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Our culture has a tendency to place nearly complete and absolute authority upon medical professionals.  The word of a doctor is often seen as comparable to law, not to be challenged or even really understood.  Bedside manner, or rather, lack thereof, of those in our medical care system is often parodied.  This issue might be problematic in and of itself, but when our set, often ultra-scientific ideas about medicine and health in general meet with individuals or families from very different cultures, the results can sometimes be disastrous.  From misunderstandings of previous treatments to incorrect assumptions about overall views on health, aging, and many other issues, there can be a clash between our medical system’s standard policies and those of patients unfamiliar with these rules.  This can not only form a stumbling block to treatment, it can also deter such individuals or families from trusting the Western medical culture or seeking help from our medical professionals.  This need not be the case. A new emphasis in medicine is being placed on transcultural understanding and assessment which offers hope for the future that such interactions can not only be beneficial to the patient, but to the health care provider and profession as a whole. This can be achieved by increasing our understanding of these other cultures and enhancing our abilities to successfully treat the whole patient as opposed to simply addressing the disease or symptoms.

My goal in conducting these cultural assessments was to help assimilate cultural beliefs of other countries into my standard of practice. It is important for health care providers to recognize the need to think outside of the box in our interactions with people of different cultural standards and practices.  What is of utmost importance in Western medicine is often down the priority list in Eastern medicine. My purpose was to be a section of the bridge that helped close the gap in miscommunication, apprehension and misunderstanding for both the patients and the health care providers.  A lofty but noble purpose, I guess.

I met my subject, Yoko, through a friend and former classmate.  Though my friend was raised in the United States, her mother, Yoko, is from Japan.  Our conversations took place in her home, and in her daughter’s home.  Both locations had a very informal, casual, and familiar feel. I could tell that she felt very free to safely share experiences and be honest regarding her opinions. Her body language indicated openness and her energy was one of enthusiasm. We sat down with a cup of tea, and she began to tell me her story.  
Soon after starting the Purnell assessment interview tool questionnaire, it was obvious how essential the concept of cultural communication and competency would be in a clinical setting.   The misunderstandings that arise from miscommunication make it difficult for medical professionals to be fully culturally competent in their approach to patient care. For example, my interview subject is not an archetypical Japanese female. She is very straightforward and open, which many Japanese women find immodest. Yoko made it very clear she did not mind answering my questions, although some of the inquiries themselves may have initially been seen as inappropriate or intrusive. Additionally, Japanese is her first and dominant language but she is fluent and comfortable communicating in English. Lastly, while she is accustomed to needing very little personal space, she has developed sensitivity to the Western need for increased personal space. In a clinical setting this type of cultural mismatch could lead both the medical professional and the patient to feel misunderstood, offended, or insulted. She is accustomed to greeting with a handshake or wave rather than a traditional Japanese bow and she uses Western naming/addressing customs in day-to-day interactions.   Where we as Western medical professionals may simply see various patient/family history questions as nothing more than the most basic building blocks of a standard assessment, individuals from other cultures may interpret the questions as intrusive or offensive.   

Yoko met her husband, an American serving in the military, when she was employed at the United States Embassy in Japan.  The couple married in Japan, traveled throughout Asia and Southeast Asia as his military career allowed, and decided to move to the United States permanently to raise a family, near his childhood home.  At the time of our meeting, Yoko had been in the United States for over 30 years, so had definitely had a good deal of experience dealing with our system.  She was already well educated when leaving Japan.  This is typical as there is much importance placed on formal education in Japanese culture. In the United States Yoko has continued her education and now holds multiple masters degrees and will enter a MSW program this fall.  However, as we will discuss, despite her assimilation and her extensive education, she still has had many very different experiences than the typical native of this country.

When we discussed family roles and organization, Yoko reminded me that she was frequently outside the norm for her culture.  She felt that despite her divergence from traditional female-submissive roles, she actually did strive in her own way for the ideal, ryosai kenbo, translated to “good wife and wise mother” in English.  As her husband suffered a major heart attack several years ago, followed by the subsequent amputation of a leg and significantly decreased ability to earn a full time income, she currently functions as head of her household.  She informed me that although this is uncommon in the patriarchal Japanese culture, it is actually not completely unheard of for women to be “in charge of the money” as far as managing expenditures goes.  She retains some of the typical gender roles in her family (i.e. she still does the cooking, cleaning, and most other household tasks), and indicated that this is in fact expected in Japanese culture. Women are still expected to take care of these duties even if they have jobs and she now serves as main breadwinner.  She has also taken over the role of advocate/decision maker in her husband’s medical treatment and health.

Yoko indicated that she did not feel she experienced many of the workplace issues a more recent immigrant might. She does carry a dictionary with her and uses it regularly when writing, however she can communicate fluently with a wide range of people.  She has been here long enough and worked/interacted with others in a wide enough variety of social settings that she can accurately gauge and predict the behavior of others.  She uses these observations to compensate and/or evaluate her own responses in order to limit any potential cultural “clashes.”  She also told me that her specific job affords her somewhat more power than she might have in other fields. She currently works at a homeless women’s shelter, where the staff is dominated by females from entry-level to top administration.  

Physically, Yoko has what are considered very typical Japanese features and appearance. She is very petite and short in stature, with black hair and almond toned skin.  Her eyes have the epicanthal folds some East Asians have.  She indicated to me that she is lactose intolerant, which is very common for people of Japanese descent, and has been found to be in excellent cardiovascular health. Some studies have indicated that Japanese have the lowest rates of coronary artery disease amongst Asian groups (Zhan, p. 4).

Yoko adheres to a fairly traditional Japanese diet, with rice as a staple and most protein coming from soy, fish, or egg.  Due to her very busy schedule, she indicated with humor that she had very few food rituals left. She tries to eat when she can between shifts and running back and forth to her husband’s doctor appointments.  Her lactose intolerance and her relatively unchanged “taste buds” prohibit her from eating typical American fast food. She told me that she has found it fascinating that medical professionals have expressed concern for the level of sodium in an Asian diet, but that it is actually the sodium content in food from places such as McDonald’s that makes her feel ill. Perhaps all sodium is not created equally.  She does use herbal teas to promote general health and to decrease the duration of minor illnesses such as colds. 

When discussing pregnancy and childbearing practices, Yoko expressed to me that these questions would be considered “taboo” to a more traditional Japanese female, especially if the practitioner asking were male. I have had many American friends desire a female Obstetrician; however it was more of a personal preference than a cultural edict. Many Japanese families do not even discuss sexuality and reproduction amongst themselves or with their children, let alone with a “stranger.”  A notable exception being that a woman might be expected to reveal her potential for fertility to a prospective husband (Hill, et al, p. 191).  By traditional Japanese standards, Yoko has a fairly large family as she has three children.  Condom usage is a common method of contraception in Japan. It is only in recent years that hormonal contraceptive pills have been approved for use in the country.  The Japanese see these “unnatural” pills as highly suspect, and “some believe that the pills interfere with women’s natural hormonal cycles.” (Hill, et al, p. 194)  The subject tells me that interestingly, while there is a strong pressure on most women to bear at least one child to nurture, most unnatural fertility treatments are illegal there.  Pregnant women are treated with kid gloves and much respect in Japan. This is one time during a woman’s life when she is not only allowed to skip chores but is encouraged to rest and take it easy as much as possible.  Pregnant women are to be as positive as possible during their pregnancy. They are encouraged to take care of their fetus as it develops not just by taking good care of themselves, but even by listening to music or reading to their babies, much like women in American culture are encouraged to do.  This practice is known in Japan as taikyo, or “education in the womb” (Hill, et al, p.195).  Though the Japanese do encourage natural birthing, with little to no intervention in the progress of labor and without anesthesia or pain medication, most babies are born in a hospital.  This was the case for all three of Yoko’s children.  She remembered being somewhat taken aback that there were so many offers of pain medication and intervention when her children were born, as this is not the standard of practice in Japan.  All of her children were breastfed, as most Japanese babies are. She remembered that she took her pediatrician’s advice as far as immunizations and care of her newborns was concerned. Japanese culture is similar to Western culture in this respect, and there are few if any special traditions for neonates.  I should note that this willingness to take a doctor’s advice and/or an unwillingness to ask questions in general of medical practitioners definitely appears to be common in those of Japanese descent.  A 1999 study involving U.S.-residing Japanese mothers found that as a result of this tendency, many first-time mothers chose to bottle-feed their babies.  (Andrews, p. 106)

Discussing death is another area which is considered taboo.  In fact, I was told that often, people remain in denial or cover up a serious or terminal illness if it is seen as inappropriate. For example, if the patient is very young, death would be seen as inappropriate, as opposed to someone who has lived a full life.  The subject’s mother died of cancer at a young age. She recalls the Buddhist rituals of death, which include covering the body of the deceased with a shroud, keeping an overnight vigil in order to ensure the soul is guided to heaven and ceremonies at various intervals after the death.  As is typical, her mother was cremated and buried in a family plot; her father was cremated and laid to rest in this same plot many years later, in 1999.  While Japanese have similar funerary attire as Westerners, they usually wear black; she remembers wearing her school uniform, which is common for young children in Japan.

My subject has converted to Christianity since arriving in the United States, but was raised with Buddhist traditions.  She retains some of these beliefs, and feels it enhances her studies of Christianity rather than hinders them.  She also has siblings who remain in Japan who have also converted to Christianity but still plan to be buried in the family plot at a Buddhist temple.  She tells me this is common throughout the culture and says you simply “use what makes sense to you.”  She strives for the Buddhist ideal of detachment from material things, including one’s own self/being. She believes that she has a slightly different viewpoint on medical treatment than a typical Westerner might, because of an acceptance that death touches everyone and all things and there is no reason to fear death. For example, she felt that in the recent case of Terri Schiavo, despite the patient having no higher-level brain function, it would still carry consequences to karma to cause another being to die by starvation or dehydration. While many Westerners argued that the patient’s life had ceased to hold meaning and that her former being should have the right to die, euthanasia is never acceptable to a Buddhist. However, to further complicate the matter, she laughed as she told me that she did not believe in extraordinary measures to keep a body alive, such as assistance with respiration or heartbeat.   She feels that her Buddhist background has given her a more organic view of the larger life process, believing that each life lived is only a chapter in one being’s story. There is less worry over aging and death is considered a natural part of life.  Indeed, the Buddhist ideas on rebirth and the continuity of life make the need to control all aspects of one’s life unnecessary, and death is not to be feared but accepted. (Zhan, p. 110)

Overall, she indicates that her conflicts with the Western medical system have been few and minor. For instance, she sometimes does not feel some medications or immunizations are necessary, like the varicella vaccine for example.  She tells me her greatest annoyances when interacting with medical professionals have been being mistaken for a “generic” Asian. She clarifies this to mean being assumed to be Korean or Chinese by default.  She also resents being treated “like a foreigner”, that is, she has often felt that doctors or nurses were talking down to her as though she were of lower intelligence simply because she was assumed to be “not American.”  While most likely these medical professionals simply wanted to ensure they got their meaning across when dealing with a patient whose first language was not English, it doesn’t make it any less insulting.
I can easily see that distrust and bad feelings can arise from even the most well-intentioned of interactions between patient and caregiver when cultural background is not taken into account.  Symptoms and disease process are very important but to treat the whole patient your care must be culturally congruent.  It is crucial when you are doing your assessment that you don’t stereotype, however it is important to look at the generalities of the cultural as a whole.  There are things that are inherent to each person individually which are unrelated to culture and there are aspects of each culture that are inherent to every person.  It is critical to look at things and ideas which are communal when deciding the approach a treatment team might take with their patient.
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