment. authority figures.
Do not usually sub- Silence may indicate lack
scribe to mainte- of agreement.
nance and illness Touch by strangers gener-
prevention due to ally unappreciated.
present time orienta- High degree of modesty.
tion and belief that Women may not share
future is in God's information about con-
hands. traceptive activities.
Men disclose feelings less
often.
Puerto Health is viewed as the Nuclear and ex- May use English or Multivitamins commonly
Ricans absence of mental, tended family Spanish. used.
spiritual, or physical structure. Express gratitude by Health screening proce-
discomforts. All decisions con- providing goods. dures often avoided,
Being underweight or ceived around Speak and give instruc- except for children.
thin is also seen as family. tions slowly. Home and folk remedies
unhealthy. Women assume ac- Relativistic view of time; used before or in com-
lliness might be seen tive role in caring negotiate for time of bination with Western
as hereditary, punish- for the sick. appointment. medicine.
ment, sin, or the Pharmacist has significant
result of evil. role in care-seeking.
Realistic, serene view
of life.
Some believe destiny
or spiritual forces are
in control of life situ-
ations, health, and
even death.
Cubans Traditional Cubans Family oriented. Use Castilian Spanish but Seek care first from

think of someone
overweight and rosy-
cheeked as being
healthy.

speak quickly, shorten
words, and incorporate
English words.

Western medical
facilities; prayer and
religious assistance used
concurrently.

(continued)
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TABLE 2.1 Cultural Characteristics Related to Healthcare (continued)
Cultural Health Beliefs and Healthcare and
Group Practices Family Relationships Communication Medication Use
Modern germ theory Extended family Typically outgoing and Health promotion and
well understood, al- important; often confronting. illness prevention
though may believe three family Close contact and becoming more
that extreme ner- generations in touching acceptable. accepted.
vousness or stress household. Eye contact expected Health screening
can cause illness. Men expected to during conversation. acceptable to most.
make decisions Often follow Western Herbal medicine often
and protect business time. used.
family. Many food prescriptions
Women usually in used as home remedies.
submissive sup-
portive role.
Native Health is a state of Strong extended Speak English and/or na- Seek help from medicine
Americans harmony with nature family bonds. tive Indian language. men.

and universe.

lliness is caused by
supernatural forces
(e.g., witchcraft, evil
spirits).

Respect for self/body
and nature.

Respect for elderly.
Elderly have leader-
ship roles.

Nonverbal communication
important.

Frequently use herbs and
rituals.

May wear objects to pro-
tect against supernatural
forces.

Religion and medicine
intertwined.
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assessment are discussed. When working with patients, cultural
differences will undoubtedly exist. You must be sensitive to these
differences and be certain that you understand exactly what the
patient means—and what the patient thinks you# mean. This is
an underlying necessity during all patient assessments, no matter

professional situations in which you have encountered beliefs
that differ from your own. Did you accept these differences,
or did you discount them in favor of your own? Develop a
plan for how you will react in the future.

CULTURAL VARIABLES THAT AFFECT
PATIENT ASSESSMENT

2.2 Culturél Self-Assessment

A person’s culture is expressed in numerous ways, such as values,
beliefs, and customs. For the purposes of this chapter, however,
only the variables that most closely affect the process of patient

Questions Concerning Health
and lliness

B How do you define health?
. B How do you define illness?
B How do you keep yourself healthy?
2.1 Way§ l!:o_ Develop Cultural B Do you believe |F:1 preventive medical practices? If so,
Sen5|t|V|ty which ones (e.g., immunizations, cholesterol monitoring,
estrogen replacement therapy)?

Recognize that cultural diversity exists. B What would you consider as a minor, or nonserious,
Identify and examine your own cultural beliefs. medical problem? Give examples.
Demonstrate respect for people as unique individuals, B How do you know when a health problem needs
with culture as only one factor that contributes to their medical attention?
uniqueness. ® Do you diagnose your own health problems? Give
Respect the unfamiliar. examples.
Recognize that some cultural groups have definitions B Do you use over-the-counter medications? If so, which
of health and illness, as well as practices that attempt ones, and when?
to promote health and to cure illness, that may differ B Do you believe in the use of alternative or complemen-
from your own. tary medicines? If so, which ones, and when?
Be willing to modify healthcare delivery in keeping with B Do you believe that others outside the medical profes-
the patient’s cultural background. sions have the power to heal?
Do not expect all members of one cultural group to B Do you consider certain therapies (traditional or non-
conduct themselves in exactly the same way. traditional) to be unacceptable? If so, which, and why?
Appreciate that each person’s cultural values are in- B Do you make your own health decisions, or do you in-

grained and, therefore, difficult to change.

Adapted from Stulc P. The family as bearer of culture. In: Cookfair JN, ed. Nursing
Process and Practice in the Community. St. Louis: Mosby-Year Book, 1990.

volve family members in your decision-making process?

Adapted from Spector R. Cultural Diversity in Health and lllness. Norwalk:
Prentice Hall, 2003.
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with which cultural variable you are working. The cultural be-
liefs and behaviors that affect assessment of the patient as well as
development of an appropriate and acceptable patient-centered
care plan include those involving (1) health beliefs and practices,
(2) family relationships, and (3) communication.

Differing Views of Health and lliness

The term disease describes an abnormal structure and function
of the body that is generally treatable by modern medicine.
The term illness, however, describes something less objective.
Illness is synonymous with changes in social function and a
general state of well-being; in other words, it describes how a
person might respond to a disease or to changes in his or her
function or well-being. Illness may interfere with a person’s
role in the family and community.

Healthcare professionals have an exceptional understand-
ing of disease, but the causes of illness are not as well under-
stood. Keep in mind that patients will have various views of
health, illness, disease, and cure that are shaped by their par-
ticular cultural and/or religious beliefs. One of the fundamen-
tal components of illness is what the patient believes causes
disease and illness. Disease causation may be viewed in three
ways: (1) biomedical, (2) naturalistic, and (3) magico-religious.

Biomedical

The biomedical or scientific theory of disease causation is
based on a cause-and-effect relationship: There are specific
causes for disease and specific medications to treat the disease
and/or its cause. For example, bacteria and viruses are re-
sponsible for certain infectious diseases, and antibiotics cure
the infection. The biomedical theory of disease is also based
on the assumptions that the human body is a mechanically
functioning machine, that all life can be reduced into smaller
parts, and that all reality can be observed and measured. This
approach to health and medical care is commonly embraced
by the Western world and is taught in most educational pro-
grams for pharmacists and other healthcare workers.

Naturalistic

Many cultures embrace a more naturalistic or holistic ap-
proach to describing the cause of illness. People whose beliefs
are congruent with this theory hold that humans are only one
part of nature and the general order of the cosmos. The forces
of nature—some of which are good and some of which are
bad—must be kept in balance or harmony for a person to
remain well or healthy. This is exemplified by the yin/yang
theory, which is the basis for Eastern or Chinese medicine and
is commonly embraced by Asian Americans.

The yin/yang theory states that all organisms and objects
in the universe consist of yin (i.e., cold) and yang (i.e., hot)
energies. Yin (or female) energy represents forces such as
darkness, cold, and emptiness, whereas yang (or male) energy
represents forces such as light, warmth, and fullness. Many
Asians believe that the balance between yang and yin energies
is very important for maintaining good health. Balanced yang
and yin ensures peaceful interaction of mind and body and,
thus, good health. If this balance is disturbed, then illness or
disease results.

Yang represents the five visceral organs, or the liver, heart,
spleen, lungs, and kidneys. According to this view, an excess

of yang can cause “hot” conditions, such as skin rashes, fe-
vers, and constipation. On the other hand, yin represents the
gallbladder, stomach, intestine, bladder, and lymph system.
An excess of yin can contribute to “cold” conditions, such as
diarrhea, headache, and stomach cramps. In addition, foods
are classified as hot and cold and are transformed into yin and
yang energies as they are metabolized in the body. Yin foods
(e.g., fresh vegetables, dairy products, honey) are cold and
should be eaten during a hot illness; yang foods (e.g., cheese,
eggs, hard liquor) are hot and should be eaten during a cold
illness.

Another naturalistic theory is the hot/cold theory of health
and illness. Similar to the yin/yang theory, the hot/cold the-
ory describes a needed balance between good and bad forces
for well-being. The individual as a whole, rather than just
a particular disease, is significant. Many Hispanic, African,
Asian, and Middle Eastern Americans embrace this theory
and believe that health encompasses a state of total well-
being, including physical, psychological, spiritual, and social
aspects of the person. In this theory, basic bodily functions
are described in terms of temperature, dryness, and mois-
ture, and they are regulated by the four humors of the body
(i.e., blood, phlegm, black bile, and yellow bile). Diseases as
well as medicines, foods, and beverages are classified as “hot”
or “cold” according to their effect on the body, not their
physical characteristics. For example, earaches, chest cramps,
and gastrointestinal discomfort are believed to be caused by
cold entering the body, whereas sore throats and rashes are
believed to be caused by the body overheating. According to
this theory, treatment of illness includes adding or subtracting
cold, heat, dryness, or moisture to restore the balance of the
four humors.

Magico-Religious

The third major view of health and illness is the magico-
religious perspective. This model is based on the belief that
supernatural forces, both good and evil, dominate the world.
These supernatural forces, which cannot be controlled by
people, cause certain types of illness, and the fate of the per-
son depends on the action of these forces. Thus, an illness
may occur in a “sinful” person who, without God’s protec-
tion, becomes vulnerable and falls prey to the demands of evil
spirits. Alternatively, a wicked person can cast an evil spell
over a good person, thereby causing illness, injury, or bad
luck. Because evil spirits are believed to have stronger powers
than good spirits, a great deal of energy and time is spent to
rid the evil spirits from the body by offering gifts or perform-
ing rituals. Some African Americans believe in magical causes
of illness, such as voodoo or witchcraft, whereas certain
Christian religions (e.g., Catholicism, Mormonism) believe in
various faith healing rituals and practices.

Family Relationships

Despite the high divorce rate in the United States, the fam-
ily remains the basic social unit for most people. A family is
defined as a group of individuals living together as one unit.
Several variations are common, however, and these include:

B Nuclear: husband, wife, and children

B FExtended: nuclear family plus blood relatives
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B Blended: husband, wife, and children from previous
relationships

B Single parent: mother or father and at least one child
B Communal: group of men, women, and children

B Cohabitation: unmarried man and woman sharing a house-

hold with children

Because the family is an integral part of most people’s
lives, it affects how they view and, ultimately, how they utilize
healthcare services, including pharmacy services. The family
serves as the original source of an individual’s socialization
and acquisition of values and beliefs, which guide the person’s
attitudes and behaviors throughout life. A hundred years ago,
the extended family was a crucial part of traditional American
life. Parents, grandparents, and other family members lived
together under one roof. In contrast, the contemporary Euro-
pean American family most commonly consists of a parent(s)—
child(ren) unit such as the nuclear or single-parent families.
European American families teach the values of individual
freedom and personal independence to children, who are then
expected to make their own life decisions in areas such as edu-
cation and careers. Most children from European American
families are taught to be self-reliant; encouraged to sleep in
their own rooms; and expected to learn—and to perform—
independent self-care skills, such as eating and dressing, at
an early age. In addition, these children are expected to leave
home on completion of their education.

In contrast, many individuals from other cultural groups
not only live with extended families but also base their per-
sonal decisions on what is considered to be good for the en-
tire family. In other words, they value the common good of
the family. In fact, the common good of the family often is
so important that praise of personal accomplishments may
cause embarrassment to some members of these cultural
groups. These cultural values are also seen during healthcare
decision making. Whereas European American culture values
individual autonomy in making health decisions, family con-
sensus is prevalent in other cultures. Typically, the individual
consults with the extended family before seeking healthcare.
Additionally, it is not unusual in some cultural groups for
family members to accompany the sick person to his or her
medical appointments and the pharmacy. Consequently, any
healthcare decisions need to be approved by other family
members, especially older members of the immediate family.

Because family roles, relationships, and responsibilities
vary from culture to culture, pharmacists must be able to
identify key decision makers and caregivers. These may—or
may not—be the biological parents, as is typical in European
American culture. Some cultures expect the sick person to
be cared for by other family members, whereas European
American culture emphasizes self-reliance and self-care even
when a person is sick. Thus, it is important to explore how
a particular illness, disease, or medication will affect the pa-
tient’s ability to do his or her usual activities (e.g., If help
is needed, who will help? How will they help the patient?).
Because some cultures include family members in making
healthcare decisions, you should also include other family
members in the discussions when interviewing a patient or de-
veloping patient-centered care plans. Such acknowledgement
and acceptance of diverse family relationships will strengthen
the quality of healthcare for members of certain cultures.

Communication

Good communication skills are an absolute necessity to
practice patient-centered care because the first step in any
patient-centered care process is gathering and evaluating
patient-related information. Communication and culture are
closely intertwined, especially in the way that feelings are ex-
pressed, both verbally and nonverbally. If you are unaware of
cultural differences in communication, you may misinterpret
patient information and assess the patient inaccurately.

First, determine how well the patient understands written
and spoken English. Currently, about 20% of the U.S. popu-
lation speaks a language other than English at home, and 9%
has limited English proficiency. When the patient does not
speak English, a translator or interpreter can be very helpful.
Many times, a family member will be expected to serve as an
interpreter; however, in some cultures, this may be very chal-
lenging and uncomfortable for the family member because of
family role conflicts or lack of medical terminology. In addi-
tion, the family member may relay messages to both the pa-
tient and the pharmacist based on his or her own perception
of the situation—or even withhold important information
because it may embarrass the patient or the family member.

Because of these possible problems, use of a profession-
ally trained interpreter is recommended. Tips to assist you
when working with an interpreter are listed in Box 2.3. When
working with an interpreter, remember to look at and speak
directly to the patient, not the interpreter. This is a common
error when first working with an interpreter.

Even if you and the patient speak the same language, dif-
ferences in culturally based values and beliefs can still make
communication difficult. Culture-based variations can occur
in both verbal (e.g., word meanings, conversational style) as
well as nonverbal (e.g., eye contact, personal space, touch,
time orientation) communication.

Verbal

The meaning of a given word may differ from group to group,
even if it is spoken in English. For example, bad may have a
negative implication in one culture and a positive meaning in
another. Some groups also may have common lay terms for
specific types of medical problems. For example, hyperten-
sion may be described as “high blood” and anemia as “low
blood.” Once you have become familiar with the common lay
terms used by a patient, incorporate these into your speech
when interviewing and counseling the patient. These various
lay terms will differ between ethnic and cultural groups, so
clarify your understanding of the term with the patient. This
can be accomplished by asking the patient to describe what
they mean by low blood or stating your own understanding
of low blood and then asking the patient if that is correct.
Conversational style also varies from culture to culture,
from a direct and to-the-point style to a more indirect style,
during which the patient may provide information through
an abundant amount of words or, possibly, with stories.
A loud voice may mean anger, simple emphasis, or passion-
ate feelings concerning a subject. For example, European
Americans tend to talk more directly and loudly, whereas the
English speak in more accentuated tones and with a softer
voice. The use of silence also may have different meanings.
In some cultures, it may indicate respect or acknowledgment
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2.3 Tips for Working with an

Interpreter

B Preencounter discussion with interpreter.

Explain the purpose of the interaction.

Agree on interpretation techniques (how to signal pause
or when they need to explain something the patient said).
When working with nonstaff interpreters, outline importance
of accuracy, completeness, impartiality, and confidentiality.
Encourage translation of the patient’s own words rather
than paraphrasing in professional jargon.

Instruct the interpreter not to insert his or her own inter-
pretations or ideas or to omit any information.

Encourage them to ask questions when uncertain.
Encourage them to make pertinent comments when they
notice a conceptual, cultural, or linguistic misunderstanding.
Request interpreter of same gender, if possible, especially
when physical examination is involved.

B During the encounter

Introduce the interpreter to the patient.

Have the interpreter meet with the patient before the

session to learn the patient’s attitudes and beliefs about
health, illness, and healthcare.

Be patient. An interpreted interview may take twice as
long as an ordinary interchange.

Place the interpreter slightly to one side and behind the
patient, so that it is easy to look directly at the patient
when the interpreter is speaking.

During the interview, look at and speak directly to the pa-
tient rather than the interpreter.

Use the first person when speaking to the patient.
Express one concept at a time.

Speak in short sentences. Avoid long, involved sentences
or discussion involving more than one topic.

Use simple language. Avoid technical terminology and
professional jargon.

Listen to the patient and watch for nonverbal communication.
Periodically, ask the interpreter to restate exactly what he
or she told the patient.

Check the patient’s understanding—and the accuracy of
the translation—by asking the patient to repeat the infor-
mation, message, or instructions back to you through the
interpreter.

B After the encounter

Ask for feedback from the interpreter in private.

Be open for comments related to cultural and emotional
differences.

Adapted from Lipson JG. Culturally competent nursing care. In: Lipson JG,
Dibble SL, Minarik PA, eds. Culture and Nursing Care: A Pocket Guide.
San Francisco: UCSF Nursing Press, 1996 and Kaiser Foundation Health
Plan, Inc.

Created by National Diversity, National Linguistic, & Cultural Programs 2001.

that the speaker was heard; in others, it may mean “No” or
seem rude. European Americans also tend to respond in con-
versation by nodding their head and/or saying “I see” or “Uh-
huh” to indicate understanding, whereas the English tend to
blink their eyes to indicate the same. In addition, the speed or
ease of the conversation may vary between various cultural

groups. Pharmacists should tailor their conversational style to
that of the patient, ask questions to clarify their understand-
ing, and observe for consistency in the conversational style of
the patient. Inconsistent patterns in conversational style may
be a symptom of an underlying pathological condition. For
example, rapid speech accompanied by restlessness may be
displayed in patients suffering from anxiety.

Nonverbal

Nonverbal messages are considered to be a very critical and
complex part of human communication. Nonverbal commu-
nication can range from facial expressions, head movements,
hand and arm gestures, physical space, touching, eye contact,
and physical postures. Understanding nonverbal communica-
tion is very challenging; however, because of the variations
with which human beings express themselves. Understanding
the features of nonverbal communication can be a useful tool
in cross-cultural communication.

Culturally appropriate eye contact will vary from direct to
fleeting. In the European American culture, direct eye contact
while you are speaking to a person is considered to be appro-
priate. In other cultures (e.g., Asian, Arab, Native American),
direct eye contact may be a sign of disrespect or aggression, an
invasion of someone’s privacy, or inappropriate behavior be-
tween men and women. Many Middle Easterners have what
is considered “languid eyes.” It may appear that the eyes are
half closed, but this does not express disinterest or disrespect.
Culturally based avoidance of direct eye contact can easily
be misinterpreted in the mainstream American culture as a
negative personality trait of being “shy” or “quiet.” Simi-
larly, use of body language, such as movements of the body,
limbs, face, and eyes, are used with considerable variation in
communication; some gestures that may be complimentary in
one cultural group may be very offensive in others. In Japan,
the “OK” sign can be interpreted as the symbol for money;
in Argentina, it means zero; in some countries, it indicates
a bodily orifice and is highly offensive. Gestures such as the
thumbs-up sign or a shrug can be interpreted as a vulgar ges-
ture in countries such as Iran and Latin America.

The amount of personal space that is comfortable also var-
ies, from very close to distant, based on a person’s cultural
background. For example, if you are too close to the patient
while talking, he or she may perceive you as being aggres-
sive and be very uncomfortable and untrusting. On the other
hand, the opposite may also be true: If you back away when
the patient approaches, you may be perceived as being rude
and distant. Keep in mind that the comfortable amount of
personal space varies from patient to patient, and adjust the
distance between you and the patient accordingly.

Different cultural groups also have different norms con-
cerning how and when people should touch each other.
Some groups use touch to communicate feelings; others
view touch as an invasion of privacy. In addition, certain
parts of the body are considered to be sacred in some cul-
tural groups (e.g., the head among Asians) and should not
be touched. Throughout most of the Middle East and some
African culture, the left hand is reserved for bodily hygiene
and so the left hand should never be offered to shake hands
or accept a gift. In other groups, touch (e.g., greeting with
a hug or an embrace) is appropriate with the same gender
but inappropriate with an unrelated person of the opposite
gender.
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In the European American culture, being “on time” is
important. In addition, life is paced according to the clock,
whereas personal or subjective time is less important and is
squeezed in as a person’s schedule allows. Some other cul-
tures (e.g., Native American), however, value involvement
with other people and completion of interpersonal encounters
more than being “on time.”

The variations described here are only a few examples of
how communication, both verbal and nonverbal, can differ
between cultural groups. As with all specific examples that
describe a particular cultural group in this chapter, these
should not be considered as rigid characteristics of all individ-
uals in that group. They are meant to be basic generalizations
to provide insight during a particular situation and, thus, to
help avoid a misunderstanding. You should recognize, accept,
and adapt to differences in verbal and nonverbal communica-
tion styles to accurately assess the patient and to maximize
the potential for a positive healthcare experience.

Expression of Symptoms

Another specific area of variation in communication is the
manner in which certain symptoms and diseases are ex-
pressed, perceived, diagnosed, labeled, and treated. Do not
assume that a patient will express symptoms or complaints
in a way that has the same meaning as that in the dominant
American culture. Symptoms are reported and perceived in
a variety of ways. For example, Chinese patients somaticize
emotional symptoms and may describe complaints associated
with the heart (because it is the center of emotion) rather than
tell you they are sad due to the recent death of a family mem-
ber. To illustrate the cross-cultural variability of a common
and universal symptom, this section describes variations in
the expression of pain (Table 2.2).

Pain is a subjective experience that is influenced by a per-
son’s cultural background. The expression, expectation, and
treatment of pain are all shaped through a cultural context
and personal history. In addition, cross-cultural research has
found that pain is a highly individual experience depending
on cultural learning and on the meaning of the situation.
For example, Anglo Americans tend to value “silent suffer-
ing” as a response to pain because they have been socialized
that “self-control” is better than open expression of feelings.
Thus, the coping strategy among Anglo Americans suffering
from chronic pain is often “to work and keep busy.” Other
cultural groups (e.g., Puerto Ricans), however, may openly
express pain. In addition, patients will compare and validate
the expression of pain with their social environment (i.e.,
family, friends, coworkers, etc.). Research studying nurses’
attitudes toward pain has found that the way in which pa-
tients express pain may affect a nurse’s assessment of both
physical and psychological pain. A female Anglo American
nurse caring for a male Puerto Rican patient may consider
the patient to be “faking” when he openly moans and groans
as an expression of his pain. In addition, nurses who infer
greater patient pain tended to report their own experiences as
being more painful.

Because of cultural variation in the expression, meaning,
and perception of symptoms, you must fully understand the
symptoms or complaints from the patient’s perspective rather
than from your own—or even from that of the patient’s cul-
tural group. This is a critical first step in accurately assessing
the patient and in providing patient-centered care.

TABLE 2.2 Cultural Variations in Response
to Pain

Culture Response to Pain

Native
Americans

May regard pain as a way of life

Stoic endurance and emotional control

Tolerate high level of pain

Seek relief when physically disabled

May use silence

Patients may say they just do not feel
right

Family members may know patient has
pain

Tend not to complain of pain, stoic

May exhibit anxiety

Nonverbal communication of pain

Exhibit inner control and self-endurance

Pain accepted as life obligation

Withstanding adversity, a cultural value

Try to work through the pain

Seek help if activities of daily living/work
affected

Ability to withstand pain, sign of
manhood

Wincing, groaning, grimacing

May regard pain as way of life

Pain is God's will

Mexican
Americans

Arab Americans Expressive

May tend to emphasize and exaggerate
pain

May repeat message for emphasis

May be more expressive around family
members

Response may not reflect reality of pain

May fear pain

Suffering shows courage and faith

Pain helps cleanse soul

May be seen as punishment to redeem sins

May expect prompt relief

May use analogies or metaphors

Reprinted with permission from Sobralske M, Katz J. Culturally com-
petent care of patients with acute chest pain. J Am Acad Nurse Pract
2005;17(9):342-349.

HEALTH-RELATED BELIEFS OF
SELECTED GROUPS

The United States has a rich diversity of cultural characteristics
among different ethnic groups. This chapter does not include a
detailed exploration of all health-related beliefs and character-
istics of all cultures, but this section does describe generaliza-
tions about the most common cultural groups. It is important
to note that not all members of a culture will share all the
preferences, values, beliefs, or traits that are described. Each
person within the group has his or her own personal traits
and characteristics. Thus, you cannot predict a person’s char-
acter or behavior merely based on common cultural beliefs
and practices. In other words, it is inappropriate to stereotype
individuals from a particular cultural group. As part of the
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assessment process, you must acknowledge and recognize the
characteristics of the individual with whom you are interact-
ing while also taking into account common cultural behavior.
Box 2.4 lists questions that are useful in exploring the patient’s
cultural beliefs about health, illness, and treatment.

Before outlining some cultural generalizations (see Table 2.1),
it must be acknowledged that numerous factors affect how
closely an individual’s culture will mimic the generalizations
regarding a specific cultural group. Two of these factors are the
degree of heritage consistency and generation. The degree of
heritage consistency refers to how closely an individual relates
to his or her original heritage. This factor is closely intertwined
with the issue of generation. For example, an individual who
immigrated from Cuba to the United States within the last year
may closely identify with generalizations about the Cuban cul-
ture. In contrast, an individual whose grandparents immigrated
to the United States from Cuba may identify more closely with
the Anglo American culture. Then again, that same individual
may live in a very cloistered environment in South Florida that
closely holds to the culture of their native country; in this case,
the generation factor would be overshadowed by the high de-
gree of heritage consistency.

In addition, care must be taken in how broadly cultural
generalizations are made. Box 2.5 lists questions that are use-
ful in obtaining patient-specific information that may support
or refute broad cultural generalizations. In today’s society,
many references are made to Hispanics, so a pharmacist may
be tempted to apply generalizations regarding Hispanics to
all individuals from Spanish-speaking nations. Mexican
Americans, Spanish Americans, Central Americans, Cubans,
and Puerto Ricans have vastly different cultures, however.
This same error can also be made by classifying all individuals
from Japan, Vietnam, China, and India as Asian Americans.

2.4 Culturél Assessment Questions

Concerning lliness

What do you think caused your problem?

What do you call it?

When did it start?

Why do you think it started when it did?

What does your sickness do to you?

How does it work?

How bad is your sickness?

How long do you think it will last?

What should be done to get rid of it?

How have you treated the illness? Have you used non-

medical remedies or treatments for your problem?

What benefit will you get from the treatment?

What are the most important problems your sickness

has caused for you?

B What worries you and frightens you the most about
your sickness?

B How can | be most helpful to you?

B What is most important for you?

B Have you seen anyone else about this problem besides
a physician?

B Who advises you about your health?

Adapted from Narayan MC. Cultural assessment in home healthcare.
Home Healthc Nurse 1997;15:663-672 and Carillo JE, Green AR,
Betancourt JR. Cross-cultural primary care: a patient-based approach. Ann
Intern Med 1999;130:829-834.

2.5 Culturél Assessment Questions

Concerning Review of Systems

Questions directed at the patient’s control over his or her
environment

B |s money a big problem in your life?

B Are you ever short of food or clothing?

B How do you keep track of appointments?

B Are you more concerned about how your health affects
you right now or how it might affect you in the future?

Questions directed at any changes in the patient's
environment

B Where are you from?

B What made you decide to come to this country (city,
town)?

B When did you come?

B How have you found life here as compared in your
country (city, town)?

B What was medical care like there compared to here?

Questions directed at the patient’s social stressors and
support network

B What is causing the most stress or difficulty in your life?

B How do you deal with this?

B Do you have friends or relatives you can call on for
help?

B Who are they? Do they live close to you?

B Are you very involved in a religious or social group?

B Do you feel that God (or a higher power) provides a
strong source of support in your life?

Questions directed at the patient’s literacy and language

B Do you have trouble reading your medication bottles
or appointment slips?

B What language do you speak at home?

B Do you ever feel you have difficulty communicating ev-
erything you want to say to your doctors or their staff?

Adapted from Carillo JE, Green AR, Betancourt JR. Cross-cultural primary
care: a patient-based approach. Ann Intern Med 1999;130:829-834.

European Americans

Europeans have been immigrating to the United States for
more than 300 years and have diverse origins. The most com-
mon countries of origin include Germany, Italy, England,
Ireland, and Russia. Because European (i.e., white) Americans
encompass the majority of the U.S. population, it is very dif-
ficult to identify all the cultural differences. Thus, some of the
basic beliefs regarding health and illness that dominate the
American culture are described.

Most European Americans view health as something
more than just not being ill; they view health as a state of
physical and mental well-being. If an individual is healthy,
then he or she can accomplish his or her activities of daily
living, will have positive energy to do things, and will be able
to enjoy life. Illness is viewed as an absence of well-being or,
in other words, the presence of pain, malfunction of body
organs, not being able to do what you want, a disorder of the
body, or suffering as a blessing from God. Most illnesses are
believed to result from infection, stress-related conditions,
or improper diet. Although European Americans frequently
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seek healthcare and use prescription medications, they
also routinely use self-help products (e.g., over-the-counter
medications, herbal products, vitamins, etc.) because the
dominant American culture emphasizes independence and
individuality.

African Americans

In many cases, African American health beliefs stem from
traditional cultural beliefs: Illness is a lack of harmony with
nature caused by evil spirits. This notion of illness involves a
disruption of the unity of mind, body, and soul. In Cultural
Diversity in Health and Illness, Rachel Spector describes the
following beliefs in the African American culture regarding
illness:

B Coldness enters the body and reduces an individual’s resis-
tance to illness. During winter, human blood should thicken
as a protective mechanism. Consequently, those elderly and
young persons with thinner blood become more susceptible
to illness and should avoid any conditions that cause chilli-
ness in their systems.

B Dirt or impurities in the body are associated with hot con-
ditions that produce fever, inflammation, measles, and can-
cer. Menstruation, digestion, and elimination help to rid
the body of these impurities.

B Dietary factors determine health conditions. Improper diet
causes fluctuations of high and low blood in the body. Red
foods, such as beets, carrots, red wine, and red meats, are
considered to be “blood builders” that cause symptoms of
dizziness and headaches. Colorless substances, such as vin-
egar, lemon juice, pickle juice, and garlic, are used to reduce
high blood in the body.

B Unnatural illness is caused by unfriendly and hostile forces
in the environment. Traditional healers, employing differ-
ent forms of magic, are used to control these undesirable
human conditions.

Many African Americans value general good health,
which they define as maintaining rest, exercise, and a good
relationship with God and other human beings. African
American spiritual healers focus on achieving physical, so-
cial, and spiritual balance in life. Other methods of treat-
ment include the use of herbs, roots, oils, powders, and
amulets. The pharmacist should work with the African
American patient and family members to provide a holis-
tic approach to the patient’s health needs. Most important,
the pharmacist must work hard to win the trust of African
American patients who, for the most part, perceive their
interaction with the healthcare system as a very degrading
and humiliating experience. This perception is long-standing
and can be traced back to the Tuskegee Syphilis Experiment.
For 40 years (1932 to 1972), the U.S. Public Health Service
conducted a study in which African American patients with
syphilis were left untreated in order to observe the “natural”
progression of syphilis. This study was continued despite
discovering in the 1940s that penicillin was an effective cure
for this infection.

Considering this history in conjunction with the discrimi-
nation and racism that African Americans experience in
American society, this view is easily understandable.

Arab Americans

To many Arab (i.e., Middle Eastern) Americans, health is a
gift from God and is defined as being able to eat well, meet so-
cial obligations, and have strength. Physical illness is thought
to result from several different things, such as an evil eye, bad
luck, stress in the family, germs, winds, drafts, or an imbal-
ance of hot/dry and cold/moist. Sudden fears, pretending to
be ill to manipulate family, or the wrath of God may cause
mental illness.

Individuals who are physically sick are treated well and
typically are cared for by female family members (e.g., mother,
sister, grandmother, sister-in-law, daughter). Physically ill pa-
tients expect to be pampered by female family members or
healthcare professionals. Male family members are respon-
sible for logistic arrangements, such as patient transportation,
financial needs, and funeral plans, rather than for caring for
daily needs. Arab Americans believe that mentally ill patients
should be able to control their illness; consequently, individu-
als suffering from mental illness may not be treated as well.
Patients are expected to be passive in any decisions regard-
ing themselves or others. Arab Americans use home and folk
remedies, such as sweating, religious rituals, herbal teas,
chicken soup, and enemas; however, they also commonly re-
spect and seek Western healthcare services and pharmaceuti-
cal medications.

Asian Americans

As previously mentioned, Asian American cultures vary greatly
in their beliefs and values; however, many Asian Americans
are influenced by Confucian beliefs, traditional shamans,
herbalists, and Chinese traditional medicine. These beliefs in-
clude the five elements of wood, fire, earth, metal, and water,
which correspond to different hot and cold seasons within
the organs of the body. Good health is the proper balance
between hot (i.e., yang) and cold (i.e., yin) forces. A hot state
may be caused by excessive consumption of hot foods, with
symptoms of dry mouth, constipation, and exhaustion. Cold
conditions result from drinking milk and eating fruits and
vegetables, which can cause respiratory problems, dizziness,
and blurred vision. Other Asian Americans view disease as a
result of contact with bodily fluids, corpses, or the like.

Common medical problems are treated with acupunc-
ture, coin rubbing, dietary changes, massage, exercises, steam
baths, and setting of bones (to name a few). In addition, those
who believe that disease results from contact with bodily flu-
ids or corpses are likely to engage in bathing rituals and to use
herbal cathartics.

Hispanic Americans

The U.S. Census Bureau uses the term Hispanic or Latino to
collectively describe individuals of Mexican, Cuban, Central
American, Spanish, and Puerto Rican heritage. As previously
stated, individuals descended from these nations may have
significantly different cultural backgrounds (see Table 2.1).
Many Hispanics believe that illness may be God’s punish-
ment for man’s transgressions or result from an imbalance in
different areas of life, such as self-care, play, and work. Magic
or witchcraft, in which an evil spirit invades the person’s body,
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also causes illness. For example, a child can become sick as a
result of an evil eye. Natural causes of illness include undi-
gested amounts of food in the abdomen, which causes nausea,
vomiting, and fever. Additionally, emotional, mental, and in-
terpersonal problems can trigger illness in this belief system.
For a disease caused by an imbalance in life, treatment may
include foods, beverages, and medications. Many Hispanic
Americans characterize these diseases as being either hot or
cold. They use hot food such as oils, beef, hard liquor, and
chili peppers to relieve “cold diseases” and cold food such
as fresh vegetables, fruits, and dairy products to relieve “hot
diseases.” Various items, such as necklaces and medallions,
are worn to keep the evil spirits away. In addition to using the
Western approach of treatment, many Hispanic Americans
use traditional methods of intervention, such as praying, visit-
ing shrines, and making promises to God in return for health.

Native Americans

Traditional health beliefs and practices vary widely among the
more than 500 Native American tribes throughout the United
States. In general, a Native American’s health and wellness is
deeply manifested in psychological, physical, and spiritual di-
mensions of life, all coexisting in harmony with nature. Thus,
health is a state of harmony with self, family, friends, and
nature. Harming nature is considered to be harming your-
self, which results in illness. Respect for both self and nature
through proper care and harmony results in good health.

Illness, both physical and emotional, is caused by super-
natural forces (e.g., witchcraft), breaking rules, or evil spirits
of humans and animals intruding into the body. Some peo-
ple carry objects to protect themselves against supernatural
powers. Others do nothing for protection, however, because
they view this form of illness as a punishment for violating
tribal rules. Healers among the various Native American
tribes, known as medicine men, are believed to have psychic
power to diagnose and treat illness. The goal of this heal-
ing is the restoration of harmony between the sick individual
and nature. According to Spector, some healers are capable
of generating positive forces essential for maintaining the
group’s cultural identity. Others use witchcraft to harm the
group’s enemies. A third type of healers can only diagnose
illness. Treatment of illness includes using herbs and perform-
ing feats to recover the lost soul. Faith healing and religion
are widely used by medicine men for health recovery. Sweat
baths and hot springs are used for cleansing and to provide
physical relief against colds, sinus infections, and arthritis and
to alleviate psychological stress.

Americans in Poverty

This chapter has focused on how culture, as defined by national
heritage, can affect the patient assessment process and the pro-
vision of healthcare. All the cultural variations described thus
far may be viewed as barriers that may prohibit or limit our
ability to provide adequate pharmacy services. In addition
to the barriers of language; family relationships; and differ-
ing views on health, disease, and illness previously discussed,
many Americans also suffer from the culture of poverty. Pov-
erty or low socioeconomic status presents significant barriers
to adequate healthcare, one of which is accessibility of services.

Socioeconomic Status

Americans in poverty place high priority on meeting the basic
needs of daily survival (e.g., food, shelter) rather than on pro-
motion of health and prevention of illness. Although any in-
dividual may suffer in poverty, ethnic minorities tend more
often to be members of this cultural group. Individuals of
low socioeconomic status frequently seek medical assistance
only after their health condition interferes with their ability
to work.

The “cycle of poverty” contributes to the continued poor
health experienced by these disadvantaged individuals. On
average, 37.6% of poor Americans reported barriers that
restricted their access to care in 2011. Poor people received
worse care than high-income people for about 60% of qual-
ity measures. In this cycle, the person lives in an environment
that may caus