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Rounds in the General Hospital

Recognizing and Addressing Health Care  
Disparities Among Black Populations
Aderonke Bamgbose Pederson, MD,a,* and Theodore A. Stern, MDa

LESSONS LEARNED AT THE INTERFACE  
OF MEDICINE AND PSYCHIATRY
The Psychiatric Consultation Service at Massachusetts 
General Hospital sees medical and surgical inpatients with 
comorbid psychiatric symptoms and conditions. During their 
twice-weekly rounds, Dr Stern and other members of the 
Consultation Service discuss diagnosis and management 
of hospitalized patients with complex medical or surgical 
problems who also demonstrate psychiatric symptoms or 
conditions. These discussions have given rise to rounds 
reports that will prove useful for clinicians practicing at the 
interface of medicine and psychiatry.
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Have you ever considered whether some of your patients of 
color might be receiving less-than-optimal care? Have you 

been uncertain about how you might discuss their responses to 
“microaggressions” or to perceived discrimination in health care? 
Have you wondered whether their access to health care has been 
limited and how that can be remedied? Have you thought about 
how you might modify your practice to improve care? If you have, 
the following case vignette and discussion should prove useful.

CASE VIGNETTE

Mr A, a 63-year-old Nigerian immigrant who was fluent in 
both English (but with a Nigerian accent) and Yoruba (a major 
language spoken in Nigeria), was brought to the emergency 
department (ED) by ambulance after his family called 911 due 
to acute agitation. He had no prior psychiatric disturbances 
but had a history of hypertension. While in the ED, Mr A 
repeatedly claimed he was the Pope. He was restless, frequently 
pulled at the blood pressure cuff and his intravenous lines, and 
appeared confused. His blood pressure was 200/110 mm Hg, 
his heart rate was between 80 and 120 beats/minute, and he was 
afebrile. His physical examination was otherwise unremarkable. 
His electrocardiogram revealed a sinus tachycardia. His urine 
toxicology screen was negative. The ED resident and attending 
physician noted that Mr A was grandiose and had rapid speech, 
and they offered a preliminary diagnosis of bipolar I disorder. He 
was given haloperidol (5 mg) and lorazepam (2 mg) to reduce 
his agitation and hydralazine to manage his blood pressure. The 
psychiatry team was consulted in the ED to manage his presumed 
acute mania.

The junior psychiatry resident learned that Mr A was religious 
and served as a senior member of his church (working as a deacon 
and an elder and highly esteemed in the community). Mr A’s wife 
and 1 or more family members stayed by his side throughout his 
ED stay. After evaluation by the psychiatry resident, admission 
to a psychiatric unit was recommended. Unfortunately, due to 
bed shortages his transfer was delayed, during which time he was 
confined to a gurney in a windowless room for more than 72 
hours.

Once his hypertension was controlled, his mood was calm, 
and his speech and thought pattern became clear. However, he 
insisted that his status was that of the Pope. This statement was 
attributed to ongoing acute mania.

When the senior psychiatry resident, a Nigerian immigrant 
and chief resident in our psychiatry program, evaluated Mr A with 
the junior resident, the patient reported that he had no history of 
mental illness and that he was unsure why he was being admitted 
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to the psychiatric unit. He noted that he felt intimidated in 
the ED and that he was treated unkindly. He recalled having 
made statements such as, “At my church, I am like the Pope.” 
He clarified that he was not claiming to be the Pope in the 
Vatican and that he was speaking metaphorically. According 
to the family, he had never previously manifest symptoms of 
mania, and there was no family history of bipolar disorder 
or a psychotic disorder. The senior psychiatry resident, 
who was familiar with the nuances of his language and 
the importance of considering language variance in the 
diagnostic and cultural formulation of the patient’s case, 
refined the diagnosis.

The psychiatry team, based on the continued evaluation, 
determined that Mr A had not experienced an acute mania 
episode secondary to a primary psychiatric illness but 
instead due to significant hypertension. Once his blood 
pressure normalized, his mental status improved. Mr A and 
his family agreed to the plan for hospitalization because 
they thought they did not have a choice. However, they 
shared their concerns when they encountered a racially and 
ethnically concordant physician—the Nigerian psychiatry 
resident.

DISCUSSION

How Can Stigma Adversely Affect How People Feel 
About Themselves, Their Health Care Providers, and 
the Health Care Systems Where They Receive Care?

Stigma (negative attitudes, beliefs, or discriminatory 
behavior toward a person or a group of people based on 
specific characteristics, such as an illness or demographic 
factors, eg, race, ethnicity, or migrant status)1 involves a 
process of labeling, stereotyping, separation, status loss, 
and discrimination in a context in which one group (the 
stigmatizer) exercises discriminatory power over another 
group (the stigmatized).2–4 Black people, because of their 
race, are often stigmatized within our health care system and 
in society.3,5,6 Racism, not race itself, is a social determinant 
of health and a fundamental cause of health inequities7,8 and 
as a social construct is the primary driver of racial disparities 
in health.7–9 Health care providers frequently perpetuate 
racial stigma and implicit bias in medicine,10 which leads to 
greater mistrust of health care systems and providers,7,10–12 
increased psychological distress,13–18 and self-defacing 
beliefs about oneself.19

Why Are Black People  
Stigmatized in Health Care Settings?

Unfortunately, Black people, including Black immigrants, 
remain highly stigmatized and experience discrimination 
in health care settings6,20 (eg, Black patients seen in EDs 
received less effective pain management compared to White 
patients, and implicit bias contributes to beliefs that Black 
people have less sensitive nerve endings).21–24 As such, racism 
is an important social determinant of health as is migrant 
status, which adversely affects health.25 Longstanding public 
stigma toward Black people includes perceptions that they 
are lazy, aggressive, and unintelligent.9,26,27 Skin tone is 
one of the more visible attributes about an individual and 
can elicit racial bias. One study28 showed that for Black 
women at either end of the color continuum, skin tone was 
associated with delays in prenatal care. In addition, Black 
men may be perceived as aggressive or threatening. One 
study28 showed that compared to young White men, young 
Black men are perceived as taller, heavier, and stronger, and 
even after controlling for actual body size, racial stereotypes 
of aggression persisted.29 Health care professionals are 
influenced by public stigma, and these societal beliefs 
influence patient-provider interactions.7,30

How Can Medical Mistrust Influence  
the Perceptions About Care Being Delivered?

Communication among physicians and patients forms 
the bedrock of good medical care.31 Medical mistrust 
(that results from historical injustice as well as ongoing, 
present-day social and economic inequities that perpetuate 
mistrust32,33) is prevalent among Black patients and when 
unacknowledged leads to a breakdown in physician-patient 
communication. Medical mistrust may be directed toward 
health professionals or health care systems, and it is a known 
barrier to engagement in health care services for the Black 
population.32,33 Moreover, everyday circumstances, such 
as microaggressions (a term coined by Chester Pierce, MD, 
in 1970 to refer to subtle and stunning daily racial offenses 
that lead to deleterious effects),30 lead to anxiety and 
perceived lack of control related to racism.34,35 Perceived 
discriminatory experiences are linked to psychological 
distress and depressive symptoms.34

How Can Health Care Providers and Health Care 
Systems More Effectively Recognize Rifts in the 
Doctor-Patient Relationship and Create Solutions to 
Deliver Equitable and Respectful Care?

The National Academy of Medicine (NAM) reported that 
across virtually every therapeutic intervention in the United 
States, Black people and other minorities experienced a lower 
quality of care than White people.36 The NAM concluded 
that implicit bias on the part of health care professionals 
was a likely contributor.36 There are limited interventions 
that seek to reduce bias in health care professionals and the 
negative impact of implicit bias in real-world patient care. 
However, some strategies to reduce implicit and explicit bias 
for individual health care providers are as follows.

Clinical Points
 ■ Cultural humility incorporates a lifelong commitment 

to self-evaluation, self-critique, and addressing power 
imbalances in the patient-physician encounter.

 ■ It is necessary to mitigate the negative consequences of 
implicit and explicit bias in health care systems.

 ■ It is useful to incorporate social determinants of health into 
routine patient encounters and to optimize understanding 
of the social history within the electronic health record to 
address unmet patient needs.
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Engage in cultural humility. Cultural competency tends 
to focus on mastery of effective and respectful delivery 
of health care services to diverse populations; however, 
cultural humility incorporates a lifelong commitment 
to self-evaluation, self-critique, and addressing power 
imbalances in the patient-physician encounter.37,38 Cultural 
humility is a more suitable goal, as it seeks to develop a 
mutually beneficial, nonpaternalistic partnership among 
physicians and patients.37 Most health care training is built 
on the notion that one can master effective communication 
(through attaining cultural competency) with diverse 
populations and cultures.37 Health care training models 
may be made more effective by incorporating an approach 
that is not focused on mastery. Instead, it will be more 
effective to focus on a lifelong commitment to approach each 
patient-physician encounter with a desire to listen and learn 
through self-evaluation, self-critique, and acknowledgment 
of power imbalances.37 Physician humility has promoted 
better communication among health care professionals and 
patients and led to enhanced patient outcomes.38

Practice with shared decision-making. Shared decision-
making is an important aspect for improving patient-provider 
interactions.39 While health care professionals may be 
experts in the biological basis of disease, patients are experts 
on their cultural background and how their cultural values 
influence their health care decisions. Listening is a critical 
part of communication, and health professionals should 
work to approach patients as individuals, rather than 
place individuals into stereotyped groups that are often 
stigmatized.26

Raise awareness about implicit bias. Counteracting 
unconscious bias through raising awareness about racial and 
ethnic stereotypes can be employed to address racial stigma.26 
Exercises, such as use of the Implicit Association Test,26 
may reveal unconscious racial stereotypes and promote 
awareness of the social and historical context of racism in 
health care. For health care providers who unintentionally 
perpetuate racism, exercises that enhance awareness (such 
as the Implicit Association Test) may be a step toward self-
discovery in a nonjudgmental setting.26

Avoid stereotype suppression. Stereotype suppression can 
result in increased social distancing from the stigmatized 
group and undermine the interpersonal relationship between 
the patient and the provider. Instead, it is more effective 
to acknowledge that stereotyping is a common tendency; 
however, it can be recognized and counteracted, rather than 
suppressed and ignored.26

Enhance physician wellness. The impact of stress and 
time constraints within health care systems can be addressed 
by using mindfulness techniques and Balint groups.10,26 
These techniques can promote positive patient and provider 
communication. Health care providers can incorporate 
mindfulness techniques and participate in Balint groups as 
part of their personal and professional development.

Become familiar with the social determinants of health. 
Understanding the social determinants of health that 
affect patient health outcomes can promote health equity.36 

Barriers to equity in health care encompass more than the 
health care system itself. They include aspects of patient 
experience related to employment, housing, income, health 
insurance, and education. Some strategies to address social 
determinants of health include the following:

• Address social barriers in patient encounters. The 
history section of the electronic health record 
is rarely used by health professionals.40 Social 
determinants (eg, food security, housing stability, 
and community and religious backgrounds) may 
influence health outcomes. While the section on 
social history in the electronic health record is 
rarely the focus of patient visits for general medical 
care,40 understanding the social context of individual 
patients may be critical to improving their health 
outcomes. Health care professionals can contribute 
to health equity by documentation and review 
of social determinants of health data within the 
electronic health record.40

• Become familiar with community resources that 
may benefit individual patients.41 Health care 
professionals should become familiar with local 
community health resources and programs. 
Health systems should work toward making local 
community resources and programs that support 
patients more available where they live and work.

Physicians involved in education can contribute to efforts 
to build a more diverse health workforce. In a study on 
shared racial and ethnic identity between patients and health 
care providers, respondents reported that having health 
professionals who shared their race and ethnicity reduced 
their hesitancy about receiving mental health services.11,20,42 
Concordance in race and ethnicity has been associated with 
higher levels of trust, improved communication, and a more 
robust intent to adhere to health care services.42,43 Health 
care providers are often involved in education mission 
setting within their institutions, and supporting efforts 
through medical school training, residency, and fellowships 
to recruit and retain Black medical students and physicians 
will enhance the quality of Black patient care. There are 
well-established benefits of workforce diversity in improving 
patient experiences and satisfaction, including but not limited 
to improved physician-patient communication, enhanced 
trust, and the benefits related to language concordance and 
cultural understanding of patients’ backgrounds.44

What Happened to Mr A?
After a review of Mr A’s case and consultation with the 

ED medical team and the attending psychiatrist, Mr A was 
discharged to his home in good condition with primary care 
physician follow-up for his hypertension. His statements 
that were perceived as being grandiose—given the cultural 
formulation of the case—did not rise to the level of being 
delusional or grandiose. He was informed about the risk of 
stroke and cardiovascular disease with uncontrolled blood 
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pressure and was also offered resources for mental health 
care.

Mr A’s experience in the ED and his misdiagnosis may 
interfere with his willingness to seek mental health services 
in the future and facilitate further medical mistrust. His 
family’s approach to the health system may also be affected 
by his misdiagnosis. However, interventions to address his 
misdiagnosis may also contribute to repairing his trust with 
the health care system and foster positive patient-provider 
communication.

CONCLUSION

Mr A, a male Nigerian immigrant with an altered 
mental status due to hypertension, was managed by 
treating his hypertension and correcting a misdiagnosis 
(bipolar I disorder with psychosis). Inadequate knowledge 
of his cultural background, racial stereotypes (such as the 
perception of Black people as aggressive), and language 
variance may have contributed to his misdiagnosis and led 
to a less-than-optimal diagnosis and treatment approach 

and undue stress for his family and caregivers. Health care 
professionals will benefit from developing greater awareness 
of their own implicit and explicit biases when delivering 
health care services to people from minority populations 
(eg, Black patients). Cultural humility was important in 
reevaluating Mr A’s situation after a decision was made 
to psychiatrically hospitalize him. In addition, collateral 
information from Mr A’s family helped to develop a more 
accurate formulation.

Our case vignette reinforces the need for health care 
systems and professionals to adopt real-time strategies to 
prevent stereotyping of Black people. Strategies that were 
applied in this case included the use of a diverse physician 
team, racial and ethnic concordance in the patient-physician 
encounter, and cultural humility on the part of the ED 
medicine and psychiatry consultation teams to revise the 
decision to admit. While an earlier intervention related to 
cultural understanding and formulation may have prevented 
misdiagnosis, identifying the error was important to prevent 
further adverse effects, such as treatment for bipolar I 
disorder with psychosis, following a misdiagnosis.
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