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Which of the following best describe your program's
teaching in terms of mentioning/recording a patient's race
as identifying information?

Residents are taught todoso as a
matter of routine.

Residents are taught to do so only if
relevant in a particular case.

Residents are taught never to
mention race.

Residents are taught to do so
elsewhere in the patient’s chart/EMR.

We have no specific teaching about
this issue.

Staet the presentathan to see e content. Still no live content? Install the appor get help at PollEv.com/app
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Which best describes your usual practice when colleagues

or trainees mention/record race in the patient's medical
record?

| don’t usually even notice.
| incorporate it as relevant to the patient’s case.

| wonder why they mentioned it, but don’t discuss it.

| use the opportunity to engage in a discussion of
race and its medical relevance.

e
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Identifying info: The patient is a 19 -year-old male recent high school graduate who currently lives with his
mother, father, and 13-year-old brother. He has no formal psychiatry history. He has seen a school counselor
for anxiety in the past. Currently employed in retail stocking shelves.

m‘-

CC: “There has been a misunderstanding”

History of Present lliness: The patient is a 19-year-old male with history of asthma, HTN who was brought into
the emergency department by police for “bizarre behavior” and making threats towards his co-workers.

According to the police report, on the day of admission, the patient reported to his job at Wal-Mart as usual. He
works as a stocker and mostly keeps to himself at work. At lunch break, he was sitting by himself in a corner of
the break room. He suddenly started shouting at other co-workers, “What are you saying?!... Stop talking about
me! I’'m going to f- you up.” He accused his co-workers of talking behind his back and calling him slurs. He did
not physically strike anyone. The co-workers immediately reported his behavior to the manager who then called
the police. When the patient learned police were being called, he walked out of store down the street. As police
approached, he appeared to be talking to himself. Upon being stopped, the patient was irritable and denied
anything had happened. He accused the police of following him unfairly. He also claimed that the co-workers
were being biased towards him and conspiring to get him fired. Police brought the patient to the ER.



The patient arrived in the psych ER restlessly pacing the unit saying, “There has been
a misunderstanding ... | am not supposed to be here!” He was able to be redirected

back to his room without the use of physical restraints or medications. Upon exam, l‘
the patient is irritable and begrudgingly cooperative. He reports that his co-workers
were talking about him behind his back and that he should be discharged. He
initially denies any problems other than his coworkers’ behavior and voices
frustration that he is being blamed for their harassment. He acknowledges he is
sometimes sad but says, “Everyone is.” He reports some problems falling asleep at
times.

According to patient’s parents, they have not noticed any acute changes in his behavior or personality.
However, they have noticed a progressive increase in social isolation starting around his time of graduation.
They attributed this to his feeling sad because his friends went away to college or moved away. He now plays
more video games in the basement than usual. The patient expressed little interest in attending college as
“school is not his strong suit”. Recently, he did mention that he thinks his co-workers are saying bad things
about him and bullying him.



Past psychiatric history: No history of prior outpatient psychiatric treatment, No past history of
inpatient psychiatric hospitalizations, No past suicide attempts. No prior medication trials.

Substance use: Regular marijuana use starting at age 16. Smokes 2 marijuana cigarettes a day,
says “it relaxes me.” He denies alcohol use. Denies tobacco or any other illicit substances.

Past Medical History: Asthma, HTN, Seasonal Allergies. Meds: Albuterol PRN. 1

|

Family history: Mother, maternal grandmother and maternal aunt - depression and alcohol use. Uncle lives in a group
home due to chronic bizarre behavior and cognitive limitations.

Social and developmental history: No notable prenatal exposures. Born at term. Slight delay in speech initiation. He
received early intervention services as a toddler. Average “C” student in school. Always had 1-2 best friends. Parents are
married and generally supportive of him.

Vital Signs: T 98.2¢2, HR 109, R 20, BP 120/57, 02 Sat 99%

Mental status exam: Appearance: young adult patient appearing stated age, reasonable grooming, casual dress, untucked
shirt. Behavior: seated on bed, looks around the room, seems distracted at times, poor eye contact, answers guestions
tersely. Speech: Sparse, monotone, normal rate/volume. Mood: “Fine.” Affect: Anxious, irritable. Thought content: feelings
of being harassed- ?paranoia. Denies SI/HI/AVH. Thought Process: Terse answers but no gross disorganization. Cognition:
alert, oriented, recent memory intact, good vocabulary Insight/Judgment: Limited.

Labs: Utox positive for THC



Food for thought...

* Consider the following questions:

* |s the patient’s race relevant to this case?
* |f so, how?
* If not, why not?

* Would you document the patient’s race in the medical record?

* If so, where and why?
* If not, why not?



m .
Which of the following best describes whether and why you

would expect trainees to consider and/or document race in
this case?

No. They should never consider a patient’s race, and
this case is no different.

No. They should document a patient’s race when
relevant, but it doesn’t seem to be in this case.

Yes. The patient’s race could help the trainee choose
the appropriate pharmacologic treatment.

Yes. The patient’s race could help the trainee
understand the interaction with police.

Yes. The patient’s race could help the trainee
understand his family’s perspective on mental illness.

.- Staet the presentathan to see e content. Still no live content? Install the appor get help at PollEv.com/app



Learning objectives

During and/or after this session, participants will:

- Reflect on the ways in which they utilize race in their own clinical practice and teach about it
in their training programs

 Describe the historical origins of using race in the medical chart and make connections to
contemporary significance in daily medical practice

- Understand racial health disparities as products of social inequality (e.g. housing,
education, health care, racism, differential treatment) rather than products of inherent
biological differences

- Cite evidence of the limited utility of using race in the medical chart and how race is often
used to discriminate against and deliver substandard care to racial minorities

- Articulate specific instances where using race in the chart might be useful (i.e. structural
competency, patient experience, provider bias, advocacy, and activism)



Including Race: Why?

« Custom/Habit

« Assumed relevance

- Biological
« Cultural

- Exposure/Experience
« Check on own implicit bias

« Helps identify the patient on unit



Including Race: Why Not?

* Not relevant

 Activates stereotypes/ problematic heuristics

* Perpetuates idea of races as inherently different

* Makes proper consideration of race/racism less likely

* “My chart”: Patients increasingly with EHR access, worry about
mislabeling or appearance of discrimination



What are students being taught about race
in clinical presentation?

Routinely Mention
11%

Nawaz et al. Medical Education 2009: 43: 146-154



Historical origins

* https://www.youtube.com/watch?v=VnfKgffCZ7U



https://www.youtube.com/watch?v=VnfKgffCZ7U

Thinking about the case, | would consider the patient's
racial identity, particularly potential minority status, in
determining his genetic risk for certain disorders.

Strongly Agree
Agree
Neutral/Not Sure
Disagree

Strongly Disagree




In a nutshell, race is a messy topic to unravel

Adam Brown 5 years ago

What's funny is, genetically speaking, skin color is probably the worst way to separate ‘races’ and yet it's
been the most important factor throughout history. The only thing skin color can accurately predict is
how close that person, or his/her ancestors was to the eguatcr. The closer you are to the equator, the
darker your skin is.

i 429 8 REPLY

= View &0 replies

Bratt 2 years ago

2217 Race isn't real, It's just a word they use as a placeholder 1o mean where your ancestors came
from.... Wait. What?

e 11§ REPLY

=  View 2 replies

alex bro 3 years ago

Wow Vox, thanks for this amazing conclusion. “There is no such thing as race, but the idea of race is
important, but it's also not important”.

o J Chamberlin 2 years ago
*Everything is a social construct”
Nox

if B30 & REPLY

=  Yiew 46 replies

RUBICUNDUS ERATIUDAS 2 months ago
HOW CAN THERE BE NO RACE AND LOTS OF RACISM??

e 7 ®  REPLY

= Wiew 2 replies

il 445 & REPLY . Blankt Blankita 2 weeks ago
| had a real hard time understanding how races works. | asked my professor about it, did the whole dog

= View 20 replies

race analogy. He explained that humans have variations but they are not so Big to justify calling it a

different race. | kinda get What he is saying, but im totally confused

i REPLY



The creation of race

Middle ages: religion and language as identifier;
components of ethnicity without physical

identifiers “Race, |S the

16th Century: race similar to terms type, kind,

breed or even species Ch i Id Of raCism ;

17th Century: races describes Africans,

indigenous peoples and Europeans interactions nOt the father”

in North America (and elsewhere)
18th Century: written usage of the term race

increases; racial hierarchy is solidified Between the World and Me
BY TA-NEHISI COATES

Race=Static
Ethnicity=Fluid



The creation of race

“Who qualifies as white, black, and Indian has
been the matter of countless rule changes and

=p NOTE: Plaase answer BOTH Question 8 aboul Hispanic arigin and

5 i::ﬂ:’:m:ﬂi “”:'-*“E_Ih:*f;*“l;ﬂ % R0t races judicial decisions. These racial reclassifications
2 0L SA DI, LRy O SO 200K did not occur in response to scientific “advances
cutmn ” in human biology, but in response to
‘ sociopolitical imperatives. They reveal that what
9. Whatis Person 1s race? Mark & ane or move bores is being defined, organized, and interpreted is a
e i political relationship and not an innate
classification.”
; o G O -Dorothy Roberts, Fatal Invention: How Science,
el Lok T o for e, Fgan Torg, Politics, and Big Business Re-create Race in the

Twenty-First Century
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Scientific racism: a thing of the past?
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Racial interpretations of human

types and traits

Black musical aptitude

Interpretations of readiness for psychotherapy

Interpretations of the nervous system

Interpretations of pain sensitivity

Interpretations of heart disease

“Motion, music, and excitement, or a combination of these
make up much of the life of the colored people,” a psychiatrist
at St. Elisabeth’s Hospital in Washington, DC, wrote in the
American Journal of Psychiatry in 1921.

“Their natural musical ability of a peculiar type, and their sense
of rhythm, are too well known to make comment necessary.”

“Psychotherapy among the Afro-Americans,” says Dr. Niles, “is
almost like planting good seed in virgin soil,” a happy
consequence of their “primitively developed mentalities.”

The crude, anatomically based neurology of Samuel Cartwright
asserted that “the nerves going from the brain, as also the
ganglionic system of nerves” in blacks were larger than those
of whites, thereby accounting for their mental inferiority and
immaturity.

James Hunt’'s “On the Negro’s Place in Nature” (1864)
repeated this idea that black nerves were
thicker, and therefore less sensitive, than those of whites.

JAMA reported in 1915, “the natural cardiac strength of the
negro enabling him to continue work at very hard labor.”



Racial interpretations of human

organs and disorders

Racial interpretations of the eyes

Racial interpretations of black skin

Racial interpretations of human teeth

Racial interpretations of “white” and “black” disorders

Emotional hardiness

The allegedly pathological consequences of emancipation
were confirmed by one doctor’s claim in 1893 that “the eye of
the negro had deteriorated since he became free.”

“The epidermis of most Afro-Americans is rather thick,” a
physician wrote in 1913, “while the terminal sensory nerves do
not appear to be normally impressionable, as a general rule.”

“The negro teeth,” the eugenicist C. B. Davenport wrote in
1919, “are naturally resistant to the organism of tooth caries.”

Dyspepsia, according to the plantation physician Samuel
Cartwright, “is, par excellence, a disease of the Anglo-Saxon
race. | have never seen a well-marked case of dyspepsia
among the blacks. It is a disease that selects its victims from
the most intellectual of mankind, passing by the ignorant and
unreflecting.”

“To suffer from a phobia of Negroes,” says

Franz Fanon, “is to be afraid of the biological. For the Negro is
only biological.”

“The Negro symbolizes the biological.”
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Can Medicine Get Rid of
The Race Card? e

.
19205 Eugenics Sheldon
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Precision in GFR Reporting
Let’s Stop Playing the Race Card

Vanessa Grubbs
CIASN 15: sss—aee, 202, doi: hitps:// dﬂi.nrg;’ 102215/ C)N. 00690120
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INSTITUTE

FOR HEALING
AND JUSTICE
IN MEDICINE

Aboul Mational Unveiling The Report  Inifiotives

Confoct Us

Towards the Abolition of Biological Race in Medicine and Public
Health: Transforming Clinical Education, Research, and Practice

Section 1: Racism, not Race, Causes Health
Disparities
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Debra Malina, Ph.D., Editor
Hidden in Plain Sight — Reconsidering the Use

MEDICINE AND SOCIETY
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of Race Co

Darshali A. Vyas, M.D., Leo G. Eisenstein, M.D., and David S. Jones, M.D., Ph.D.

Tabie 1. Exmmpies of Bace Correction in Clincel Medicine. =




The evolution in the meaning of race

How Race Becomes Biology: Embodiment of

Social Inequality

Clarence C. Graviee®

Department of Anthropology, Universily of Florida, Gainesville, FL 32611-7305

KEY WORDS

ABSTRACT  The current debate over racial inequal-
ities in health iz arguably the most important venue for
advancing both scientific and public understanding of
race, racism, and human biological variation. In the
United States and elsewhere, there are well-defined
inequalities between racially defined groups for a range
of biological outcomes—cardiovascular disease, diabetes,
atroke, certain cancers, low birth weight, preterm deliv-
ery, and others. Among biomedical researchers, these
patterns are often taken as evidence of fundamental
genetic differences between alleged races. However, a
growing body of evidence establishes the primacy of
social inequalities in the origin and persistence of racial
health disparities. Here, | summarize this evidence and
argue that the debate over racial inequalities in health

race; genetics; human biological variation; health; racism

presents an opportunity to refine the critique of race in
three ways: 1) to reiterate why the race concept is incon-
sistent with patterns of global human genetic diversity;
2) to refocus attention on the complex, environmental
influences on human biology at multiple levels of analy-
sis and across the lifecourse; and 3) to revise the claim
that race is a cultural construct and expand research on
the sociocultural reality of race and racism. Drawing on
recent developments in neighboring disciplines, I present
a model for explaining how racial i.nequalilly becomes
embodied—literally—in the biological well-being of
racialized groups and individuals. This model requires a
shift in the wﬁwe articulate the llg‘r:'.ic.l.i_:%:g:-‘:'|:+t' race as bad
biology. Am J Phys Anthropol 000: , 2009, 2000
Wiley-Lisa, Inc.
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African & African American Diversity
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Self-identified race and socially-assigned race

Socially-Assigned Race, Healthcare Discrimination and
Preventive Healthcare Services

Tracy Macintosh, Mayur M. Desal, Tena T. Lewis, Bath A. Jones, Marcella Nunez-Smith )

Publishad: May 21, 201
: re Medicine - Published in Ethnicity & disease 2008

Using "socially assigned race” to probe white advantages in
he alth Status. White &t ol Internatonal Jowrnal for Eguity in Health 20203 19:25

Camara Phyllis Jones, Benedict | Trun  hitps//coiorg/10,1186/512939-020-1137-5 International Journal for

Equity in Health
OBJECTIVES
'We explore the relationships betwei

i e

status, even for those who do not s S g S e T e R W ? = .p.)
Socially-assigned race and health: a
scoping review with global implications for
population health equity

Kellee White''@, Jourdyn A. Lawrence’, Nedelina Tchangalova®, Shuo J. Huang' and Jason L Curnmings®
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I.
Regarding the case, if the patient is identified as a racial

minority, he is likely to receive a differential treatment.

Strongly Agree
Agree
Neutral/Don't Know
Disagree

Strongly Disagree




Thinking about the case, | worry that
documenting/considering race in the identifying
information might activate negative stereotypes or false
beliefs about the patient.

Strongly Agree
Agree
Neutral/Not sure
Disagree

Strongly Disagree




Deleterious consequences of using race in
the chart...
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2 year old African American female with
respiratory problems...

<)

https://radio.wpsu.org/post/whats-race-got-do-medicine
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CASE REPORT

Sickle Cell Anemia; First Case Hi'purtt'd from E;.{}'pl
By A. 8. Apnasy, M.B., D.Ch., M.D,
Sl('l{[.l': CELL AMNEMIA, which was first desenibed by Hermcek™ in 1910,

oceurs almost exclusively in the Negro race. For hundreds of years inter-

A 13 vear old white girl from Alexandrna, |':£'I-'[t1'. wias admitted to the Children's Hos
||it:1| with the ehef l'IITIIIII?IiIItﬁ of ||.'1||nr .'uui 'l-'l.l'.|.LrI1.‘:l.'l.

underweight for her age (76 pounds). She showed no defimtely Negrowd features (hgs
1l and 2). Her gkeletal measurements in inches were as follows: height, 5X; sitting height,

migrated from Algena to Alexandria three hundred vears ago. None of the ancestors 18

known to have been a Negro. The father and mother, who are second cousins, and five sih-




Sickle Cell =/= Black disease

Newborns with Sickle Cell
Anemia (2015)

B 100! to 10,000
Bl 10,001 to 100,000



Racial Bias in Presentation of Cases

THOMAS E. FINUCANE, MD, JOSEPH A. CARRESE, MD

Joumu of (nenay Inmernas Meooss, Vilume 5 (laven /Apnd), 1990




Patient Race/Ethnicity and Quality of Patient—Physician
Communication During Medical Visits
| Rache! L. Johnsan, MD, PhD, Debra Roter, DrPH, Neil R. Powe, MD, MBA, and Lisa A. Cooper, MD. MPH

TABLE 2 Association Betwesn Patient Race,/Ethnicity and Medical Vst Communication Quality:
Baltimore, Md-Washington, DC-Northern Virginla Metropolitan Area, July 1998-June 1999

and lansary-November 2000
At Pabesd RtAs A AL
=207 Pasienis (n- 256" i
Mean (55% 1) Mias (35% Oy F
Modcal viit coTmUNEIEon DTOCETS MeEEETE
Duration of vist, minutes
Lrvarade Todel 15,81 [14.36, 17 4T) 15.27 (1384, 16.71) 46
Mubwaraty mode .64 (200, 17:28) 8101 (1.97, 16.05) 54
Speach spped
Lirarade Todel .1 [T, M.28) TR {1271 33.90¢ 3
Mubivarain modal 19,91 (1458, 24 B6) 16,90 (1508 24.73) ]
Mpamures pf kel CamiRmd SOMMURCREN
Prysican versal deminance’
Lisnvarse Tode| LMW {L1G 133 LEI(134, 158y o ]
b sas at el 1.50 (0.98, 2.01) L73(120.298 «
Piyaican safiend cantedams
Lisrvarme ol 1.3 (.02, 180} 102 {089, 1.14) e
tuiar iy moda 199 g, 07 1.58 {068, 2 45y [
Nl o =il wbld ARSI MR
Baterd porkitive affecf sooes
Lsharate model 17.59 (1723, 17 96) 1650 (1609, 16.92) <ol
Mykvasiate model 16.65 [14.31, 13.09) 1577 (1247, 1B.06) <0l
Physican positng- %ecd Scom
Lisihvanate model 1268 (1131, 12.45) 1190 [11.26. 12.55)

a8

Mubrqrate made 1452 (1048, 15.75) 1219{1056.158)




Racial bias in pain assessment and treatment
recommendations, and false beliefs about biological
differences between blacks and whites

Kelly M. Hoffman™', Sophie Trawalter®, Jordan R. Axt®, and M. Norman Oliver™*

Table 1. Percentage of white participants endorsing beliefs about biclogical differences between blacks and whites

Study 2
Study 1: Online First years Second years  Third years Residents

tem sample (n = 92) (n = 63) n=72) {n = 59) (n = 28)
Blacks age more slowly than whites 23 21 28 12 14
Blacks' nerve endings are less sensitive than whites’ 20 B 14 0 4
Black people’s blood coagulates more quickly than whites’ 39 29 17 3 4
Whites have larger brains than blacks 12 2 1 0 (1)
Whites are less susceptible to heart disease than blacks* 43 63 B3 157 50
Blacks are less likely to contract spinal cord diseases* 42 46 67 56 57
Whites have a better sense of hearing compared with blacks 10 3 7 0 0
Blacks' skin is thicker than whites' 58 a0 a2 22 25
Blacks have denser, stronger bones than whites® 39 25 78 41 29
Blacks have a more sensitive sense of smell than whites 20 10 18 3 7
Whites have a more efficient respiratory system than blacks 16 B 3 2 4
Black couples are significantly more fertile than white couples 17 10 15 2 7
Whites are less likely to have a stroke than blacks® 29 49 63 L4 46
Blacks are better at detecting movement than whites 18 14 15 5 11
Blacks have stronger immune systems than whites 14 21 15 3 4
False beliefs composite (11 items), mean (5D) 22.43 (22.93) 14,86 (19.48) 1591(19.34) 478(989) 7.14(14.50)
Range 0-100 0-81.82 0-90.91 0-54.55 0-63.64

Combined mean (5D) (medical sample only)

11.55 (17.38)







The ¥ew England Journal of Medicine

| Special Article |

THE EFFECT OF RACE AND SEX ON PHYSICIANS' RECOMMENDATIONS
FOR CARDIAC CATHETERIZATION

Kevin A. Scrulman, M.D., Jesse A. Berun, Sc.D., WiLLiam Haniess, PH.D., Jon F. Keanen, Pr.D.,
SuvaL SesTaune, M.D., Beananp J. Genss, M.B.. Cu.B., D.PraL., Ross Duse, Chmistorser K. TarecHan, M.O.,
JEnnFeR E. Bunmke, M.A., M.S., Sancey Wiriams, M.D., Josn M. Esenperc, M.D.,
an0 Josg J. Escance, M.D., Pu.D.




TaBLE 4. RerErnal FOR CARDIAC CATHETERIZATION
ACCORDING TO EXPERIMENTAL FACTORS,

0.6 (0.4-0.9) i

10 | 0.6 (0.4-0.9)
0.6 (0.4-09) 0. o

1.0 0.6 (04-09)
0.7 (0.4-1.1)

1.0 1.0
0.8 (0.5-1.2) 1.0 {g_:.u
1.0 (0.5-2.1)

1.9 0.4 (02-0.7)
1.7 (1.0-3.0)

1.6 (0.9-2.7)

. : factors as covari-
1.0 probability of coronary artery disease as
1.0 (0.6-1.6) estimated after the results of the stress tests were known. The
14 (0.8-25) first analysis included only the main effects. The second
analysis explored a race—sex interaction.
$C1 denotes confidence interval.




Racial and Ethnic Differences in Time
to Acute Reperfusion Therapy for Patients
Hospitalized With Myocardial Infarction

Elizabeth H. Bradley, PhD

Jeph Herrin, Phl)
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I Am a Racially Profiling Doctor

00060C

“I am not colorblind. | always take note of my patient's race.
So do many of my colleagues...When it comes to practicing
medicine, stereotyping often works... When | prescribe Prozac
to a patient who is African-American, | start at a lower dose, 5
or 10 milligrams instead of the usual 10-to-20 milligram dose.”



ORIGINAL ARTICLE

National Patterns in Antidepressant
Medication Treatment

Mark Olfson, MD, MPH; Steven C. Marcus, PhD

Table 4. Number of Antidepressant Prescriptions in Persons Treated With Antideprassants in the United States, 1996 and 2005,
Total and Stratitied by Sociodemographic Groups?®

Mo. of Antidepreszant
Prescriplions
I 1
MEPS 1596 MEPS 2005
(n = 1029) (n = 2602) Statistics Adjusted Year Eftect®
BT N ndihe | | | 1
Growp Characteristic Mesn(SE) = Mees (35) 1 F Valwe B F Value
Total 5,60 (0.17) 6.93 (0.15) 5.93 <001 141 <001
Sex
Male 5,27 (0.24) 6.51 (0.21) 413 <001 149 <001
Femate 5.76 (0.21) 7.09 (017 4,89 =00 1.30 = N
Age, y
E-17 4.95 (0.75) 6.51 (0.56) 1.66 10 1.1 2
18-34 5.09 (0.34) 5.34 (0.26) 0.57 57 0.54 20
35-49 5.75 (0.28) 7.57 (0.28) 4,59 <001 1.7 <00
50-64 5.53 (0.29) 744 (0.24) 5.11 <001 195 <00
=65 6.04 (0.37) 6.63 (0.31) 1.2 23 0.73 13
Race/ethnicity
White® 5.73 (0.19) 7.08 (0.16) 5.45 <001 139 < 001
Black 4,88 (0.47) 6.48 (0.42) 2.53 01 143 02

Hispanic 4,69 (0.44) 5.45 (0.39) 1.28 20 081 16



Racial Disparities in Antipsychotic Prescription Patterns
for Patients With Schizophrenia

Eri Kuno, Ph.D.
Aileen B. Rothbard, Sc.D.

FIGURE 1. Antipsychotic Prescription Patterns for African American and Caucasian Patients With Schizophrenia Followed
for 1 Year After First Antipsychotic Prescription in 1995, by Outpatient Care Provider Setting

Community Mental Health Centers  Other Specialty Mental Health Agencies Office-Based Psychiatrists

African American Caucasian African American Caucasian African Amencan Caucasian
(N=130) (N=149)

(N=996) IN=625) (N=207) (N=110)

Percentage

Clozapine? Risperidone Depot Clozapine Risperidone Depot
Antipsychotics®? Antipsychotics?

Clozapine? Risperidone Depot
Antipsychotics®



Brief Reports

Race as a Factor in
[npatient and Outpatient
Admissions and Diagnosis

William B. Lawson, M.D., ences in hospitalization were found

Ph.D. to persist even in state hospitals chat
Nancy Hepler, Ed.D. admit only committed patients, in-
Jack Holladay, M.S. dicating that some of the increased
Brian Cuffel, Ph.D. utilization of inpatient mental health

services by African Americans was



m .
The most useful place to identify a patient's race in the

medical chart is:

Demographic Information (by Registration)
Identifying Information/HPI

Social History

Mental Status Exam

Formulation

Nowhere

Staet the presentathan to see e content. Still no live content? Install the appor get help at PollEv.com/app




Utilizing Race in the Medical Record

* Self Identified Demographic Information

* Research purposes

* Social History: Improving understanding of the patient’s experience in
their body as they move through society

* Developing a cultural and structural formulation



Cultural Formulation Interview, DSM V

“Sometimes aspects of people’s background or identity can make their
(problem) better or worse. By background or identity | mean the
communities you belong to, the language you speak, where you or
your family are from, your race or ethnic background, your gender or
sexual orientation...”

Using the Cultural Formulation Interview to Build Culturally Sensitive
Services

Esperanza Diaz, M.D., Luis M. Afez, Psy.D., Michelle Silva, Psy.D., Manuel Paris, Psy.D., Larry Davidson, Ph.D.

Published Online: 1 Nov 2016 | https://doi.org/10.1176/appi.ps.201600440



Cultural Formulation Interview Questions

Cultural Definition:

Cultural Cause:
Cultural Identity:

Past Help Seeking:

Current Help Seeking:

Sometimes people have different ways of describing their problem. How
would you describe your problem to your family, friends, or a member of
your community?

Why do you think this is happening to you?

For you, what are the most important aspects of your background or
identify? Are there any aspects of your background or identity

that make a difference to your problem?

In the past, what kinds of treatment, help, advice or healing have you
sought?

Sometimes doctors and patients misunderstand each other because they
come from different backgrounds or have different expectations. Have
you been concerned about this and is there anythings that we can do

to provide you with the care you need?



People live in communities with these social determinants:

Discrimination or Bias

Environmental

Financial
Healthcare Access

Housing

Legal
MNutrition
Recreation

Transportation

Discrimination or bias on basis of ethnicity, gender,
race, sexual orientation, etc.

Green space, wilderness, landfills, pollution from
factories

Employer, banks, pay-day lending, check cashers
Doctor’s office, hospitals, clinics, pharmacies

Upkeep, crowding, exposures, (lead paint, pipes)
neighborhood safety

Police interactions, jails, courts

Grocery Store, corner store, restaurant, food panty
Parks, playgrounds

Access to car, public (bus/train), biking, walking



Health OQutcomes -

Health Factors

Policies & Programs

Cownty Health Rankings model © 2006 LWPHI

‘ Length of Life (50%)

Quality of Life (50%)

Tobacco Use

Diet & Exercise
Alcohol & Drug Use
Sexual Activity

Access toCare

Quality of Care

Education

Employment

Family & Social Support

Community Safety

Air & Water Quality
Housing & Transit



Social Determinants to Structural Competency

Five Core Competencies:

1.

S g e

Recognize the structures (economic, physical, and sociopolitical forces)
that influence medical care.

Develop extra-clinical language of structure by infusing the language into
case formulations.

Rearticulate “cultural” formulations with “structural” language

Create structural interventions

Develop Structural Humility

Metzl, J.M. & Hansen, H. 2014. Structural competency, Social Science and Medicine, 103:126-133.
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Structural Vulnerability Assessment Tool
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How does considering race Impact the provider?

* Know your vulnerabilities (Implicit Association Test) and
oo 5 fropnglrkiony adjust practice with patients

STITL B T ° Educate yourself and talk about race and racism:
W h‘1 l T F challenging for white people

FRAGILITY

* Learn about effects of structural racism, look for it in
your institution, and address it

» Advocacy and Activism to dismantle white supremacy

WHY IT'S S0 HARD ‘ ‘
-ox WHITE PEOPLE o Racist Like Me — A Call to Self-Reflection and Action for White Physicians

TALK ABOUT RACISM
Stamped from the Beginning : The Definitive History of Racist

RF!BIN D|ANGE[B Ideas in America

Foreworo 8y MICHAEL ERIC DYSON .
by Ibram X. Kendi



https://www.thriftbooks.com/a/ibram-x-kendi/2587735/

How Might This Impact Patients?

* Understanding/connection with their clinician
* Trust/Investment in their treatment

* Increased Agency

* Better outcomes through development of a cultural formulation and
a structural formulation



Returning to the case...

Social history: The patient self-identifies as African-American, and
recently he has felt racially targeted at his place of employment. He
reports having been called racial slurs on multiple occasions. Most of
colleagues are white, and he feels that they exclude him from social
activities. In addition, the patient reports he was recently pulled over
by the police and subject to a random search.



Breakout Group...

* Within your breakout room, discuss the following questions:

* What would be your formulation of this case?

* What structural elements might you consider?
« How would you incorporate data about the patient’s race?



Structural Formulation: The patient describes his
symptoms as stemming from his experiences of
racial discrimination at his place of employment and
from law enforcement. The experience of racial
discrimination is a risk factor for a variety of mental
nealth outcomes. As many of these communities
nave been historically targeted by law enforcement,
Nis recent interaction with the police prior to
admission may have triggered a highly anxious,
agitated state, which might be seen as a reasonable,
non-pathological response. While admitted, feelings
of anxiety were exacerbated by armed hospital
security who patrolled the unit.




Breakout Group Activity
e Within your breakout room, discuss the following:
How would you incorporate this content into your training program?

What resources would be helpful?

What barriers do you imagine encountering?



QUESTIONS? COMMENTS?



National Social Justice Curriculum Collaboration

e Recruit and develop a team of multi-disciplinary, multi-institutional scholars and medical educators
dedicated to teaching medical trainees vital concepts related to social justice in medicine

e Develop high quality curricula for medical students and trainees that can be disseminated across programs
nationally. Host national conferences that focus on social justice education initiatives in medical
education.

e  Offer monthly to bi-monthly case-conferences and workshops to enhance learning for medical students,
trainees, and faculty

e For more information or to join, please visit: https://forms.gle/4L.nUSSKgNfGFWS7u7



https://forms.gle/4LnUSSKqNfGFWS7u7

Activity Preview

Responding to Racism from Patients, Families, and RELEASE DATE 7/7/2020

: Pt 1 1 EXPIRATION DATE: 7/7/2023
Guests Towards Residents and Practicing Psychiatrists G
ACTIVITY TYPE: On Demand PARTICIPATION: 1

Overview

Psychiatrists, and particularly psychiatry residents, are ill-equipped in recognizing and responding to racial discrimination from patients, families, and guests.
The treatment settings within which they practice often fail to respond adequately and risk legal ramifications of failing to protect their employees against Title
7 violations. The module will address these gaps by providing guidelines, recommendations and case studies to address such discrimination.

Pricing

FREE - SO

Estimated Duration: 60 minutes
Begin Date: July 4, 2020
End Date: July 4, 2023
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