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KEY POINTS

� Disparities exist in health status, health outcomes, and health care delivery.

� The medical interview provides an opportunity for eliciting and addressing the social de-
terminants of health.

� To build a relationship, clinicians should strive to individualize the patient, respond to
emotion, and be aware of personal bias/values.

� In gathering data, clinicians may seek information about domains for social risk, and
screening tools exist to facilitate this.

� Education, counseling, and decision making should take into account the individual pa-
tient’s context, health literacy, and degree of activation.
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INTRODUCTION

The population of the United States is increasingly diverse. Recent estimates show the
US population is 26.4% nonwhite, 13.2% foreign-born, and 3.4% lesbian, gay,
bisexual, transgender (LGBT).1 Economic inequality is also increasing, with the top
1% of the population holding an estimated 42% of the nation’s wealth.2 Sociocultural
differences between patients and clinicians can create communication challenges and
increase the potential for disparities.3–5

There are disparities in health status and health outcomes for many subpopula-
tions.6 These differences span individual assessments of health status to maternal
mortality to morbidity from amyriad of chronic diseases.3 Increasingly, it is recognized
that disparities are driven not by differences in biology or individual patient character-
istics, but rather by social determinants, or the conditions of the environments in which
people live, including access to healthy food, education, employment, transportation,
and housing options.3,4

Just as disparities exist in health, there are also disparities in the care people receive
when they interface with the health care system. The National Academy of Medicine’s
(formerly the Institute of Medicine) landmark report Unequal Treatment found that
members of racial and ethnic minority groups did not always receive needed services
at the same rates as whites, and that disparities existed across a range of diseases
and persisted even after accounting for confounders such as insurance status and dis-
ease severity.7 Health disparities are also influenced by the social environment,
including the quality of interpersonal care, in health care settings.7,8

The health care workforce remains less diverse than the US population as a
whole. Only about one-third of all physicians are women, and only 8.9% of physi-
cians identify as black or African American, American Indian or Alaska Native, or
Hispanic or Latino.9 Concordance on various dimensions between patients and cli-
nicians, including both visible demographic characteristics and underlying attitudes
and values, positively affects the relationship.8 Racial concordance between pa-
tients and providers has been linked to longer clinic visits, more positive patient
affect, and greater ratings of patient satisfaction, adherence, and participatory de-
cision making.10,11 However, such concordance is not always achievable owing to
the systemic disparities in the workforce as well as local factors. Even in the best
cases, there is rarely full concordance of all aspects of identity between patient
and clinician.
The medical interview serves 4 functions: relationship building, data gathering, pa-

tient education and counseling, and facilitation and patient activation.12 We describe
how clinicians can uncover and address the social determinants of health within this
conceptual framework during a patient–clinician encounter. It is also important for cli-
nicians to consider their relationships with the broader communities in which they
work and their relationships with other clinicians.

RELATIONSHIP BUILDING
Dimensions of Relationship-Centered Care

Many studies have reported reduced levels of trust among racial and ethnic minor-
ities in physicians, researchers, and the health care system.8,13,14 Relationship-
centered care considers the experiences, values, and perspectives of the patient
and clinician, and how these intersect in the clinical encounter.7,15 To build a
successful patient–clinician relationship, mutual respect, communication, knowing,
affiliation/liking, trust, and partnership building must all be present.8 Respect for the
individual underlies and enhances each of these dimensions, and communication is
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the behavioral action through which the other dimensions are observed and
measured.8,16 To know a person is to be familiar with them as an individual; to
like a person is to find the person agreeable, whereas affiliation is to feel a shared
sense of identity or purpose.8 As patients and clinicians know each other
better, they build greater trust. Patients trust clinicians who demonstrate trustwor-
thiness through their benevolence, integrity, and competence.17 Clinically
strong partnerships reflect the unique background and opinion of each participant,
enable shared decision making, and lead to greater patient satisfaction and
engagement.8,14

Behaviors of Relationship-Centered Care

Relationship building is a deliberate practice of behaviors that demonstrate emotional
support, reassurance, and respect.12,15 Verbal behaviors explicitly invite an exchange
of information. Nonverbal behaviors include a physician’s friendliness, eye contact,
posture, voice cadence and tone, and level of engagement with gestures and use of
touch. The provider’s affect, tone, degree of verbal dominance, amount of information
provided, and time spent influence communication (Box 1).13

Racial disparities in communication behaviors have been observed.13,15–17 African
American patients experience less affective behavior and tone and higher percent-
ages of physician dominance compared with Caucasian patients.13,18 Time spent
on mental health topics varies by physician race, and physician-demonstrated
empathy varies by patient race.16 Similarly, African American patients experience
less rapport building on topics ranging frommental health to chronic disease manage-
ment to end-of-life care.13,17,19,20

Attitudes Within Relationship-Centered Care

Relationship-centered care also recognizes that patients and clinicians enter into this
relationship with opinions and attitudes. Attitudes, as an assumed way of thinking, can
arise in response to a repeated stimulus, such as an object or situation. Attitudes
become biases when the line of thinking becomes prejudiced against a person or a
group.18

Medical training often emphasizes population risk factors and objectivity.13,19 How-
ever, these processes can reinforce stereotypes and promote bias.21 Implicit biases
Box 1

Strategies to build rapport and trust

� Individualize the patient.
� “How would you like me to address you—as Mr/Mrs X, by your first name, or something

else?”
� “Who is important to you? What is important to you?”

� Respond to emotion.
� Use empathic statements.
� Legitimize and validate the patient’s emotions.
� Allow for periods of silence.
� Invite questions.

� Self-reflection
� Learn about your own implicit biases and values.

� Increase your engagement with the community you serve and/or with persons who differ
from you with regard to social or cultural background.
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are the unconscious thoughts and feelings, stemming from automatic evaluative pro-
cesses based on memory and experience.20,22 Medical providers harbor unconscious
biases at the same frequency as the general population.23–26 Implicit bias influences
diagnosis, treatment recommendations, questions asked of the patient, and diag-
nostic tests ordered.24

Bias manifests itself in behaviors that impede relationship building. Physicians with
higher levels of general race bias on the implicit association test were more likely to
talk slowly, have greater verbal dominance, and have less patient-centered dia-
logue.19 In addition, African American patients who interacted with a physician with
a higher level of bias were more likely to report lower levels of trust, respect, and
engagement in clinical decision making.19 Strategies to reduce implicit bias should
focus on acknowledgment of bias and individualizing the patient.20,21,23,24 When clini-
cians know a patient as an individual, it brings them away from stereotyping and
cognitive shortcuts and toward mutual partnership.8
DATA GATHERING

The history of present illness is the focus of the medical interview, an information ex-
change designed to lead to a diagnosis. Traditionally, physicians ask questions and
receive information through a biomedical or disease-focused lens.25 This knowledge
should be expanded to integrate psychosocial domains, including lifestyle, social
context, education, and the patient’s perspective of their illness.25 A pure biomedical
line of questioning reflects a physician-dominant voice, which can be at the expense of
the patient’s perspective.11

The National Academy of Science, Engineering, and Medicine has identified 5 do-
mains for social risk: low socioeconomic position, disadvantaged neighborhood, social
isolation, racial or ethnic minority status, and lesbian, gay, or bisexual orientation or
transgender status. Limited health literacy has also been linked to health disparities;
however, it is considered to be more modifiable than the 5 domains listed.3,26

These social risk domains influence health outcomes on a personal and systemic
level.4,27 Eliciting these social risk factors provides important data to better under-
stand the patient as a person and to assess home environment, risk for nonadherence,
and potential barriers to care and disease self-management. In the United States,
adults living below the poverty line are 5 times more likely to report being in poor or
fair health as compared with adults who claim incomes at least 4 times the federal
poverty line.26,27 Housing instability, food insecurity, and exposure to violence have
been shown to increase health care use.28,29 Low-income neighborhoods are more
likely to have a higher density of fast food and convenience markets, increasing the
risk of obesity. Residents who do not have easy access to such ready-made or pro-
cessed food have lower rates of obesity.27,30 Lower homicide rates have been
observed in neighborhoods in which residents self-rank high levels of mutual trust.31,32

Racism, particularly structural racism, is another driver of disparities.33,34

Although the social history has always been included in clinical interviewing
courses, many clinicians may not feel competent how to ask patients about social de-
terminants of health or what to do once that information is obtained. Standardized
screening tools have been developed by Health Leads, an organization founded to
connect patients to community based resources, and the Centers for Medicare and
Medicaid Services, but are not yet part of routine clinical assessment.28,35 Importantly,
a positive screen to any of the questions is actionable.35 Each survey encompasses 5
health-related social need domains: housing instability, food insecurity, transportation
needs, utility needs, and interpersonal safety (Table 1). Health Leads also includes a
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Table 1
Screening for social risk

Social Need Domain Examples

Housing instability Safety of housing, homelessness, inability to pay rent

Food insecurity Access to nutritious food on a reliable basis

Utility needs Shut off notices, phone use

Transportation Access to affordable transportation for medical or public transport

Interpersonal safety Intimate partner violence, elder abuse, child abuse, community

Financial resource
strains

Social security or disability benefits, financial literacy/budgeting,
stretching medications owing to cost, difficulty accessing benefits
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question on financial resource strains.28,35 Other social need domains include child-
care, education, employment, health behaviors (including smoking, alcohol and sub-
stance use), social isolation, and behavioral health. In addition to using screening
tools, it is important for clinicians to increase their use of open-ended questions, allow-
ing patients to tell their full stories and elaborate on their concerns. Psychiatrist and
anthropologist Arthur Kleinman proposed the use of 8 questions to probe the patient’s
explanatory model of illness (Box 2).36
PATIENT EDUCATION AND COUNSELING

When data gathering is expanded to include information about the social determinants
of health, the scope of patient education and counseling broadens (Box 3). In addition
to addressing the direct physical manifestation of illness and the immediate contribu-
tors, clinicians can address underlying barriers to achieving health. A clinician might
recognize that a patient has limited food options or access to spaces to exercise in
their neighborhood, or that the patient faces chronic stress from experiencing racism.
Clinicians must become familiar with locally available resources and make referrals to
community-based organizations that address social needs, ranging from substance
abuse and mental health programs to support groups, to food pantries, job training
services, and housing, utility, and prescription assistance programs.
Box 2

Eliciting patient’s explanatory model

1. What do you think caused your problem?

2. Why do you think it started when it did?

3. What do you think your sickness does to you?

4. How severe is your sickness? Do you think it will last a long time, or will it be better soon in
your opinion?

5. What are the chief problems your sickness has caused for you?

6. What do you fear most about your sickness?

7. What kind of treatment do you think you should receive?

8. What are the most important results you hope to get from treatment?

From Kleinman A, Eisenberg L, Good B. Culture, illness, and care: clinical lessons from anthro-
pological and cross-cultural research. Ann Intern Med 1978;88(2):256; with permission.
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Box 3

Training opportunities and educational resources

Patient education

� Screen for health literacy using single items.
� How often do you need to have someone help you when you read instructions, pamphlets,
or other written material from your doctor or pharmacy?

� How confident are you filling out medical forms by yourself?

� Tailor education to individual patient goals.

� Consider language and literacy barriers.

� Use the teach-back technique.

� Learn about local resources.

Patient activation

� Engage in patient-centered decision making.
� Paraphrase and interpret.
� Ask the patient for opinions and suggestions.
� Engage in brainstorming options.
� Engage in negotiation and joint problem solving.

� Partner with the patient and the multidisciplinary team.
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In providing education and counseling, it is important for clinicians to recall that 14%
of adults in the United States cannot read above a basic level.37 A similar percentage
of the population has a less than basic health literacy.37 Low health literacy is associ-
ated with poorer health outcomes, including more frequent hospitalizations and higher
mortality rates.32 Health literacy affects health outcomes through effects on access
and use of health care, the patient–provider relationship, and self-management.31 It
is essential to assess literacy and health literacy levels to ensure understanding
through the use of nonmedical language and illustrations.38 There are now single-
item screeners for health literacy (see Box 3).39,40 Clinicians should provide informa-
tion in short, clear statements with opportunities for patients to ask questions. The
teach-back technique is useful for confirming patient understanding.38 Ideally, clini-
cians frame this technique as a check on their own skills (“I want to make sure I
have explained things well”), so that if a patient has difficulty, it is understood to be
a reflection of the clinician’s deficiency and not the patient’s.
Twenty-one percent of Americans sometimes or always speak a language other

than English at home; many patients may prefer health information in that language.1

Among a population of Spanish-speaking patients, when clinicians had higher self-
rated language ability and cultural competence, patients were more likely to report
better interpersonal processes of care.41 Similarly, when there was language discor-
dance between patients and clinicians, communication was impeded even when
the patients had relatively high health literacy and an interpreter was used.42 Similar
techniques to those used for literacy barriers can be applied when there is a language
barrier.
FACILITATION AND PATIENT ACTIVATION

To translate patient education and care plan formulation into improved health out-
comes, patients should be involved in decision making and activated to manage their
health (see Box 3). Patient-centered decision making involves adaptation of the best
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evidence in medicine to the individual patient context.43 Short-term health-related out-
comes improve when patient context is taken into account in treatment planning.43

Shared or participatory decision making is a model for clinical interactions in which pa-
tients more actively collaborate with their clinicians to formulate care plans that are in
line with their preferences and values. Interventions to promote shared decision mak-
ing increase patient satisfaction across all racial and ethnic groups and improve out-
comes for at-risk patients.44,45

The concepts of patient engagement, empowerment, and activation can be ambig-
uous and overlapping. Engagement typically refers to the acquisition of motivation to
be involved in one’s own health care and maintenance. Empowerment refers to
increasing opportunity for involvement in the decision-making process. Activation de-
scribes gaining increasing knowledge and skills that allow patients to manage their
own health and health care.46,47 Patients with greater activation are more likely to
engage in healthy behaviors and obtain preventive care, and also have biometrics
like body mass index and blood pressure within the normal range.46 Chen and col-
leagues48 propose a framework for the development of personalized interventions
for the promotion of patient activation that are culturally sensitive. Specifically, pa-
tients are at the center of the model—with their personalized knowledge, self-
determination, and confidence, and the triad of health providers, community, and
health care delivery system encouraging them—resulting in improved health
outcomes.48

Interventions can increase patient activation in hospital and ambulatory care set-
tings, and across chronic disease management, including for diabetes, hyperten-
sion, and mental illness.46,49 Successful interventions include skill development,
problem solving, peer support, change of the social environment, and/or tailored
coaching to the individual.46 For example, patients from predominantly ethnic mi-
nority and low-income neighborhoods, who were coached to be more active par-
ticipants in decisions about their care (and whose physicians were trained in
patient-centered interviewing) achieved higher levels of participatory decision
making and greater reductions in systolic blood pressure over 12 months
compared with patients who were not coached and whose physicians did not
receive training. Taking into account patient health literacy is important; in some
cases, racial disparities in patient activation can be mediated entirely by health
literacy.44,48
TRAINING THE CLINICIAN

The National Academy of Medicine recommends training for all clinicians to under-
stand and address the social determinants of health.5,50 This commitment is viewed
as a professional responsibility.51 Training has focused on cultural competency,
emphasizing communication, diagnosis, and management after consideration of a pa-
tient’s background.52 More recently, there has been a move toward structural compe-
tency, which posits that clinicians be trained to understand how health inequalities are
driven by forces at the institutional and societal levels, and to take these factors into
account in managing patients.53 The ecological model, an organizing framework for
structural competence, reveals the multiple levels of influence on the health of individ-
ual patients (Fig. 1).54

Learning can be accomplished through traditional didactic sessions or community-
based activities.50,51,55 Training curricula educate health professionals on topics such
as structural and cultural competency, community engagement principles, health lit-
eracy, and limited English proficiency that are relevant to clinicians (Table 2).56–63
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Fig. 1. Ecologic model of multilevel influences on health. (Adapted from Mueller M, Purnell
TS, Mensah GA, et al. Reducing racial and ethnic disparities in hypertension prevention and
control: what will it take to translate research into practice and policy? Am J Hypertens
2015;28(6):700; with permission.)
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Community based-teaching can occur through service learning experiences or
community-based participatory research.50 Community-based participatory research
is a collaboration between community members, organizations, and researchers with
a focus on addressing social, structural, and physical inequity.64 Guiding principles of
community-based participatory research mirror those of relationship-centered
care.8,64

FUTURE CONSIDERATIONS

Francis Peabody famously wrote, “The secret of the care of the patient is in caring for
the patient.” In our increasingly diverse and mobile society in which equity is a valued
but challenging ideal, clinicians must develop a skillset that allows them to build rela-
tionships with patients who might differ from them, deftly gather psychosocial infor-
mation in the clinical interview, provide relevant education and resources, and
facilitate patient activation. In this article, we have introduced concepts and methods
relevant to mastering these skills. Beyond the clinical encounter, however, we also
encourage physicians to become engaged in efforts to promote equity at the systems
level, whether within their institutions, communities, states, or nation, as the social de-
terminants of health exert their influence long before the patient reaches the examina-
tion table or hospital bed.
Table 2
Training opportunities and educational resources

Meetings and Trainings Advancing Health Equity in the VA Healthcare system56

Applications of Innovative Methods in Health Equity Research57

Cross Cultural Health Care Program63

Curriculum and toolkits A Train the Trainer Guide: Health Disparities Education61

Caring with Compassion59

Health and Wellbeing for All60

AMA Health Disparities Toolkit62

Community-based
teaching

Service Learning
Community-based participatory research

Health outcomes database County Health Rankings & Roadmaps55

Implicit association test Project Implicit22
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50. Cené CW, Peek ME, Jacobs E, et al. Community-based teaching about health
disparities: combining education, scholarship, and community service. J Gen
Intern Med 2010;25(S2):130–5.

51. Smith WR, Betancourt JR, Wynia MK, et al. Recommendations for teaching about
racial and ethnic disparities in health and health care. Ann Intern Med 2007;
147(9):654.

52. Cooper LA, Roter DL. Patient-provider Communication: the effect of race
and ethnicity on process and outcomes of health care. In: Smedley BD,
Stith AY, Nelson AR, editors. Unequal Treatment: Confronting Racial and Ethnic
Disparities in Health Care. Institute of Medicine (US) Committee on Understand-
ing and Eliminating Racial and Ethnic Disparities in Health Care. Washington, DC:
National Academies Press; 2009. p. 552–93.

53. Wear D, Zarconi J, Aultman JM, et al. Remembering Freddie Gray: medical ed-
ucation for social justice. Acad Med 2017;92(3):312–7.

54. Mueller M, Purnell TS, Mensah GA, et al. Reducing racial and ethnic disparities in
hypertension prevention and control: what will it take to translate research into
practice and policy? Am J Hypertens 2015;28(6):699–716.

55. Health is where we live. County health rankings & roadmaps web site. 2017.
Available at: http://www.countyhealthrankings.org/. Accessed August 11, 2017.

56. Center for Health Equity Research and Promotion. Advancing health equity in the
VA healthcare system. Washington, DC: U.S. Department of Veterans Affairs;
2016. Available at: https://www.cherp.research.va.gov/. Accessed August 11,
2017.
Downloaded for Anonymous User (n/a) at Florida State University from ClinicalKey.com by Elsevier on April 18, 2018.
For personal use only. No other uses without permission. Copyright ©2018. Elsevier Inc. All rights reserved.

http://refhub.elsevier.com/S0025-7125(17)30212-2/sref41
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref41
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref41
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref42
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref42
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref42
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref43
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref43
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref43
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref44
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref44
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref44
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref45
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref45
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref45
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref46
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref46
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref46
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref47
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref47
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref47
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref48
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref48
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref48
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref49
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref49
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref49
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref50
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref50
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref50
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref51
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref51
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref51
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref52
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref52
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref52
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref52
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref52
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref52
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref53
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref53
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref54
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref54
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref54
http://www.countyhealthrankings.org/
https://www.cherp.research.va.gov/


Murphy et al532

Do
57. Johns Hopkins Bloomberg School of Public Health (JHSPH). Applications of inno-
vative methods in health equity research. Johns Hopkins Bloomberg School of
Public Health; Available at: https://www.jhsph.edu/courses/. Accessed August
10, 2017.

58. Golden S, Purnell T, Halbert J, et al. A community-engaged cardiovascular health
disparities research training curriculum: implementation and preliminary out-
comes. Acad Med 2014;89(10):1348–56.

59. Chick DA, Bigelow A, RyeH, et al. Caring with compassion. Ann Arbor (MI): Univer-
sity of MichiganMedical School; 2014. Available at: https://caringwithcompassion.
org//. Accessed August 6, 2017.

60. CDC Foundation. Health and well-being for all. Health in a box resources. 2017.
Available at: http://www.cdcfoundation.org/. Accessed August 8, 2017.

61. Society of General Internal Medicine. A train the trainer guide: health disparities
education. SGIM resource library: education resources. Available at: http://www.
sgim.org/. Accessed August 11, 2017.

62. AMA. Reducing disparities in health care. Chicago (IL): American Medical Asso-
ciation; 2017. Available at: www.ama-assn.org/. Accessed August 11, 2017.

63. CCHCP. Equity and inclusion programs. Seattle (WA): The Cross Cultural Health
Care Program; 2017. Available at: http://xculture.org/cultural-competency-
programs/. Accessed August 11, 2017.

64. Israel BA, Schulz AJ, Parker EA, et al. Review of community-based research: as-
sessing partnership approaches to improve public health. Annu Rev Public
Health 1998;19(1):173–202.
wnloaded for Anonymous User (n/a) at Florida State University from ClinicalKey.com by Elsevier on April 18, 2018.
For personal use only. No other uses without permission. Copyright ©2018. Elsevier Inc. All rights reserved.

https://www.jhsph.edu/courses/
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref58
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref58
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref58
https://caringwithcompassion.org//
https://caringwithcompassion.org//
http://www.cdcfoundation.org/
http://www.sgim.org/
http://www.sgim.org/
http://www.ama-assn.org/
http://xculture.org/cultural-competency-programs/
http://xculture.org/cultural-competency-programs/
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref64
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref64
http://refhub.elsevier.com/S0025-7125(17)30212-2/sref64

	The Clinical Examination and Socially At-Risk Populations
	Key points
	Introduction
	Relationship building
	Dimensions of Relationship-Centered Care
	Behaviors of Relationship-Centered Care
	Attitudes Within Relationship-Centered Care

	Data gathering
	Patient education and counseling
	Facilitation and patient activation
	Training the clinician
	Future considerations
	References


