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Today there is a strong tendency to incorporate the bioethical principle of social justice in healthcare in cross-cultural communication.
Considering cultural differences makes it possible to ensure that the human right to medical care and wellbeing is fully respected. Several
types of most vulnerable populations were identified — immigrants and social minorities. When seeking medical care they face a number of
problems such as culture and language barriers, lower socio-economic status, lack of literacy, which impede effective communication and
care provision. The most promising ways of coping with the problem are developing cultural competence and practicing a patient-centered
approach. New curricula aiming at raising cultural awareness have been elaborated for practical use in medical schools.
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BrusiBIIeHB! HanOoIee ys3BUMBIE TPYINIB! NAIIMEHTOB — UIMMUTPAHTHl ¥ IIPSACTABUTENN COLMAIBHBIX MEHBIIMHCTB. OOpalasch 3a MEIUIMHCKON
MOMOIIBIO, OHH CTAIKMBAIOTCS C TAKUMHM KOMMYHHUKATUBHBIMM IOMEXaMH, KaK KYJIbTYPHBIH M S3BIKOBOM Oapbepbl, HU3KMil COLMAIBHO-
9KOHOMHYECKUH CTAaTyc, HEAOCTATOUHBIl yPOBEHb 00pa30BaHMs, KOTOPBIC 3aTPYAHSIOT MPEIOCTABICHHE UM (P(EKTUBHON MEAUIMHCKOM
niomon. OMH M3 OCHOBHBIX CIIOCOOOB PEICHHUS JTAHHON MPOOIEMBI COCTOMT B IOBBILICHHH YPOBHS KyJIBTYPHONH KOMIIETCHIMH MEIHUIMHCKUX
pabOTHHUKOB M NMPUMEHEHUH MALUEHT-LIEHTPUPOBAHHOrO Mojaxoxa. Jlis 3Toi uenu pa3padarbiBaloTCs y4eOHbIE KYPChI 110 MOBBILIEHHUIO
KyJIbTYPHOI KOMIIETCHLNH [UISL CTYJCHTOB MEIHILIMHCKHUX Y4COHBIX 3aBSACHHUH.

Kniouesvie cnosa: 61o3TUKa, COLUAIBHAS CIIPABEIIUBOCTh, MEXKKYJILTYPHAs KOMMYHHUKALUs, MYMMHIPaHThI, KyJIbTypHasi KOMIIETEHIIUS],

MAlMEeHT-IEHTPUPOBAHHBIN TOJXO/.

One of the problems bioethics deals with today
is the problem of social justice in healthcare. Within
the context of how the human rights to healthcare and
wellbeing are ensured in the modern world, it covers
the complicated issues related to the provision of social
minorities with medical care. Currently, it is indisputable,
that effective communication is crucial in healthcare
and the key prerequisite for positive treatment out-
comes [7]. However, in today’s global world the doctor
does not only have to be competent when interacting
with patients belonging to the same culture, but also
has to be aware of other cultures’ beliefs and values, i.e.
to be cross-culturally competent.

Moreover, cross-cultural communication rules,
norms and expectations are coming to the foreground
due to the growing rate and scope of migration. This
tendency affects all spheres of social interaction, with
physician-patient communication becoming main-
streamed.

The aim of this paper was to review several papers
on cross-cultural medical communication giving a brief
outlook on the topic. The culture-based differences in
patients’ and physicians’ interaction models influence
the style of communicative behavior of the participants.
This accounts for the fact that when ignored, these dif-
ferences can give rise to a lot of misunderstanding.
Many interaction aspects are culturally coded, especially
in relation to norms and expectations. Up-to-date studies
show that effective cross-cultural communication and
patient centeredness are the ways to improve healthcare
quality in every community.

Cultural differences include various dimensions
of patients’ lives, such as their beliefs, language barriers,
behavior patterns, etc. This fact has given rise to a new
concept relevant to cross-cultural communication —
cultural competence. Its main tenets include the need
to consider patient’s health beliefs and incorporate
them into the management plan, to view patients in
a biopsychosocial perspective, to elicit patient’s ex-
planatory models of illnesses and educate them about
the clinical perspective of their condition, to involve
them in the discussion and selection of a treatment
plan [6]. Being primarily applied to the interaction
with immigrants, today the concept of cultural
communication is also referred to when all minority
groups are in question.

Unawareness of the major components of cultural
competence can result in misunderstanding, lack of trust
to the health care provider and finally, incompliance.
However, some researchers point out, that such aspects
as the patients’ cultural views, language proficiency

and age are more crucial for medical care standard
than ethnic origin [4].

The field of cross-cultural medical communication
also involves the ability to communicate effectively
and ensure a patient-centered approach. Previous
concepts of cultural competence and patient centeredness
in the healthcare system have been developed and
adapted to the current conditions. The overall aims of
both patient centeredness and cultural competence are
as follows: to enable the healthcare providing system
to treat each patient as a unique person and to maintain
positive regard to a patient from any ethnic group.
A patient-centered doctor considers the stages and
functions of a medical interview and attends to pa-
tients’ physical comfort as a culturally competent
professional. For example, patients may have a variety
of facilities when interacting with the healthcare system:
to e-mail their doctors, or to call their office, or engage
into the written interaction. Patient-centered care also
focuses on other aspects of care such as convenience
of appointments, making appointments freely and quick-
ly, providing services near patients’ places of resi-
dence. Thus, patient-centered approach refers to all
the aspects that patients might care about [6].

The urge to combine cross-cultural awareness and
patient-centered approach is supported by the problem
of immigrants facing barriers when getting healthcare:
culture and language barriers, lower socio-economic
status, lack of literacy, etc. As it is affirmed, physi-
cians are often uncertain if patients comprehend what
is told at the encounters due to limited language profi-
ciency. Power difference between Western physicians
and immigrant patients, influenced by culture, implies
that physicians are treated as having enormous au-
thority, which makes patients wait to be encouraged
by the doctor to speak freely. This is especially typical
for immigrants of non-European origin, Africans,
Asians, and Pacific Islander Americans [1]. It is reported
that immigrant patients have difficulties understanding
medical terminology in their non-native languages.
In such cases they are less likely to turn to Western
physicians if they have the experience of being stereo-
typed by doctors [1].

One of the central problems arising in cross-
cultural communication is whether the patient’s ethnic
and cultural communication norms and expectations
are taken into account by the physician and how it
influences the communication strategies employed by
the latter and his behaviour. The evidence for this was
provided in the study by G. Gao et al. Their findings
demonstrated that when the discussion of colorectal

cancer screening (CRC) occurs at a cross-cultural 15
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medical encounter, the potential of misunderstanding
between patients and doctors increases. This happened
due to different ideas of African American, Chinese,
and Latino patients of what effective communication
is in medical encounters where a CRC screening is
recommended and discussed. The following aspects of
verbal interaction were found to be culturally bound:
style of discussion (direct or indirect), power distance
(which affects the physician behavior), trust rate,
health beliefs (some of them made patients reluctant
to go through the procedure) and the ability to listen
(which deeply affects the relations between speakers).
The study findings showed that most of the patients
preferred direct style of communication, doctor-
centered encounter style, and were eager to listen
carefully [3]. However, in western cultures doctors
are proponents of patient centeredness, which may
become an obstacle in communication with patients
from other cultures [6].

Researchers point out that many immigrant
patients are reluctant to interact through online
healthcare helplines. The reasons are language barriers
and the fact that immigrant patients prefer direct con-
versation with physicians. What is more, immigrant
patients are likely to want physicians of their ethnic
origin, expecting them to share the same culture and
language. Immigrants are often afraid that providers will
misunderstand their concerns because of their limited
language proficiency [1]. Even coworking with inter-
preters can be challenging, because immigrant patients
may find unacceptable to reveal their health problems
in front of an unknown person. If they ask a family
member to be the interpreter during encounters, such
family members may not have necessary knowledge
and competence to accurately communicate information
given by a physician [1].

In order to eliminate this sord of difficulties it is
vital to draw parallels between patients’ health beliefs,
competence, experience and values and the communica-
tion experience of their care providers. The findings
of the studies based on patients’ surveys revealed that
the most significant points to build up better rapport
are detailed instructing of a patient, developing trust,
and culture awareness, as well as open and direct
manner of communication, comprehensive treatment,
and discipline. These instruments are crucial for both
patients and healthcare providers to achieve better
future decision making and quality of care [5].

One of the key bioethics principles suggests that
all racial and ethnic groups are to be provided with
the same standard of care. The standard of cross-
cultural communication and care can be raised, as
proposed by modern researchers, by the development
of the cross-cultural curricula for medical instructors
and students. Such a curriculum teaches detailed
methods to analyze the individual patient’s social
context, sociocultural backgrounds, cultural health
beliefs and behaviors and to avoid misunderstanding

1 6 and misdiagnosing.

One of the attempts to suggest this type of a cur-
riculum was made in a study by J. E. Carillo et al. [2].
They specified several main aspects of interaction in
medical encounters: physician’s authority, physical
contact, communication styles, gender, and family
concepts. The proposed curriculum modules are to
cover the following spheres: basic sociocultural
concepts, potentially problematic cultural issues,
patient’s understanding of the illness, patients’ social
context and negotiating across cultures. At the begin-
ning of education students are equipped with diverse
descriptions of illness that patients may present. Then
students are taught to ask about patient’s preferences
and gain a high level of cultural sensitivity to avoid
situations that make a patient uncomfortable. The next
two modules of the curriculum elaborate on the health
provider’s ability to collect and analyze the data on
patients’ social backgrounds, beliefs, individual ex-
planatory models and take the right decision when
diagnosing. The final module teaches future physi-
cians to negotiate with different ethnic groups effi-
ciently to engage a patient into the right treatment.
The researchers believe that though providing quality
care to cross-cultural populations is quite challenging,
such curricula can be successfully adapted and put
into medical practice [2].

This review of medical cross-cultural communi-
cation studies has made it possible to yield a number
of important results, which suggest the main ways of
developing effective interaction in this sphere:

1. Low level of health providers’ cultural com-
petence leads to misdiagnosing and misunderstanding
when dealing with immigrant patients with limited
English proficiency and other social minorities;

2. The key strategy to enhance communication
and provide effective healthcare in cross-cultural set-
tings is to develop cultural competence and employ
a patient-centered approach, which will help physi-
cians adapt their verbal behaviour to the changing
sociocultural conditions.

3. These requirements can be met by introducing
specially elaborated curricula. These curricula making
physicians culturally competent can become part of both
graduate and refresher postgraduate training.

As we can assume, effective cross-cultural
communication between healthcare providers and
patients is crucial to every modern community, which
makes further studies in this field necessary.
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While talking about medieval Armenian thinkers
we first of all mean philosophers, thinkers, who created
works since the fifth century a.c., who appreciate wisdom

and who have had a great contribution in Armenian and
international heritage. Among them we can mention
the name of Narekatsi (Gregor of Narek).
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