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ACCREDITATION STATEMENTS

32th Annual Meeting -Squaw Creek Resort, Lake Tahoe, CA

Genesys Regional Medical Center, an organization accredited by the Michigan State Medical Society Committee (MSMS)
on Continuing Medical Education Accreditation, designates that this activity meets the criteria for a maximum of 20
hours in Category 1 Credit toward the requirement for Michigan relicensure and of the Physicians Recognition Award of
the AMA, provided it is completed as designed. This activity has been planned and implemented in accordance with the
Essentials and Standards of the MSMS through the joint sponsorship of Genesys Regional Medical Center and the
Association for the Behavioral Sciences and Medical Education.

The Association for the Behavioral Sciences and Medical Education is approved by the American Psychological
Association to offer continuing education for psychologists. The Association for the Behavioral Sciences and Medical
Education maintains responsibility for the program. ABSAME is offering this activity for 20 hours of continuing education
credit provided it is completed as designed.



Program Overview

Ethnic, gender, and socioeconomic disparities exist in health statusin the U.S. Disparities in health status
have been attributed to biological predisposition, environmental factors, socioeconomic status, insurance status,
race and ethnicity aswell asto the distribution, access, utilization, process (diagnosis and treatment) and cost of
care. Of critical importanceistheroleof culture specific health beliefsthat encourage traditional health practices
and health behaviors, which may delay acceptance of evidence-based care. Thesefactorshave beenidentified as
critical sociocultural componentsfor educational programs designed to enhance our understanding of disparities
in health statusthat exist for immigrants, racial and ethnic minorities. While understanding of the biological and
psychosocial bases of disease and illness hasincreased in recent decades, much less discussion has centered on
sociocultural factors as determinants of illness. The challenge of preparing medical studentsto treat an increas-
ingly diverse patient popul ation demands afocus on theinfluence of cultural and sociocultural factors on health.

The conference goals are to examine methods for integrating knowledge on sociocultural factors and health
disparitiesin medical education; to emphasi ze educational methodsfor integrating epi demiol ogic dataon ethnic,
gender, and socioeconomic disparitiesin health status; and to highlight related knowl edge concerning sociocul-
tura influenceson health in thefollowing areas:

Health Behaviors (eating, activity level, substance abuse, violence)

Health Conditions (illnesses, such as Type |1 Diabetes, Cancer, HIV-AIDS)
Health Care System Factors (access, diagnosis, treatment)

Health Beliefs (illnessinterpretation, folk beliefs, spirituality, family rolein health)

Presentations will focus on the contribution of sociocultural factors not only to illness but also to optimum
health, aswell as on current information and trends from multiple specialties and disciplines within the medical
school and hospital settings.

Objectives

At the end of this conference, participants will be ableto:

» Determine sociocultural influences on health behaviors, health conditions, and/or health care system issues

» Discusssociocultural factorsthat contribute to optimum health, aswell asillness

e Design model curriculum to address health disparitiesin medical education

e ldentify funding for curricular and research efforts to address racial, ethnic and gender disparitiesin
hedlth.

Program Highlights

. Over 50 presentations, workshops, seminars, and poster presentationsfor gaining new ideasand vital
information to help you be more effectiveinyour medical education efforts.
. Opportunitiesto network and camaraderie with your colleaguesin the behavioral sciencesthrough

meetings, informal gatherings, and social events.
. Lake Tahoe- a beautiful location to relax and enjoy the sights, sounds, food, and fun!

Association for the Behavioral Sciences and Medical Education



Schedule at a Glance

Thursday, October 10

12:30 PM - 2:00 PM Plenary Session - Squaw Peak A
Opening Remarks: Alicia Monroe, M.D.

PL1: Reflections on Roads Not Taken
Cyril M. Worby, M.D.

2:15PM - 3:30 PM Concurrent Sessions

Emigrant Peak A Emigrant Peak B
Brief Paper Presentations S1: Marcus Welby Meets the 21st Century Family
BR1 - BR4 Doctor: Home Visits Redux
M oderator: O. J. Sahler, M.D.

3:45 PM - 5:45 PM Concurrent Workshop Sessions

Emigrant Peak A Emigrant Peak B

W1: Cultural Diversity Matters: A Summer W2: Looking for Tools to Design or Refresh Your
Elective for First Year Medical Students Cultural Competency Curriculum?

6:00 ABSAME Dinrer
(Cash Bar)

Introductory Remarks: Alicia Monroe, M.D.

Keynote Speaker: ABSAME'S Rich Heritage: Using the Past to llluminate the Future
DeWitt C. Baldwin Jr., M.D.

32th Annual Meeting -Squaw Creek Resort, Lake Tahoe, CA



Friday, October 11

7:30 - 8:30AM Breakfast Plenary: (Grand Serra Ballroom A)
PL2: The National Breastfeeding Awareness Campaign: The Role of Medical Education
Suzanne Haynes, Ph.D.

845 - 10:30AM Plenary Session:(Grand Serra Ballroom A)

PL3: Funding Strategies to Eliminating Racial and Ethnic Health Disparities
Tuei (Jean) Doong

PL4: Health Digparities and Substance Abuse Among Populations
H. Westley Clark, M.D., JD, MPH., CAS, FASAM

M oderator: Charlotte Kennedy, Ph.D.

10:45AM - 12:00 PM Concurrent Seminars

Emigrant Peak A Emigrant Peak B

S2: Black Domestic Violence: Teaching Gender, S3: Addressing Access |Issues for Underserved
Race, and Class (GRC) Intersections Minority Populations

12:15 - 2:00 Poster Session (Grand Serra Ballroom A) Box lunch provided

1:00 - 6:00 PM Special Workshop Sesson (Emigrant Peak A)
W3: NCI Grants Workshop

Dinner on Own

8:00 - 11:00 PM ABSAME Coffee House (Dessert Served)

Special ThankstotheProgram Committee: Thisyear’sprogram committee hasworked toinsure
aquality educationa program. Their effortsaregreatly appreciated.

Charllotte, Kennedy, Ph.D. (Chair) AliciaMonore, M.D.
JoséL. Caderon, M.D. Joao Nunes, M .D.
Amy Ellwood, Ph.D. 0O.JSahler, M.D.
Lynn Epstein, M.D. DorrisTinker, Ph.D.
AnnHFlipse, M.D. Mark VVogel, Ph.D.
LivaJacaoby, Ph.D. Kenneth E. Wolf, Ph.D.
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Saturday, October 12

7:30 - 8:30AM Common Interest Breakfast - Squaw Peak A

B1: Expansion of a Clinically Based, Interdisciplinary Service Elective: How Can Behavioral Students
Be Integrated?
B2: Crossing the Communication Divide
B3: Using Humanities to Teach Multicultural Sensitivity

845 AM - 945 AM Pleanary Session - Squaw Peak A

PL5: Transcultural Principles Applied to Medical Education
Ann Hubbert, Ph.D. & Gail Harris, Ph.D.

M oderator: Amy Ellwood, MSW, LCSW

10:00 AM - 11:45 AM Concurrent Seminars

Papoose Peak Castle Peak
S4: The Biomedical Lecture as Opportunity to S5: Substance Abuse: The Impact of
Inculcate Biopsychosocial Perspective Sociocultural Factors and the Role of Medical
Education

12:00PM - 1:30PM ABSAM E M embership M eeting (Cascades) lunch provided

1:45 PM - 3:45 PM Concurrent Sessions

Papoose Peak Castle Peak Pyramid Peak
Brief Paper Presentations W4: Using Multi-vocal Case WS5: Malice in Genderland:
BR5-BR10 Narratives to Explore Reducing Disparities in the Care
M oderator: Multicultural Ethics of Transgender Persons
James Campbell, Ph.D.

4:00PM - 6:00 PM Concurrent Seminars

Papoose Peak Castle Peak
W6: Developing Written Communication for W?7: Teaching Prevertion in a Sociocultural
Vunerable Patients Having Limited Literacy Skills Context: The Case of Type Il Diabetes

Dinner on Own

32th Annual Meeting -Squaw Creek Resort, Lake Tahoe, CA



Sunday, October 13

BR11 - BR14

7:30 - 845AM Student Scholars Breakfast - Squaw Peak A
M oderator: Jose L. Calderon, M.D.

9:00 AM - 11:00 AM Concurrent Sessions

Papoose Peak

Brief Paper Presentatations
BR15 - BR19

M oderator: Ann Flipse, M.D.

Emigrant Peak A

S6: Addressing Hedlth
Disparities Through Faculty
Development: A Course in

Survey Research for Clinical

Emigrant Peak B

S7: Biomechanical Thoracic
Restriction Technique for
Teaching Diaphragmetic
Breathing

Faculty

General Information

Registration Desk Hours:  Thursday 11:00 am - 4:00 PM
Friday 7:00 am - 1:00 PM
Saturday 7:00 am - 3:00 PM
Sunday 7:00 am - 9:00 am

Meal Functions: Please wear your name tag and present the appropriate ticket for each meal
function you attend. Additional tickets for guests can be purchased at the ABSAME registration
table. Please check at the conference registration table if you have any questions.

CME/CE Certificates: Continuing Medica Education credit and Continuing Education creditsareavail-
ablefor participantswho select in advanceand pay for thisoption. Certificateswill be handed out at the
end of the conference. Itistheresponsibility of the participantsto complete an evaluation of each
session they attend to receive the credit.

Conference Evaluations: Pleasefill out and return the conference evaluation forms. These assist us
in planning future conferences in order to meet the needs and concerns of all members and partici-
pants.

Disclosure Satements. Inorder tocomply with ACCME and APA requirements, all faculty for this
conference have been asked to fill out aDisclosure Statement. These have been reviewed by the Program
Committeeand areon fileat the Registration tablefor viewing on request.

Special Needs: If you have special needsto participate fully in this conference, please make those
needs known to someone at the registration table or to a member of the planning committee.

Non-Smoking Policy: Smoking is not permitted within conference meeting rooms.

Association for the Behavioral Sciences and Medical Education



Soecial Activities

ABSAME Dinner: Thisevent will be held on Thursday evening beginning at 6:00 PM, in Squaw
Peak Ballroom B. Each registrant will receive one dinner ticket. Additional tickets are available at
the registration desk at afee of $30.00 each. Dressis casual.

Traditional ABSAME Introductions. Following the dinner and keynote address, everyoneis
invited tojoin in one of ABSAME’s nicest tradition of introducing ourselvesto the group and speak-
ing briefly about why we have chosen to attend and what we hope the meeting will provide.

Poster Displays. Posterswill bedisplayed on Friday starting at 12:15 PM. and the authorswill be
availableto discusstheir materia at thistime. A box lunchwill beserved at thisevent.

ABSAME CoffeeHouse: Anevening of informal networking, poetry, and musicd participationisthe
tradition of the Coffee House. Dessertswill be served. Please come and enjoy.

ABSAME Annual BusinessMeseting: Pleasejoin AliciaMonroe, M.D., President, and other members
on Saturday followinglunchfor theannual ABSAME meeting. Thebusinessmeeting offersmembersthe
opportunity to learn about key ABSAME activities, addressissues of concern to theboard of directors, and
planthefuture of the organization. Everyone' sinput and participationiswelcome.

Book ExhibitorsTable: Publishersparticipatingin thisyears combined book exhibit have sent sample
copiesof booksalong with order forms. Please come by and review the books. Thesebookswill be
raffled off after the Sunday morning Student Scholars Session. Winnersmust be present towin.

Activitiesand Adventures. Nomeeting at Squaw Creek would be complete without an outing or
adventure. Galf, tennis, hiking, horseback riding, and mountian biking aredl enjoyed. Neaby Lake Tahoe
providesawiderange of water spoorts, sightseeing, and the non-stop entertainment of the Nevada shore-
linecasinos. Pleasecheck withthe hotel conciergefor moreinformation or to schedule an event.

Soonsorship

Book Exhibitors
Hogrefe & Huber Publishers
BadoghInternationd Inc.

Special sponsor.
Specia thanksto Batiz.comwho hasbeen avaluable supporter of ABSAME.

32th Annual Meeting -Squaw Creek Resort, Lake Tahoe, CA



Plenary Soeakers

Thursday, October 10
12:30 - 2:00 PM

“Reflections on Roads Not Taken”
Cyril M.Wborby, M.D.

- Following graduation from
Antioch College Cy Worby
completed medical school, a
splitinternshipin medicine
and pediatrics, and psychiat-
ricresidency all at the Uni-
versity of Rochester. After 3
years at the 97th General

|i Hospital in Frankfurt, Ger-

VA<l G L
many Cy returned to Roch-

L BE
ester where he directed aninnovativeinpatient unit
and began aprogram in family theory and therapy.
While at Rochester he wasimprinted with George
Engd’shiopsychosocia model, whichinfluenced his
teaching, writing and clinica work to the present day.
Rochester wasfollowed by a10year period a Michi-
gan Statewhere heinitiated the psychiatric residency
and, with colleaguesin psychology and psychiatry, be-
ganaFamily LifeCycle StudiesProgram and Referrd
Clinicwhich trained psychology interns, psychiatric
residentsand medicd studentswho fulfilled their psy-
chiatry clerkship requirementsin that interdisciplinary
setting. Hea so had curricular responsibility for the
first term of medical school which featured aFocal
Problemon CysticFbrogs, integrating biologicd, psy-
chological and social aspects of the disease. Next
venue was Jack Medalie's Department of Family
Medicine at CaseWestern Reserve asDirector of the
new Division of Family and Behaviora Sciences. At
CWRU Cy deve oped apopular interviewing program
for thefirst year class. Final stop: University of Ne-
vada School of Medicinewith appointmentsin Psy-
chiatry and Family Medicine. With departmental col-
leagues he completed and published a Robert Wood
Johnson funded study of theimpact of acoronary on
thefamily system. In 1995 he became emeritus pro-
fessor of psychiatry and behavioral sciences. Hehas

o

continued teaching medica studentsand residentsand
isaconsultant and facilitator to Cystic Fibrosisteams
intheUSand Scandinavia

Friday, October 11
7:30 - 8:30 AM

“ The National Breastfeeding Awar eness
Campaign: TheRoleof Medical Education”
Suzanne Haynes, Ph.D.

Dr. HaynesservesasAssis-
tant Director for Sciencein
the Office on Women'’s
Health in the Department of
Hedthand Human Services.
Inthisposition, she coordi-
natesscienceinitiativesfor
the Office. For the eight
yearsprior to her gppointment, Dr. Hayneswas Chief
of the Health Education Section of the National Can-
cer Ingtitute, where shelaunched several community
breast cancer screening programs, physician early
detection intervention programs, and dietary change
and skin cancer prevention programs. Trained asan
epidemiologist, she has published 70 articles on
women'shedth, including papersonwomen and heart
disease, cholesterol levels, smoking, hypertension, dia-
betes, and breast cancer screening. She has edited
the Book, How to Increase Breast Cancer Screen-
inginYour Community. Dr. Hayneshas contributed
to the work of the National Action Plan on Breast
Cancer, the Canada-USA Women's Health and the
Environment Interagency Committee, and other
women'shedthinitiativesof the OWH.
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Friday, October 11
8:45 - 10:30 AM

“Funding Strategiesto Eliminating Racial and
EthnicHealth Disparities’
Tuel (Jean) Doong

Captain Doong has been with the Office of Minor-
ity Health (OMH), PHS since 1989 and is cur-
rently the Deputy Director of the office. As the
Deputy Director, she assists the Deputy Assistant
Secretary for Minority Health in the organization
and management of the OMH to assure achieve-
ment of the Department of Health and Human Ser-
vices goalsfor minority health.

Prior tojoining the OMH, she served inthe Health
Resourcesand ServicesAdministration (HRSA) in
various capacities, including Chief of Compliance
Monitoring and Acting Deputy Director of the Di-
vision of Facilities Construction in the Office of
Health Facilities.

Captain Doong began her career in the Public
Health Servicein 1979 asan analyst for the Health
Careers Opportunity Program, HRSA. Priortojoin-
ing the Public Health Service she wasacommunity
health planner for Montgomery County, Maryland
and a State health planner for the District of Co-
lumbia State Health Planning and Development

Agency.

Captain Doong hasreceived numerous awards, in-
cluding the Surgeon General’s Exemplary Service
Medal, Meritorious Service Medal (the second
highest award in the Public Health Commissioned
Corps), Outstanding Service Medals, Commenda-
tion Medals, Unit Commendation Medal, and PHS
Citation.

Education: MA in Hedth CareAdministrationfrom
George Washington University, Washington, D.C.;
BA from University of Rochester, Rochester, NY.

Health Disparitiesand Substance Abuse
Among Populations
H. Westley Clark, M.D., JD, MPH., CAS, FASAM

Dr. H. Westley Clark, Direc-
tor of the Center for Sub-
stanceAbuse Treatment un-
der the Substance Abuseand
Mental Hedth ServicesAd-
minigraion, U.S. Department
of Health and Human Ser-
vices, leadstheagency’sna
tiond effort to provideeffec-
tiveand accessibletreatment to all Americanswith
addictivedisorders.

Dr. Clark wastheformer Chief of theAssociated Sub-
stance Abuse Programs at the Department of Veter-
ans Affairs Medical Center, San Francisco
(DVAMC-SF). In addition to his duties at the
DVAMC-SF, Dr. Clark served asa Senior Program
consultant to the Robert Wood Johnson Substance
Abuse Policy Program, aswell asaco-investigator
onanumber of Nationa Indtitution Drug Abuse-funded
research grantsin conjunction withthe University of
Cdiforniaat San Francisco (UCSF). Heiscurrently
on leave of absenceasan Associate Clinical Profes-
sor of Psychiatry, Department of Psychiatry, UCSF.
Dr. Clark’sareas of expertiseinclude substance abuse
treatment, methadone mai ntenance, pain management,
dud diagnos's, psychopharmacol ogy, anger manage-
ment, and medica and legal issues.

Dr. Clark isanoted published author in thefield of
substance abuse and medica and legd issues. Hehas
written chaptersin New Treatments for Chemical
Addictions, Promoting Cultural Competence in
Children’'sMenta Health Service, Principlesof Ad-
diction Medicine, Review of General Psychiatry,
Treating Coexisting Psychiatric and Addictive Disor-
ders, and Occupationa and Environmenta Reproduc-
tiveHazards: A Guidefor Clinicians. Dr. Clark has
also publishedinthe Journal of Pain and Symptom
Management, Journa of Substance AbuseReview and
Treatment, Journa of Mental HealthAdminigtration,
Journal of Psychoactive Drugs, Vaparaiso University
Law Review, and other journals.

32th Annual Meeting -Squaw Creek Resort, Lake Tahoe, CA



Dr. Clark received the Vernelle Fox Award from the
CaliforniaSociety of Addiction Medicinefor excel-
lencein Addiction Medicine, Education and Public
Service in October 2000. He received the 1999
Solomon Carter Fuller Award at the annual meeting
of the American Psychiatric Association. Theaward
isgiveninhonor of Solomon Carter Fuller arenowned
Liberian scholar who taught neurol ogy, pathology and
psychiatry at Boston Universty for morethan 30years.
In 1996, Dr. Clark received the Honored Teacher
Award fromthe University of California, Berkeley
Extension, for hiscontributionsto curriculum devel -
opment and hiscommitment to teaching studentsin
and out of the classroom. Heisal so the recipient of
theMartin Luther KingAward from the University of
Cdlifornia, San Francisco, which recognized hisex-
traordinary leadership andinspirationin advancing the
goasof social and economicjustice.

Dr. Clark is a Fellow and former member of the
Board of Directors, American Society of Addic-
tion Medicine. He served on the boards of the Cali-
fornia Society of Addiction Medicine, East Bay
Community Recovery Project, and the California
Advocates for Pregnant Women. Dr. Clark was a
trustee and board member at Pacific Graduate
School of Psychology. He also was a member of
the National Medical Association, the American
Psychiatry Association, American Academy of Ad-
diction Psychiatry, College on the Problemsof Drug
Dependence, theNationa Institute on DrugAbuse's
National Advisory Council, and the San Francisco
Treatment-on-Demand Planning Council. Dr. Clark
received a B.A. in Chemistry from Wayne State
University in Detroit, Michigan; he holdsaMedi-
cal Degreeand aMastersin Public Health from the
University of Michigan, AnnArbor; where he com-
pleted a Psychiatric Residency at University Hos-
pital, Neuropsychiatric Institute. He obtained his
Juris Doctorate from Harvard University Law
School and completed atwo-year Substance Abuse
Fellowship at the DVAMC-SF. Dr. Clark received
hisboard certification from the American Board of
Psychiatry and Neurology in Psychiatry and
sub-speciality certificationsin both Addiction and
Forensic Psychiatry. He is a'so a member of the
Washington, D.C., Bar Association.

Saturday, October 12

8:45 -10:15 AM
“Transcultural PrinciplesApplied toMedical
Education”

Ann Hubbert, Ph.D.

Dr. Hubbert is an assistant
professor in nursing at the
University of Nevada Reno.
She is one of 65 worldwide
Certified Transcultural
Nurses, and the
Vice-President of theinterna-
tional Transcultural Nursing
Society. Her doctoratein nursing research emphasized
transcultural nursing theory and research. Shewasa
nursing administrator for 16 years, and administrator
of theaward winning, “ Traditional IndianMedicine,
Spiritudity inHealing” program, attended by over 7000
peoplefrom 17 countries. She hasbeen astudent of
traditiona Indian medicinefor over 25 years, andwas
sponsored asa Comanche, by Comanche medicine
man and | ndian Health Servicestraditional medicine
specidist, Edgar Monetathchi Jr.

Gail Harris, Ph.D.

Dr. Harris is a certified speech language pathol o-
gist and fellow of the American Speech and Hear-
ing Association. She isthe director of Fetal Alco-
hol Prevention for the State of Arizona. Sheisthe
former director of the Native American Research
and Training Center, the University of Arizona, and
has worked in transcultural settings for 30 years.
She is now an independent scholar of traditional
Indian medicine. Shelivesin Tucson and Flagstaff,
Arizonaand San Carlos, Mexico.

Association for the Behavioral Sciences and Medical Education



Keynote Speaker
Thursday, October 10
7:30 PM

“ABSAME’ SRich Heritage: Using the Past to
[lluminatethe Future”
DeWwitt C. Baldwin, Jr. M.D.

wwmm A pediatrician, family physi-
3 ~cian, and psychiatrist, Dr.
Baldwin was educated at
Swarthmore College, the
Sheffield Scientific School at
Yale, Yale Divinity School,
Yale Medical School, and at
the University of Minnesota
and Yale Graduate Schools.
He isadiplomate of the National Board of Medi-
cal Examiners, the American Board of Pediatrics,
and the American Board of Family Practice. Heis
certified by the American Association of Psychiat-
ric Clinicsfor Children. He has held professional
appointmentsin pediatrics, psychiatry, family medi-
cine, community medicine, behavioral sciences,
medical education, social dentistry, and human
behavior and child development at eight medical
schools, two denta schools, three graduate schools,

and two schoolsof socia work. Hewasa member of
thefounding facultiesof the University of Connecticut
andthe University of NevadaMedical Schools. He
served asPresident of Earlham College in Richmond,
Indianabefore coming to the American Medical As-
sociationin 1985 asDirector of the Division of Medi-
ca Education and Research Information.

Currently Dr. Baldwin is Professor Emeritus of
Psychiatry and the Behavioral Sciences, Univer-
sity of Nevada School of Medicine; Adjunct Pro-
fessor of Clinical Psychiatry, Northwestern Uni-
versity Medical School; and Senior Associate, In-
stitutefor Ethicsand Scholar-In-Residence, Ameri-
can Council on Graduate Medical Education. He
recently received the McGovern Award for Distin-
guished Service in the Health Sciences from the
Association of Academic Health Centers.

During his academic career, he has lectured and
provided leadership in thefields of higher educa-
tion, health professions education, medical ethics,
child development, psychology, dentistry, behav-
ioral sciences, humanistic medicine, rural health,
and interdisciplinary education. He has published
over 150 articles and three books.

32th Annual Meeting -Squaw Creek Resort, Lake Tahoe, CA



Session Abstracts
Thursday, October 10

12:30 PM - 2:00 PM Plenary
PL 1: Reflectionson Roads Not Taken

Cyril M. Worby MD

Reflecting on 40 years of teaching medica students Cy Worby
will describe several pathsaong the curricular road hewishes
he had explored morefully beforeretirement. He hopes some
of these pathswill be of interest to others who may consider
exploring them further. Hewill invite audience dialogue and
discussion after each presentation of a particular path. For
example, one path will focus on a more comprehensive ap-
proach to teaching aspects of the doctor - patient, doctor -
dyad (i.e. patient & spouse, child & parent)and doctor - fam-
ily relationship. Another path will suggest a means of inte-
grating at the end of each clerkship important variables rel-
evant to that specialty and the patients seen by the student.
Examples of issues to be considered are ethnicity, sex and
gender disparities, ethical dilemmas, legal issues, family dy-
namics, and access to care and resources.

2:15PM - 3:30 PM Brief Papers

BR1: “Learning From Experience’: Using
Clinical Experiencesof Third Year Medical
Studentsto Teach Sociocultural I ssuesin
Patient Care

Tricia Tang Ph.D.

Objective: To develop sociocultural training cases based on
theclinical experiencesof third year medical students. These
caseswill be used in small group discussions and other edu-
cational experiences for the first and second year medical
students. The purpose of sociocultural case vignettes devel-
opment wasthree-fold: to encouragereflective skillsand prac-
ticeasit relatesto cultural issues, to expose pre-clinical stu-
dents to sociocultural issues they will encounter prior to
starting their 12 month clinical clerkships, and to equip stu-
dents with the skills to consider and incorporate social and
cultural factorsin patient care.

Description: At the end of their clinical clerkship year, third
year medical students were invited to write-up two case vi-
gnettesthat highlighted social and cultural factorsthat had a
significant impact on patient care or treatment outcome. So-
ciocultural factors were broadly defined including gender,
race, ethnicity, sexual orientation, economic circumstance,
spirituality, etc. Student-generated “sociocultural case vi-
gnettes’ reflected 1) the broad spectrum of social and cul-
tural groupsrepresented inthe UMHS patient population, 2)
the most frequently encountered sociocultural issues, and 3)
thedifferent clinical speciaties(e.g., Pediatrics, Surgery, In-
ternal Medicine, etc.) and situations (e.g. death and dying,

informed consent, treatment planning, etc) in which these
issues frequently emerge. A structured case vignette for-
mat was provided for students to write-up cases. Format
componentsincluded 1) clinical rotation wherethe case was
seen, 2) patient careissue/clinical situation, 3) brief case de-
scription, 4) reflection of case outcome and, 5) generation of
aternative approaches to addressing the sociocultural issue
(if outcome could have been improved).

Results: A committee of medical educators selected 12 stu-
dentswhose cases werejudged to be excellent training cases.
These studentswere requested to follow-up the written cases
with a videotape production of the case to be used as a
teaching tool in future educational forums. Selected cases
represented a diverse range of sociocultural factorsin pa
tient careincluding patients economic circumstance, language
barriers, cultura belief systems, sexual orientation, spiritual-
ity, effective use of languageinterpreters, etc. Student cases
aso reflected a wide range of clinical specialties such as
neurology, surgery, pediatrics, psychiatry, internal medicine,
OB/GYN, and family medicine. To date, these cases have
been utilized in educational programs such as the “ Orienta
tion to sociocultural medicine” for thefirst year medical stu-
dents, “Culture and bioethics Session” and “Considering
belief systems in the treatment and management of signifi-
cant chronic disease” for the second year medical students.
Evaluation of attitudes related to sociocultural issuesin pa-
tient care following some of these educational experiences
demonstrated significant changes in the positive direction.

BR2: Thelntegration Of Culture And Behavior
In An UndergraduateM edical Curriculum:
Potential Impactson Health Disparities

Jason Satterfield Ph.D., Nancy Adler Ph.D.

A radically new undergraduate medical curriculum was
launched by UCSFin Fall 2001. The conceptual framework
for the curriculum, “ the interaction of biology and environ-
ment in determining health,” provided aunique opening and
an important foundation for integrating social, cultural and
behavioral factorswith biology across the curriculum. Such
integration was thought to be essential for several reasons:
(1) Given the changing health care needs of a diverse and
aging population, future physicians need to become more
skilled in facilitating health-related behavior change, (2) As
our ethnic and cultural diversity increases, training culturally
competent physicians becomes essential to provide quality
care and reduce health disparities, and (3) Therapid pace of
medical advances and the need for more interdisciplinary
disease management model s necessitates a shift in the prob-
lem-solving and collaborative style of future physicianswith
both patients and other professionals allowing greater ac-
cessand increased patient involvement. Intheoverall UCSF
curricular redesign, thetraditional structure consisting of two
years of basic sciences plus two years of clinical rotations
has been replaced by amultidisciplinary approach toinstruc-
tiondividedinto three stages: the Essential Core, theClinical
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Core, and Advanced Studies. The Essential Core lasts 16
months and consists of nine integrated segments called
“blocks’ organized around clinical cases. Classtimehasbeen
shortened to a maximum of four hours per day and a new
emphasis has been placed on |earner-centered and technol-
ogy-based instruction.

Newly developed culture and behavior materials have been
integrated throughout all blocks using web-based materials,
lectures, small group experiences, integrative cases, inde-
pendent learning modules, “teachable moments,” and sig-
nificant faculty development. The “basic science” of behav-
ior istaught mainly inthe Essential Corewhile applied clini-
cal and behavioral skills are taught in an ongoing course
called “ Foundations of Patient Care.” Comprehensivelongi-
tudinal plansof essentia cultural and behavioral knowledge
have been developed and were designed to both build chro-
nologically and integrate with the relevant clinical and basic
sciences of each block.

We provide an overview of thiscurricular approach and phi-
losophy including examples of teaching methods, learning
objectives, and special exercises. The potential impact on
health disparitieswill beillustrated by a detailed |ook at the
instructional methods and materials used in select Essential
Core classes. Important classes include basic epidemiol ogy
on health disparities, socioeconomic status, applying the
biopsychsocial model, patient non-adherence, and stress/
coping.

Important lessons in curricular design and faculty/student
“buy-in" have been learned as UCSF nearsthe end of itsfirst
new curriculum year. (1) Students are receptive to theinclu-
sion of more culture and behavioral sciencesin the curricu-
lum and can readily grasp its clinical and societa signifi-
cance. (2) Significant, collaborative curriculum development
timeisrequired for multidisciplinary faculty to do meaningful
and integrative teaching. (3) Traditional examination meth-
ods do not reflect our objective to create active learners and
cannot adequately assess disparity-relevant constructs such
as “cultural competence.” Future work will surely include
further integration and devel oping improved ways to assess
students, the curriculum, and the eventual impact on patient
access and care.

BR3: HearingtheMinority Voice: Experiences
in Emer gency Departments

Robert Wblosin Ph.D., Sabina Gesell Ph.D.
Objectives: Thechief objective of thisstudy wasto discover
what, if any, disparitiesexist in the experiences of patientsin
varioustypes of emergency departments(ED's). Specifically,
3dothe patientsof inner-city ED’s (who arelikely to be mem-
bers of aminority group) rate their satisfaction with various
aspects of their care differently from patients of non-inner
city ED’s? If so, how do the ratings differ, and what are the
implications of such disparitiesfor medical education? A sec-

ondary objective wasto demonstrate the use of patient satis-
faction data to examine substantive issues.

Methods: A national database of surveys collected from
patients of nearly 1000 ED’ swas partitioned into setsrepre-
senting those that characterized themselves aslocated in an
inner-city environment, (n=63) and those self-characterized
as not located in such an environment (n=590). These 653
ED’shad over 1,000,000 patient surveysreturned from visits
in 2001. Surveys of patients from both types of ED’s were
analyzed for differences in reported experiences with such
things aswaiting times and treatment by registration person-
nel, physicians, nurses, and technicians. Most data take the
form of satisfaction ratingstransformed to a100-point scale.
In addition, for each facility type, an index (the “priority in-
dex”) was calculated which combines the importance of an
item with itsoverall rating. These indices can help ED’star-
get their improvement effortsin amore efficient way, by call-
ing attention to issues of greatest concern for their type of
facility.

Results: Inner-city ED patientswere similar to non-inner-city
patientson anumber of respects, including gender, arrival by
ambulance, and whether they were treated by their own per-
sonal physician. They differed with regard to age, the person
who accompanied the patient to the ED, whether it was the
patient’s first visit, and number of hours spent in the ED.
Mean ratings of satisfaction with various aspects of the ED
experience showed very large and consistent disparities, with
patients of inner-city ED’s reporting worse experiences on
every question than those of non-inner-city ED’s. Priority
indices showed that overall, inner-city ED’s could improve
their satisfaction scores the most by taking their patients
(and their patients' complaints) more seriously, while non-
inner-city ED’s could improve their scores the most by con-
centrating on issues of information about, and timeliness, of
service.

Conclusiong/Discussion: The minority voice is loud and
clear: Treatment in inner-city ED’s leads to a much worse
perceived experience than treatment in ED’s outside the in-
ner-city. Surely, some of these disparities are amenable to
intervention on the level of graduate medical education. For
instance, simple decency of treatment is neither hard to un-
derstand nor to model. On the other hand, some disparities
may proveto belesstractable, asthey are probably rootedin
economic circumstance and non-medical discrimination
against minority individuals.
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BR4: Helping StudentsGain an I nter national
Per spectivefrom Elective Clerkships Abroad:
Design and I mplementation of an | nter national
Health Rotation

Carol ElamEd.D., LoisNoraM.D., J.D.,

Todd Cheever M.D.

Objectives: Since 1988, the University of Kentucky Medical
Center (UKMC) and Shandong Medical University (SMU)
have maintained an affiliation agreement that allowed for the
exchange of faculty between both institutions. Recent over-
tures have been made to include medical and public health
students in the exchange program. This presentation will
address the necessary steps and considerations in building
an international health elective.

Methods: At the University of Kentucky College of Medi-
cineand its School of Public Hedlth, individual studentshave
arranged to take elective experiences abroad on an ad hoc
basis. However, theinstitution has not developed an interna-
tional electives program or regularly offered its own sanc-
tioned international electiveat an affiliated ingtitution abroad.
Student affairs officers at UKMC were charged to travel to
the People’'s Republic of Chinain May 2002 and meet their
counterpartsat SMU to examinethe educational, social, and
cultura benefits of an international health rotation and stu-
dent exchange program. Proposed clerkship objectives in-
cluded exposure to community health and public hedlth is-
sues, identification of health behaviors and health beliefs
that contribute to health conditions, and comparison of U.S.
and Chinese health systems.

Outcomes: In designing an international el ective, many fac-
tors need to be considered at the site abroad: What is the
educational environment like? Can afaculty mentor/precep-
tor onsite be identified? In what clinical and didactic activi-
tieswill students be able to take part? What are the student
lifefacilitieslike, including accommodations and food? Are
there safety or security issues? What types of cultura op-
portunities are available? Is language fluency essential?
Travel considerationsalso need to bereviewed: How do stu-
dents go about getting the necessary visas and travel docu-
ments? What immunizations are necessary? What student
health and insurance needs must be addressed? At the home
institution it must be decided: How are students selected for
participation in the international elective? What office will
coordinate student travel and what level of staff support will
be given to coordination of student travel plans? How will
the clerkship performance be evaluated, graded, and incor-
porated into transcript data? What types of orientation or
de-briefing programs should be devel oped for students and
who will offer those? Doesthe institution have fundsto sup-
port international travel and, if so, how will those funds be
allocated? Can students obtain financial aid for international
rotations?

Evaluation: Medical and public health students often seek
international health experiencesto enrich their education and
allow them to see how medicineis practiced in other parts of
the world. For both U.S. and Chinese students, the opportu-
nity to meet colleagues from other institutions contributesto
the understanding of global health issues. The educational
goalsof studentsaswell astheinstitutional missions of both
the UKMC and SMU along with local and national political
concerns will impact the success of this international rota-
tion program. Collaboration and collegiality between student
affairsofficersat both institutionswill be necessary to nego-
tiate an agreement that will be viewed as advantageous to
our students and institutions. This session will present gen-
eral lessons learned in the development of thisinternational
rotation and atimelinefor itsimplementation.

2:15PM - 3:30PM Concurrent Seminars

S1: MarcusWelby Meetsthe 21st Century
Family Doctor: HomeVisitsRedux

Patricia Lenahan MA, Wadie Najm MD,

Mark Giglio MD

Historically, family physicians have recognized the impor-
tance of home visits as an extension of care. Educationally,
homevisitsoffer an unparalleled view of families. Yet, physi-
cianinterest in conducting home visitsisvariable. Accord-
ingtoal1990 AMA survey, nearly one half of the primary care
physicians who responded said they made house calls. They
acknowledged, however, that these visits occurred on an
infrequent, if not rare, basis. Numerousfactorsthat contrib-
ute to the infrequency of home visits have been cited: time,
reimbursement, fearsof liability, etc. Atthesametime, physi-
cians have cited the benefits of home visits—for themselves
and for their patients—enhanced quality of the doctor-pa-
tient relationship through a more egalitarian partnership,
greater understanding of the patient in his/her own environ-
ment, increased care for the patient who has difficulty get-
ting to the physician’s office.

From a biopsychosocia viewpoint, the home visit presents
countless opportunities for teaching students and residents
to understand individual and family dynamics. The thera-
peutic home visit can be one of the most powerful tools the
family doctor has at his’her disposal. It offersthe physician
achanceto observe the family in their own environment, to
improvethe quality of the doctor-patient relationship, and to
provide both preventive care and education to the patient
and thefamily. Since home visits shift the balance of power
in the doctor-patient relationship, a breaking down of barri-
ers may occur, leading to a greater understanding of family
dynamics and improved patient care.

Home visits also demonstrate the impact of culture and
ethnicity on the family structure, their belief systems, their
use of traditional healers/practices, and their accessto care.
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Clearly, homevisits provide excellent psychosocial teaching
opportunities, including: a focus on the physical environ-
ment of the neighborhood/home (isit an “ ethnic” neighbor-
hood, safety/crime, accessto transportation, etc.), identifica-
tion of functional problems (ADL's/IADL’sfor older/disabled
persons), observation of the role of the family in helping/
hindering patient compliance, etc.

This seminar will explore the value and the “teachable mo-
ments’ of home visitsthrough a series of case examplesand
videotaped excerpts from home visits that addressed: cross
cultural health beliefs/practices, issuesof disability inayoung
Asian male, marital and sexual concerns of agentleman with
COPD, and the significance of spiritual beliefs among the
family of terminally ill young woman.

3:45PM - 5:45PM Concurrent Workshops

W1: Cultural Diversity Matters: A Summer
Electivefor First Year Medical Students

Mary F Smith Ph.D., Mary Jo Fink MD

Objective How do language and thought, ritual and belief,
religion and ethics, gender and family structure enter into the
realm of health and the meaning of illness? The dynamic of
the doctor-patient encounter, a central theme of medical
school education, provides an excellent opportunity for stu-
dentsto explore cultural diversity. Demographic changesin
the population of the United States are not mirrored within
colleges of medicine; furthermore, student profiles continue
to under represent the poor and working class. To compen-
sate for these disparities, it is critical to get students sensi-
tized to cultural differences and to better understand how
beliefs and traditions influence health care. Providing stu-
dents with an opportunity to reflect on personal assump-
tions enhances their ability to understand inherent power
relationships within the context of the medical relationship.
This medical elective serves as a critical review of cultural
influence on patients’ health so that this self-reflective, self-
directed process of education occurs.

Method: In order to promoteaway to critically view culture/
ethnic background and its influence on basic assumptions, a
curriculum was developed using pedagogical methods de-
scribed by Paulo Freire. Centered on two basic tenets, power
and values, this perspective provides an excellent backdrop
for acourse on cultura diversity. Reflection isthekey ele-
ment to achieving critical consciousness. Eighteen medical
students participated in a 6-week elective held during the
summer between thefirst and second year of medical school.
During week one, acurriculum was selected from literature,
film, games and role-plays to foster reflection and students
were expected to journal. Use of small groupsand use of the
Native American tradition of the Talking Stick in the large
group, created a safe environment where key questions
emerged. These questions became central to the group dis-

cussion and continued beyond the first week through an
Internet Focus Group.

For four weeks, students were paired with a physician men-
tor from diverse communities, including inner city and rural
areas, Indian Health Service, Prison Hedthand an HIV desig-
nated center within the United States. Throughout thisfour-
week period, students and faculty continued the dialogical
process through the Internet, sharing reflectionsin response
to questions from faculty and fellow students. During the
closing week, a debriefing was followed by a college-wide
presentation of the students’ experiences and reflections.

Outcome: Inthefirst year offering, 18 students participated
and completed the entire course. Using aself -directed reflec-
tion model of learning, students posed questions raised by
their experiences to the Internet focus group and responded
to one another’s queries. This process was beneficial to the
individual as well as the group’s understanding how power
and values affect the doctor-patient relationship in the con-
text of culture and diversity.

EVALUATION Students evaluated all aspects of the course,
aswell as being evaluated by their preceptors. Overwhelm-
ingly positive evaluations were received by both constitu-
ents. In addition, students made several suggestions includ-
ing modifications on the curriculum, moreflexibility for the
timing of the course, assurance of confidentiality in the
Internet Focus Group and clearer objectives for the debrief-
ing week.

W?2: Looking for Toolsto Design or Refresh
Your Cultural Competency Curriculum?
Kenneth E. Wolf Ph.D., Sunita Mutha M.D.,

H. John BlossomM.D.

Changing national demographics make the need for cultur-
aly competent physicians and health care cliniciansimpera-
tive. Medical school faculties have asked for assistance in
developing and implementing cultural competency curricula
to addressM SOP, ACGME and individual RRC core compe-
tencies, as well as ongoing faculty development. Medical
school educators must design and implement (or periodically
revise and refresh) curriculain cultural competency that are
educationally effective and attractive to busy students, resi-
dents and faculty.

Thisworkshop isintended for individualswho have an inter-
est in teaching issues of cultural diversity and cultural com-
petency in health careto medical students, residents or fac-
ulty. Thisworkshop will beinteractive. Although intended
as a vehicle to present elements of successful curricula for
teaching cultural competence, thisworkshop isal so designed
toallow the learnersto have an opportunity to experience an
array of tools for teaching specific content and skillsin this
arena. Using avariety of teaching modalities (individual ac-
tivities, large and small group exercises, mini-lectures) along
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withamixtureof presentation formats (paper and pencil, power
point, video tape demonstrations), some effective tools for
delivering successful cultural competency curriculawill be
modeled. References to al resource materials will also be
provided.

Participantswill be encouraged to sharetheir personal expe-
riences, and provide feedback. Participantswill alsobegiven
an opportunity to develop their own action plans for teach-
ing cultural competency. Time permitting, they may share
those action plans with the workshop presenters and other
participants to obtain feedback and commentary.

7:30PM - 8:15PM Keynote

ABSAME’'SRich Heritage: UsingthePast to
[lluminatetheFuture

DeWitt C. Baldwin Jr. MD

The recent death of Donald A. Kennedy PhD., founding and
long-term Secretary-Treasurer of ABSAME, brought to a
close alargely unrecognized phase of what has been atruly
remarkabl e happening” in medical education: theintroduc-
tion of the behavioral and social sciencesin medical educa-
tion. Don was one a very few far-sighted and energetic per-
sons who foresaw the need for developing a new perspec-
tive and knowledge base in medicine and patient care nearly
50 years ago. Until then, the focus of medical education had
been largely on the exciting new developmentsin scientific
knowledge and technology rather than on the equally impor-
tant social and behavioral aspects of health and disease. Due
to the efforts of Don and others, some of whom were among
the founding fathers of ABSAME, within a very few short
years, this new perspective and knowledge base was fully
recognized by its acceptance as a basic science of medicine
inthe Part | Test of the National Board of Medical Examiners,
andto afairly large degreeintegrated into the undergraduate
medical curriculum nationwide. Thestory of thisearly effort
and the factors that have affected the subsequent develop-
ment and future of ABSAME, as well as of the behavioral
sciencesin medical education will be described.

Friday, October 11

7:30AM - 8:30AM Breakfast Plenary
PL 2: The National Breastfeeding Awareness
Campaign: TheRoleof Medical Education
Suzanne Haynes Ph.D.

8:45AM - 10:30 AM Plenary

PL 3: Funding Strategiesto Eliminating Racial
and EthnicHealth Disparities
Tuei Doong

PL4: Health Disparitiesand Substance Abuse
Among Populations

H. Westley Clark MD, JD, MPH, CAS, FASAM
This presentation will discuss and document the health
disparities in the United States as they relate to substance
abuse and itstreatment. It will also addresstheimplications
and consequences of health disparities and SAMHSA/
CSAT s support of efforts to reduce health disparities.

10:45AM - 12:00 PM Concurrent Seminars

S2: Black Domestic Violence: Teaching Gen-
der, Race, and Class (GRC) Inter sections

Wi Iliam Conwill Ph.D.

Over the last two decades, the health care community has
acknowledged the devastating impact of domestic violence.
Nearly half the estimated annual 4,400 intrafamily murder vic-
tims in the U.S. are spouses (McCoy, 1996). A significant
percentage of couples seeking help for their relationship re-
veal some evidence of domestic violence (Cascardi,
Langhinrichsen, & Vivian, 1992). Black domestic violence,
however, presents special problemsfor health care providers
duetotheinfluence of structured systems of inequality, such
as gender, race, and class (GRC). There are striking GRC
variations in domestic violence. Females are 13 times more
likely than mal esto suffer seriousinjury in mixed sex domes-
ticviolence (McCoy, 1996). Salber & Tdiaferro (1998) It has
been reported that the spousal homicide rate among African
Americansis 8.4 times higher than among Whites. In addi-
tion, significant class-related social contextual factorsinflu-
ence the degree of domestic violence (Browne & Williams,
1992; Kumpfer, 1999; Straus, 1979).

Single-factor theories of domestic violence, such as psychi-
atric disorder, psychobiology, patriarchy, or domestic vio-
lenceinthefamily of origin havefallen short in explanatory
power (Bitler, Linnoila, & George, 1994; Bland & Orn, 1986;
Bograd, 1999; Cazenave & Straus, 1979). Additive model s of
domestic violence, wherein the effects of GRC factors are
considered in a cumulative fashion, have been criticized for
presenting ethnic minority women with limited forced choices
(Callins, 1998; Crenshaw, 1996). Gender, race, and classfac-
tors, however, do not operate independently from each other,
but interact simultaneously and mutually, creating an impact
onthelived experience (Ellis, 1987) of personsdepending on
their location in the social order. Hence, an additive model
can be faulted for neglecting to recognize the simultaneity
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and mutuality among GRC factors (Harrison, personal com-
munication, September 1, 2001). Thedynamic nature of these
axes of inequality as they intersect with each other can be
investigated through the metadisciplinary theoretical para-
digm of intersectionality, which interprets GRC as systems of
privilege and oppression rather than as independent vari-
ables. Intersectionality denotes avariety of specific analyti-
cal strategiesof exploration into theinterrelations of multiple
axes of difference, inequality, and power. Intersectionality
elucidatestheinteraction of social stratification systemsand
hierarchies, to clarify their effects on thelived experience of
persons.

Bograd (1999) Theintersectionality paradigm has been pro-
posed a useful tool for strengthening domestic violence
theory. This workshop addresses GRC intersections in the
assessment and management of Black domestic violence. The
leader will introduce a complex interactional model of
intersectionality to iterate ecological environments circum-
scribing the lived experience of persons according to GRC;
to address some experiential aspects of lower-class Black
domestic violence; to describe appropriate communicational
exchanges for health care providers, their clients, and other
knowledge agentsin the ecological environment of thelower-
class Black couple; and to guide prevention policy for Black
domestic violence.

S3: Addressing Access | ssuesfor Under served
Minority Populations

Georgiana Herzberg Ph.D., San Cohen Ed.D.
Based on Mezirow's transformative learning experiences,
health professions students and faculty went through alife
experience with agroup of homel ess peoplewho lived at the
local Salvation Army. Thisprovided an opportunity to change
some stereotypical beliefs and perspectives concerning the
underserved. It was a collaborative effort of several health
professional groups which enhanced their respect for each
other and increased cultural sensitivity, communication skills,
and non-judgmental attitudes. The project was funded by a
HRSA grant and ran for six months. After six months post
graduation, a survey was conducted to assess the effects of
the shelter experiences on student interest in working with
the underserved and minority populations There was asig-
nificant improvement in attitudes and perspectives toward
these people and awillingness to seek jobsin these areas.

12:15PM - 2:00 PM Poster Session

P1: Do PatientsUnder stand I nstructionson
Their Prescribed M edication Container s?
Membere Bahru MS-3, Celia Mercado MS-3,

Kenneth Wolf Ph.D.

Background and Hypothesis. Communication barriers be-
tween patients and health care professionals impact upon
effective health care. Theinability of patientsto comprehend

directions on prescription containers places them at-risk for
preventable adverse outcomes. Task performance is depen-
dent on understanding the instructions of the task. There-
fore, the instructions for the task’s procedure must be com-
municated in the language and literacy level of the person
whowill be performing thetask. Likewise, effective commu-
nication, i.e. written and/or verbal, between health care pro-
fessionals and patients is an essential tool that contributes
to a patient better understanding of prescribed medications.
Written communicationisan efficient and inexpensive method
toinform and instruct patients, however, available material is
often provided at alevel beyond most patients' literacy level.
It has been estimated that the average reading level of the
American public is no greater than the level of 7th to 8th
grade. Because it is impossible to guarantee proficiency at
the samelevel as patient’s education level, patient’s reading
abilities are estimated to be 3-5 grade level s bel ow what pa-
tientsreport asgrade completed. In generdl, it isrecommended
that brochures be written at or below the 6th gradelevel. The
reading level of peoplewhose primary languageis other than
English is often lower than the 7th grade level. Moreover,
adults with low literacy skills have poorer health status and
estimated average health costs that are 6 times higher. Pa
tients with low literacy level are less likely to understand
their illnesses and less likely comply with their medication
regimensas compared to patientswith adequateliteracy level.
Thus, pharmacy/physician educational material/medication
instruction should be communicated at the level and in the
primary language of the population they serve. The purpose
of this study is to assess the level of comprehension of in-
structions on medication containersin the underserved adult
population in South Central areaof LosAngeles(LA) County,
to determineif primary careprofessionalsare effectively pro-
viding verbal and written medication instructionsto patients
and to determine factors that contribute to patients under-
standing of medication instructions.

Methods: Prospective study evaluating ~300 randomly se-
lected subjects, ages 18 and older, filling prescriptions at
hospital-clinic associated pharmacies in LA County. Infor-
mation regarding subjects’ demographics, prescribed medi-
cations and instructions received both orally and from the
pharmacistsand/or clinician will berecorded.

Results and Conclusion: Results will be presented demon-
strating subjects ability to comprehend written and oral in-
structionsfor their prescription medications. Recommenda-
tions for changes in the delivery of services and student,
resident, and faculty education will be considered. Results
are expected to enhance culturally appropriate clinician-pa-
tient communication and improve quality of care to
underserved populations.
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P2: Religiosity and Spirituality: Implicationsfor
PublicHealth Practice, Policy, and M edical
Education

John Bomar M.D.

Public health officials and health care providers have de-
voted countless time, energy, and resources to uncovering
themany and disparate determinantsthat positively and nega-
tively affect American public health. Such seemingly unre-
lated factors as environmental influences, biologic effects,
and lifestyle choices and practices have been shown to pro-
foundly affect therates of preventable morbidity and prema-
ture mortality. The impact of smoking, sedentary lifestyle,
and poor nutritional practices has been intensely scrutinized
and their adverse effects on public health widely publicized.
More recently, public health research has looked into the
more “intimate and personal” habits of the citizenry by fo-
cusing on areas such as sexual practices, domestic violence,
marital contentment and strife, strength of socia contacts,
and others to determine the impact these issues have on
public health. Thus, the public health researcher has entered
our homes, bedrooms, automobiles, and social circlesin search
of positive and negative determinants for individual well-
being.

Yet for all their apparent thoroughnessinto thelives of Ameri-
cans, there continues to be one ingtitution that has not been
sufficiently investigated; that isour churchesand other places
of worship. A recent Gallup Poll discovered that 96% of
Americans adults believe in God or a universal spirit and
more than 40% attend church weekly, 90% pray, and almost a
quarter read religiousliteratureat least several times per week.
With such a large participatory population, it seems some-
what myopic to not study the possible physical and psycho-
logical influencesof rdligiosity and spirituality on public health
and include this as a topic in the education of future physi-
cians. This paper reviews the findings of recently published
mainstream medical journal articles, enumerate some of the
difficulties and confounding data inherent in such research,
and propose arolefor religiosity/spirituality in future public
health practice, policy development, and medical education.

P3: Teaching M edical StudentsAbout Health
CareDigparitiesin aLongitudinal Clinical Care
Curriculum

Katherine Au MS-3, Noah Rodriguez MS-3,
Ronald Edelstein EAD

Longitudinal continuity of careclinical training hasbeen pro-
posed asamethod of teaching critical aspectsof medicine by
integrating primary health care, prevention and bio- behav-
ioral sciencesinto thetraining of medical studentsand allow-
ing them to have multipleinteractionswith patients over time.
A number of programs now have el ective and required longi-
tudinal programsincorporated into the moretraditional clerk-
ship based medical education program. The Drew UCLA
Medical Education program is one such novel program that

hasintegrated auniquelongitudinal Primary Care continuity
experienceinthethird year core clerkships phase of theclini-
cal curriculum.

ThePrimary Care program hasintegrated throughout itsclerk-
ship, the importance of addressing the various health dis-
parities seen in minority communities. The Monday confer-
ence series, clinic didactic sessions, and the continued em-
phasis on preventive health care during the continuity clinic
experience further highlights the importance of reducing
health disparitiesin vulnerable communities. Yu, Hawley and
Towns (1997) and (Yu 1997) reviewed the trendsin ambula-
tory care medical education and reported on an inner city
program designed to teach third year medical studentsin a
comprehensive community health center linked to a public
hospital /academic medical center. A five year follow up to
that report will be used from the medical clinic 2001- 2002
academic year and published national reports to: evaluate
trends within a primary care continuity clinic during the 5
year period; compare patterns between inner city primary
care and national health care data; discuss findings with re-
spect to national reports on health care disparity; compare
longitudinal continuity of care programsin medical schools
inthe United States; and recommend specific curricular modi-
fications based on findings. In addition, student feedback
regarding the knowledge gained through exposure and edu-
cation regarding health disparitieswill further enable specific
improvement intheclinical curricula.

Student perceptions from a AAMC questionnaire from the
year 2001 for the Drew/UCLA program suggest that strongly
emphasis (>80%) is placed on the importance of reducing
health disparitiesthroughout the clinical curriculacompared
with national data (~60%). Preliminary analysis suggests
that the clinical curriculaof the Drew/UCLA medical educa-
tion program in general, and the longitudinal Primary Care
clerkshipin particular, haseffectively integrated the teaching
about health care disparitiesto medical students. Continued
improvement based on feedback will further enhance such
programséat Drew.

P4: Analysis of homelessness: Resultsfrom a
Regional Survey of Homeless Assistance
Clients

Patrick Hardigan Ph.D.,

Georgiana Herzberg Ph.D.

Homelessness remains one of Americas most complicated
and important social issues (Burt et al., 1999). According to
the National Council for the Homeless (1999), approximately
700,000 people are homeless in the United States on any
given night. Chronic poverty, physical and other disabilities,
and rapid changesin society, the workplace, and local hous-
ing marketsareall factors contributing to thiscomplex prob-
lem (Burt et al., 1999). In South Florida, the large number of
immigrants coupled with the considerable proportion of
people of color, add a unique aspect to the study of
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homelessness. This presentation reflects the findings of a
comprehensive survey for the homel ess conducted in South
Florida

P5: A Study of Self-Efficacy in Medical
Education

LJ Perrot MD, JD, Linda Deloney MA, EdD(c)
According to Bandura's social cognitive theory, students
judgments of their capability to perform academic tasks (self-
efficacy beliefs or cognitions) predict their potential to ac-
complish such tasks. Behavior can often be better predicted
by the beliefs students hol d about their own capabilitiesthan
by the knowledge and skills they have acquired.

Perceived self-efficacy isan important concept in education
because it can enhance or sustain student motivation. Self-
efficacy beliefs affect one’slevel of accomplishment in sev-
eral important ways. They influence the choices students
make, the amount of effort, persistence, and resilience they
will expend to complete a task, and the stress and anxiety
levelsthey will endurein the process.

Pajares suggests students who have high self-efficacy will
approach difficult tasks with feelings of serenity and see
them as challenges to be mastered. They have greater intrin-
sic motivation and will set challenging goal sfor themselves.
They can recover from failure more quickly and will attribute
their failure to insufficient effort or the need for additional
skillsand knowledge. The purpose of the current study was
to extend self-efficacy research to medical education. Three
classes of entering medical students were surveyed as they
progressed through their preclinical curriculum to determine
their self-efficacy for self-regulated learning, self-efficacy to
meet other’s expectations, and self-assertive efficacy. The
survey was administered as they entered medical school, at
the end of the first academic year, and near the end of the
second academic year. Resultswill be reported.

P6: TheEffect of Direct Physician Counseling
of High-Risk HI'V-Negative Adolescentson the
HIV

Raul Sepulveda MS-3, Jorge Magallon MS-3,
Chancelor Daniel MD

Background: Sincethe beginning of the HIV epidemic, cer-
tain known factors have been associated with increased risk
of acquiring HIV infectioni.e.: illicit drug use; injection drug
use; needle sharing; alcohol consumption; exchange of sex
for money, drugs, food, protection, or shelter; unprotected
sexud intercourse; anal sex; multiple sex partner; and asexual
partner known to be HIV positive. Many modalities have
been used to modify or decrease high-risk behaviors for ac-
quisition of HIV infection. Counseling and education aretwo
such modalities. Evidence suggests that direct physician
counseling alone leads to changes in high-risk behavior.
Adolescents (ages 18-24) in particular, are at an increased
risk for acquiring HIV and other sexually transmitted dis-

eases. Despitethisincreased awareness, adolescents are till
engaging in high-risk sexual behaviors.

Methods: King/Drew Medical Center in collaboration with
G.L.A.S.S. (Gay Leshian Adolescent Social Services) pro-
videsamobile health care clinic (MoHCC) that provides pri-
mary and preventive health care services along with educa
tional information to homel ess adol escents. We plan to con-
duct a prospective study in which 100 subjects will be fol-
lowed over a3 and 6 month period to determine theimpact of
direct physician counseling on rates of HIV sero-conver-
sion. Oral-HIV testingwill be done confidentialy at theinitia
visit. A repeat oral-HIV test will be done at 3 and 6 months
following the initial encounter. Repeat testing in 3 and 6
monthswill alow usto evaluate HIV status of the subjectsas
well as an opportunity to evaluate the effectiveness of the
counseling. Any subject testing HIV -positivewill bereferred
for further testing to confirm their initial test results and for
counseling.

The effect of direct physician counseling and testing will be
assessed by a questionnaire that will be given at day 1 of
initiation into the program, at 3 months, and at the end of 6
months. Incentives (Health Kit, condoms, transportation to-
kens) will be given to reassure that subjects will return to
maintain follow up. 50 control subjectswill be counseled by
non-physicians and evaluated along with study subjects to
beableto analyzeall variableswith similar incentives asthe
study group.

Conclusion: Based on prior experience, the effectiveness of
direct physician counseling on such high-risk adolescentsis
likely toyield beneficial results. Thiswill hopefully trandate
into lower ratesof HIV seroconversionin such patients. Such
astudy will re-emphasi ze the importance of counseling and
education of high-risk populations regarding preventable
infections with high morbidity and mortality such as HIV
disease.

P7: Integrating TuberculosisTrainingin

M edical Education Programs

Shobita Rajagopalan MD, Ronald Edelstein EdD,
Bobby Bryant MS-3

Background: Tuberculosis (TB) is in important infectious
disease or worldwide significance infecting a third of the
world's population killing 2 million persons each year. Al-
though with effective TB control measures, the rates of TB
aredeclining inthe United States, thereisadisproportionate
increase of TB in foreign-born individuals; thisin turn has
contributed to the increased rates of TB in minority popula-
tions. In developing nations, TB continues to be rampant
because of increased poverty, overcrowding and easy trans-
missibility of tubercle bacilli. Theimportance of integration
of TB education into training programs of medical schools
and residencies cannot be overemphasized. Likewise educa
tion of nursing professionals and other allied health practi-
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tionersregarding TB isimportant. The National Institutes of
Health through its Heart, Lung, and Blood Institute recently
initiated the TB academic award (TBAA) program offered to
various Medical Schools including partnering Minority
Schools such as Charles Drew University of Medicine, in
order to enhance TB education within the curricula of its
various academic programs.

Methods. The TBAA received by Drew in 2000, enabled the
development of various educational initiatives. Such initia-
tivesincluded regular lectures on the approach to TB, access
tointernet based virtual clinics supported by various univer-
sitiese.g., UCSD, the sponsorship of on-campus Continuing
Medical Education (CME) symposiaon TB with several ex-
perts. In addition to evaluating knowledge gained by such
programs, a needs assessment of TB in the community was
conducted with the department of health services in Los
Angeles County. Recommendationsfor TB clinical careand
infection control were highlighted using national guidelines.
Based on the assessment and community data, an educa
tional plan was developed for hospital and community fac-
ulty and healthcareteam members. A follow upisplannedto
assess implementation of recommendations and quality as-
surance data

Conclusion: Since the integration of focused and regular
educationa activitieswithinthe curriculaof the medical stu-
dent, resident and allied health programs at Drew, the aware-
ness regarding the importance of TB in high-risk communi-
ties has been enhanced. National reports such as the insti-
tute of medicine studieson medical errorsand health quality
suggest that improvement in healthcare requires coordina-
tion of change across the practitioner, team, community, or-
ganization and system levels of support. This TB education
project combined these multiple elementsto improve educa
tion and health outcomes.

P8: Mucho Gusto! Reducing Health Disparities
Through Cultural Competency

AliciaMcClary Ed.D.

The growth of the Hispanic population in our community has
been rapid, unexpected and unprecedented. It has changed a
region long characterized by its biracial composition, into a
multiethnic and multilingual community. Unfortunately, it has
caught many sectors of the community unprepared for the
impact of itssize, itslanguage, and, lessvisibly, the attitudes,
knowledge, customs, and beliefsthat have comewithit. While
growth initself can be expected to put astrain on community
resources, the strain generated by this Hispanic population
explosion is even greater because it has brought with it a
culture and language that differ significantly from those of
the mainstream community. These cultural and linguistic dif-
ferences can and are acting asmajor barriersthat are prevent-
ing Hispanics from accessing even the most basic commu-
nity services and resources. Although many Hispanics live
near hospitals, clinics, and other healthcare facilities, they

often forego health care for a number of reasons including:
(2) their limited command of the English language; (2) afear
of reprisal related to undocumented status; (3) the inability
to dedl with the complexity of aspecialty-oriented health care
system and (4) innumerable |l ogistic obstacles such as unfa
miliar appointment procedures, unreadable signage, and trans-
portation problems. For these reasons, many Hispanics, of-
ten with advanced diseases and complications, find them-
selves seeking last minute care in public facilities such as
hospital emergency rooms that are overloaded and overex-
tended. They are thus put at greater risk for even more seri-
ous health problems problems that can be averted through
early preventive intervention.

To increase the access of these Hispanicsto meaningful and
appropriate health care, students and faculty have devel-
oped a community outreach program called Mucho Gusto!
Mucho Gusto! Is comprised of a potpourri of community-
based activities designed toincrease the cultural competency
of both the students and the members of the Hispanic com-
munity. Neither the providers nor the members of the commu-
nity are expected to becomelinguists just good communica
tors able to demonstrate cultural competency in thought,
word, and deed. Culturally sensitive and linguistically appro-
priate activities, many of which try to simulatetypically bor-
der town encounters, include both English and Spanish lan-
guage skills, health education, preventive services, and as-
sistance in exploring some of the most common barriers to
health care access. To increase our chances of being suc-
cessful in our approach to increasing cultural competency,
we have set the following guidelines. Mucho Gusto! activi-
ties (1) are based on a community needs assessment and
ongoing input from the Hispanic population; (2) are at the
learning level of health professional students and residents
and an Hispanic population with little or no exposure to a
second language or a another culture; (3) are community-
based and interactive; (4) meet the time restraints of health
professionalsin training; (5) meet the work schedules of the
Hispanic participants; and (6) must be practical, doable, and
FUN!

P9: Qualitative Analysisof Provider sPer cep-
tionsof Health CareBarriersAcrossCultures.
Ali McGaw , Jodlle Friedman ,

Hayden Bosworth Ph.D.

Purpose of Study: The disparities in health status for immi-
grants, and those of ethnic and racial minorities, continueto
be influenced by sociocultural factors. The purpose of this
study was to identify providers perceptions of barriers re-
garding the provision of medical care for individuals of dif-
ferent cultures.

Methods: Surveys were sent by e-mail in January 2002 to
1,141 Durham, North Carolina community providers using
the Physician WebLink of North Carolina. The responses
werethen reviewed for common and recurrent themes using
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the methods of constant comparison.

Results: There were 83 physicians who responded to the
survey; they had practiced in Durham County from 0.5 43
years. Over 36 attributes were identified that characterize
physicians perceptions of healthcare barriers. These attributes
composed thirteen broad domains: language problems, pre-
vention, compliance, sensitivity, knowledge, transportation,
financial difficulties, lack of services, problemswith existing
services, cultural problems, differences in religion, gender
differences and unmet expectations. Of these domains, 62
physicians (74.6%) cited language problems and 34 physi-
cians (40.9%) cited cultural problems as the two most com-
mon barriersthat arisein treating individual s of different cul-
tures.

Implications. Physicians serving patientsfrom different cul-
tures must acknowledge the range of barriers that affect the
care they provide. The findings suggest that lack of lan-
guage commonality between patient and physician can re-
sult in alack of communication and provide a barrier to ap-
propriate care. A number of physiciansalso believethat they
do not understand patients cultural beliefs and values. Bet-
ter means of educating community physicians about patient
beliefs might address these issues.

P10: “Limit the Whites, L eave a Bite”
AnnaMiesRichieM.D.,

Cynthia Ledbetter M.S,, CFNP,

Matthew YocissM.D., Sherry Smmons, MD
Millions of Americansfind it difficult toloseweight. “ Limit
the whites, Leave a bite,” focuses on limiting refined flour
and sugar (the whites)while learning how to gain control
over food (leaving a bite). The goal isweight loss focusing
on dietary changes. There is a cohort and non-cohort popu-
lation. Patients attend an introductory session, then are fol-
lowed at scheduled intervals. Laboratory investigations and
measurements are collected at each visit. Statistical analysis
is done at scheduled intervals. "Limit the Whites, Leave a
Bite" isaweight loss program that patients find effectiveand
easy to incorporateinto daily life.

P11: In and Out of theComfort Zone: Bound-
ariesand Emotional Responsesin Behavior al
Sciencel earning

Wi IliamElder Ph.D.

Behavioral science curricula frequently include attitudinal
change objectives. Emotional responses, via personal expe-
rience of the exercise or meaning of the material, may en-
hance this change. However, in some circumstances bound-
ary violations may occur and learners and faculty may be-
cometoo uncomfortable emotionally, to learn or teach. After
a brief introduction to concepts and focusing on teaching
sexual health and responding to resident mental health is-
sues, participants in this seminar will: 1) identify teaching

methods that are frequently and variously experienced as
uncomfortable 2) describe how this discomfort may be re-
lated to boundary violations 3) discuss what constitutes
boundaries in behavioral science teaching; 4) discuss how
transference, countertransference, role, expectations, and
trust may influence boundary violations; 5) identify teaching
techniques and methodsthat may titrate emotional responses.

1:00PM - 6:00 PM Specia Workshop

W3: NCI GrantsWor kshop

Sabra F. Woolley Ph.D.

The Behavioral Research Program of the National Cancer
Institute (NCI) offers a workshop for behavioral and bio-
medical scientistswho areinterested in applying for research
and training grants. Much of theinformation offered is perti-
nent to all the institutes of the National Institutes of Health,
which havefairly uniform grant application procedures. The
discussionincludesan overview of theNCI and NIH, details
about the application procedures and mechanisms, and analy-
sis of the peer review process. Common pitfalls in grant
writing for the NIH are highlighted as are the strengths that
make for a winning application. Discussion and questions
are encouraged.

Biosketches will be required of all participants; notebooks
with NIH and NCI information will be distributed.

Saturday, October 12

7:30AM - 8:30 AM Common Interest Breakfast

B1: Expansion of aClinically Based, I nter disci-
plinary ServiceElective: How Can Behavioral
StudentsBelntegrated?

Terry Sratton Ph.D., Jean Wiese Ph.D.,

Wanda Gonsalves MD

Servicelearning (SL) holds potential asavaluable and effec-
tive means of educating health professionals while provid-
ing servicesto medically, economically, and socially dispar-
ate populations. At the University of Kentucky College of
Medicine, acommunity SL electiveinitially targeted to M 1-
M2 medical students has grown to encompass studentsfrom
alied health, nursing, and pharmacy.

The Department of Behavioral Science (BSC) is a
multidisciplinary training environment for graduate students
- typically non-clinicians- interested in some aspect of medi-
cal behavioral science. Thisdiscussion will exploreintegrat-
ing BSC studentsinto the SL elective focusing on disciplin-
ary roles, learning objectives, and other desirable outcomes.
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B2: CrossingtheCommunication Divide

Sheila Rettig RN BS, Gerri Navarre MSW

The challenge of training residentsto LEP (limited English
proficient) patients provides opportunities for exploring ap-
proaches to bridging the communication divide. Recently,
Metropolitan Hospital was awarded a federal grant to re-
search the use of video conferencing technology and inter-
pretersinamedical setting. Thisinnovation involvesacom-
munity partnership and will evaluate this approach to train-
ing physicians, interpreters and staff.

Residency programs have the capability of participatingina
grant project that establishes best practices associated with
interpreter utilization, setting acommunity standard and lob-
bying for financial reimbursement for essential services not
currently covered.

B3: UsingHumanitiesto Teach Multicultural
Sengitivity

Kathie Culhane-Pera MD MA

Poetry and prose written by and about diverse populations
can assist physicians to understand the current disparities
of health by increasing awareness to people's life experi-
enceswith racism and discrimination in society and in medi-
cine. Thistype of non-medical literature conveys history and
present-day conditions, illustrates moral values, and depicts
cultural symbols. And by evoking emations in readers, it
increases empathy and understanding of peopl€e'slife condi-
tions. In thiscommon interest breakfast, theleader will share
the readings we have used in our residency program — both
by reading some selections and by passing out alist of read-
ings. Depending ontimeand interest, brief descriptions of a
qualitative evaluatin of residnets; writings, in response to
thereadingswill be presented. Participantswill beinvited to
share their humanities readings with the group.

8:45AM - 10:15AM Plenary Workshop

PL5: Transcultural PrinciplesApplied to M edi-
cal Education
Ann O Hubbert Ph.D., RN, CTN,

Gail HarrisPh.D., CCSP

Medical educators are challenged by increasing demandsto
provide knowledgeable and competent transcultural exper-
tisein order to teach and mentor studentswho inturn, will be
able to provide culturally competent care. Many critical
transcultural health issues, impacting health care, and must
beincorporated into medical educational curriculaand clini-
cal experiencesas society shiftsto multiculturalism.

Theworkshop's objective isto address specific strategies of
faculty preparation in transcultural theory and evidence-
based research knowledge. Current educational dilemmas
concerning cultural diversity/disparity that which are exam-

ined include: (1) academic ethical issues of cultural imposi-
tions among and between faculty, students, and clients, (2)
thediversitiesand similarities of culture carevaluesas shown
by Leininger’sculture care diversity and universality theory
and research, and (3) curricula application of transcultural
theory inthe classroom and clinical contexts. Workshop par-
ticipants are asked to participate in small groupsin order to
apply transcultural theory’s action and decision modes as
solution methods for educational transcultural challenges.
Upon completion of the workshop, participants will have a
foundational knowledge base and resources for the creative
incorporation of transcultural health care knowledge into
curriculaand clinical practice.

Leininger, M.L. (1995). Teaching transcultural nursingin un-
dergraduate and graduate programs. Journal of Transcultural
Nursing, 6, (2), 10-26.

10:30AM - 11:45AM Concurrent Seminars

SA: TheBiomedical L ectureasOpportunity to

I nculcate Biopsychosocial Per spective

Greg Troll MD

Medical studentsbegintheir professional training with arange
of attitudes on issues of socia disparities of care, valuing
patients input and perspective, the role of physiciansin ad-
dressing unmet socia and biomedical needs, and related is-
sues. Asthey proceed intheir training, they oftenfail tolearn
or even unlearn a desire to integrate these perspectives into
their practice as physicians. The reasons for this are many,
but an important step in the process is learning to think of
other people as objects of clinical knowledge, to some de-
gree divested of personhood. Part of thisisadeliberate effort
to help physicians be objective and emotionally protected,
part is due to the cognitive discomfort of thinking clinically
and culturally about the same person.

Although incul cating humanitarian and patient centered val-
ues has been the subject of small group teaching activities,
the bulk of a preclinical studentstimeis spent in bio-medi-
cally oriented lectures. As a biomedical |ecturer, the |eader
has evolved techniques to embed the understandings of dis-
ease mechanisms and clinical reasoning in the stories of
people who are part of a family, members of a social and
international human milieu and memorable as people, not
merely clinical examples. Thisseminar exploresthese tech-
niques, with specific suggestions on their application. Al-
though the biomedical lecture may not be the ideal method
for transmitting patient centered perspectives and values, it
is nonetheless an excellent opportunity, and an important
cognitivelink to the developing professional intellect. If these
perspectives are not integrated into the biomedical aspect of
training at thislevel, these concepts may remain as xenografts
andfail to motivatethe future professional behavior of these
physician students. Some qualitative feedback from students
about this approach will be presented.
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S5: Substance Abuse: Thelmpact of Sociocul-
tural Factorsand theRoleof M edical

Education

Kimberly Sutton Ph.D.

Therole of medical education in reducing health disparities
are to enhance the understanding of these disparities and to
expose medical students to the impact of sociocultural fac-
tors as determinants of illness. Opportunitiesfor developing
strategies to address health disparities do exist in medical
education. By encouraging medical students to integrate a
biopsychosocia model, identification of how and where health
disparities occur can be maximized. Drug addiction, while
acknowledged as a disease like any other, remains highly
stigmatized with very strong sociocultural factors influenc-
ing the course of the disease, motivation to accept treatment
and accessto effective treatment. Data exists on ethnic and
racial, gender and socioeconomic variables that influence
substance abuse factors. There remains a need for medical
professionalsto receive improved training in identification,
assessment and referral of substance abusing behaviors. In-
creased classroom knowledge on drug addiction, specific
clinical vignettes utilized as teaching tools and more practi-
cal applicationsthrough internships and practicumswill aid
in bridging gaps in the knowledge about identification of
substance abusing behavior looks and how it is shaped by
sociocultural factorsand what that meansto the physicianin
training.

1:45PM - 3:45PM Brief Papers

BR10: Culture, Patient Advocacy and the
Community

AliciaD. Monroe M.D.

Demographic trends and documented disparities in health
status and health care have created an imperative for health
care providersto enhance their knowledge and skills needed
to deliver culturally responsive health care. Increasingly,
medical educators are concerned with teaching students not
only to diagnose and treat disease, but also to understand
how complex social, economic, and cultural factorsinfluence
each persons concept of health, illness, and quality of life.
Thisbrief paper presentation will review thedesign and evalu-
ation of apre-clinical medical school elective devised to en-
hance students understanding of therole of race, culture and
soci oeconomic status on heal th status, provider-patient com-
munication, and access to health services. An effort was
made to help students connect current and past life experi-
encesincluding their work as community volunteers and ad-
vocates with the key concepts of the course. Students com-
munity service experiences often involve work with vulner-
able members of society who aredisproportionately impacted
by environmental pollution, poor health, and lack of informa-
tion about and access to culturally appropriate health care
services. Aninteractive seminar format was utilized to enable
students to interact with community and faculty presenters

and to discuss a variety of public health and health service
delivery issues. The discussions incorporated information
ontherole of culture and classin communication, and strat-
egiesproviders can utilizeto improve effectivenessin work-
ing withindividuals, familiesand community service provid-
ers. Readingsweredrawn from several sourcesincluding the
medical literature, government publications, the social sci-
ences and periodicals. The course provided opportunities
for students to increase self-awareness, to develop greater
insight into the social and community context of health care,
and to refine communication skills.

The Course Objectives can be summarized asfollows:

At the completion of the course participants will be ableto:

1. Recognize how culturally based beliefs, values, attitudes,
practices and life experiences can influence expectations,
communication, and trust; 2. Appreciate how biologic, so-
cial, cultural and economic factors contribute to theimpact of
health problems on individuals or communities; 3. Identify
the skills needed to devel op partnershipswith patients, fami-
lies, and community agenciesto promote optimal patient out-
comes; 4. Gather data regarding patients needs and perspec-
tives to support culturally-responsive counseling; 5. Dis-
cusstheimportance of self-awareness, communication skills
and feedback skills in advocacy and patient care. Eighteen
students completed the course and their evaluation of the
content and design of the course will be presented.

BR5: Health Infor mation Disparity in Spanish
and English at a Cor e Safety Net Public Hospi-
tal System

Jose Calderon MD, Richard Baker MD,

Ron Hays PhD

Background: Since written health information is a corner-
stone of primary and secondary disease prevention efforts
and most Americans lack the literacy skills to comprehend
most written health information there exist health information
disparities that further contribute to health care disparities.
This problem is particularly important for vulnerable racial
and ethnic minoritieswho tend to have limited English profi-
ciency (LEP) and limited literacy skills. We investigate the
readability of documents available to Latino and African
Americanswith primary gradelevel literacy skills(< 5 grade)
accessing healthcare from a safety-net public hospital. Pre-
liminary datafrom thisproject were presented at ABSAME in
2000. However, the completed data set revealed characteris-
tics of health information disparity not previously reported.
Methods: Fifteen documents (English and Spanish versions)
representing clinical, research, hospital and Internet patient
information were assessed using reading gradelevel and read-
ing ease measures. Results are compared to readability of
medical journals, popular press, and children’s books (diffi-
cult, average and easy readability).

Results: Oneof 30 documents studied had areadability match-
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ing primary grade level literacy skills. Mean reading grade
level difficulty, range 10-13, and mean reading ease, range 15-
68 (>80 for primary grades), exceeded primary gradelevel in
all categories (see tables below). The readability of corre-
sponding English and Spanish versions was similar and that
of consentsformwas not different from that of medical jour-
nals.

Conclusions. According to the Hospital and the Research
Bill of Rights people havetheright to beinformed. Contrary
to the ethics and edictsfor practicing medicine, information
provided at the public hospital studied in this project istoo
difficult for it's vulnerable patients and the average Ameri-
can to understand. This represents a barrier to communica-
tion that may result in non-compliance, difficultieswith self-
care, patient harm and contribute to disparitiesin health for
vulnerable populations. Patient information targeting vul ner-
able ethnic/racial minorities should bewritten at agradelevel
compatible with children’s books. Over the last 3 years a
seminar on theimplications of health information disparities
on health has been included in the cultural competency cur-
riculum at Drew. The reading grade level of this abstract is
>12.

BR6: Per ceptionsof Career Choices, Assign-
ment of Specific Faculty Mentorsand the
Residency Match

Shobita Rajagopalan MD, Vanessa Ngakeng MS
3, MonicaTillisMS-3

Background: Sincethe curricular reforminitiativein 2000, the
restructured clinical curricula within the UCLA and Drew/
UCLA medical education programs have provided a better
focustoward academic and patient care excellence. Theclini-
cal curriculaat Drew in accordance with the unique mission
of this University of service to the underserved, has inte-
grated and highlighted the importance of reduction in health
disparities throughout the third and fourth year. The third
year or core clerkships phase provides the foundation for
clinical experiencesand knowledge enhancement inthefields
of Family Medicine (FM), Internal Medicine (IM), Obstetrics
and Gynecology (ObGyn), Pediatrics, Psychiatry, Neurology,
Radiology and Surgery. The fourth year or college phase
provides career guidance, mentorship, an interactive dinner
seminar seriesand specific courses to enable studentsto re-
finetheir clinical skillsfurther enhance their knowledge and
meet their eventual professional goals. There are five such
collegesat UCLA and Drew/UCLA respectively: the Acute
Care, Applied Anatomy, Medical Science, Primary Care (PC)
Colleges at UCLA and the Urban and Underserved College
at Drew. The PC Research Thesisrequirement at Drew inthe
fourth year adds strength to its College phase.

Methods: Studentsfrom the Class of 2002 and 2003 from the
Drew/UCLA Medical Education Program conducted a sur-
vey of career choicesfor their respective classesin March of
their third year. The intention of this survey was to enable

assignment of appropriate faculty mentorsin the fourth year
to provide career guidance, discussion of specific topicsin
thegivenfield of interest, to strengthen faculty-student rela-
tionships and to enable support based on student career
goals. Fromthispreliminary and voluntary survey of the Class
of 2002, presented to the Drew Educational Policy and Cur-
riculum Committee, the first career choices indicated that:
64% selected PC (inclusive of FM, IM, ObGyn, Pediatrics
and Psychiatry) and 36% sel ected non-PC specialties; of the
second career choices: 58% selected PC and 42% selected
non-PC specialties. Based on theresult of the National Resi-
dency Matchin March 2002, 54% of the Class of 2002 matched
in PC specialties indicating that student perceptions of their
career goalsat thelatter part of their third year may correlate
to some extent with eventual residency choices. The Class of
2003 presented asimilar survey suggesting that 40% selected
PC and 60% selected non-PC for their first career choicesand
53% PC and 47% non-PC for their second career choices.
Consistency with national trends need to be further assessed.

Results and Conclusion: The preliminary career choice sur-
vey suggests that there may be a correlation between stu-
dent-perceived career choices and their eventual residency
matches. Such surveyscould help determinethe career inter-
est dynamic of each individual class and enhance the devel-
opment of focused groups of mentors, seminar series and
recommended courses that will support student goals. The
addition of aninternational experienceisalso likely to further
strengthen the uniqueness of the Drew/UCLA Medical Edu-
cation Program.

BR7: WritingasTherapy: A Summary of
Literary and Psychology Resear ch
Linda Garcia-Shelton Ph.D., MHS,

Ann Hudson Jones Ph.D.

BR8: Using Case Studiesin Small Discussion
GroupsTo Teach Medical SudentsAbout
Health CareAccessand Availability For Vul-
nerable Populations

Gary MyersPh.D.

At last count, over 43 million Americans-almost 20 percent of
the population under age 65-lacked health insurance cover-
age. Theranksof the uninsured includethe usual vulnerable
populations, the poor and working poor, inner city and rural
populations, the elderly and the mentally ill, but the recent
economic downturn has added a new group-the newly un-
employed. Asaresult of the large numbers of uninsured in
the patient population, the quality of health care for many
Americans will depend on physicians' ability to recognize
and to address this barrier to accessing treatment.

Being that it is sometimes difficult for medical students to
appreciate the impact of these access issues to their future
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patients, we have devel oped this case study/discussion group
approach to learning in order to help students become more
existentially engaged with these issues. This paper intro-
duces conference participantsto amethod of instruction that
incorporates the use of case studiesin a directed discussion
group: to teach medical studentsto identify barrier to access
issues; to identify their impact on treatment; and to develop
strategies for providing adequate health care to these vul-
nerable populations. Specifically the paper describes the
learning activities of the students, presents sample cases for
a brief discussion by the participants, and reports student
response to this method of teaching.

L earning Objectives Participants will be ableto: 1. Identify
the core elements of a case based approach to teaching about
issues related to access 2. Experience the methodology
through discussion of abrief case 3. Identify additional edu-
cational materials that address barriers to access.

BR9: Student Per ceptionsof a Focuson
HealthcareDisparitiesin M edical Education
Shobita Rajagopalan M.D., Susan Baillie PhD,
Harmony Crutcher MS-3

Background: The Drew/UCLA Medical Education Program
has a unique mission to train students to provide service
with excellence and compassion to underserved communi-
ties. A recent survey of graduates suggested that students
from Drew were more likely to provide service to the
underserved compared with colleagues from non-minority
institutions indicating that the Drew mission is being met.
Teaching students about various healthcare disparities has
been an integral part of several components of the clinical
curriculaboth in the core clerkships (third year) and college
phases (fourth year) respectively. The innovative longitudi-
nal Primary Care Program has continually provided strong
emphasis on educating students regarding healthcare dis-
parities in the third year, through its Monday conference
modules, clinic didactics, and supervised clinic continuum.
The mandatory research requirement investigating diverse
aspects of healthcare disparitiesis another fourth year com-
ponent of this Primary Care Program. The fourth year or col-
lege phase at Drew has been named the Urban and
Underserved College in concert with the school’s mission.
The objective of the college is to further emphasize know!-
edge regarding healthcare disparitieswith focused mentorship,
career guidance, recommended courses and adinner seminar
series on topics such as alternative medicine, nutrition, cul-
tural diversity etc.

Methods: The AAMC graduation questionnaire given to al
graduating medical students, was examined to review stu-
dent perceptionsof their educational experience upon comple-
tion of medical school. UCLA and Drew UCLA data from
2000 were compared with national data. Overal, if the 14,094
students completing the survey, 137 were UCLA students
and 17 were Drew UCLA students. This study examinesand

compares student perceptions on markersfor health dispari-
ties education including health behaviors, health conditions,
health care system factors and health beliefs.

Results: The survey data suggests that Drew students per-
ceivethat they arereceiving significant levels of instruction
intopicsrelated to health disparities. For example, Drew UCLA
students overall felt that their instructional time devoted to
health issues for underserved populations was appropriate
(88.2%) compared with UCL A students (65.7%) and US over-
al (61.7%). Drew UCLA and UCLA studentsbothindicated
that they had participated in delivering health services to
underserved popul ations Drew (88.9%), UCLA (84.4%) and
US overall (69.4%). Discussion: The data suggests Drew
students do perceive that in most disparity topic areas they
arereceiving instruction at amore appropriate level than do
students at many other schools. Capturing the impact of a
health disparitiescurriculumiscomplex, asstudentsrecruited
to thistype of program often have heightened interest in the
underserved.

Conclusion: This data suggests that education regarding
health care disparities is being effectively accomplished in
the Drew program. Medical Education curriculum that spe-
cifically addresses disparitiesis more likely to train profes-
sionals competent in integrating knowledge, skill and atti-
tudes to work effectively with underserved populations.

1:45PM - 3:45PM Concurrent Workshops

W4: Using M ulti-vocal Case Narrativesto
ExploreMulticultural Ethics
Kathie Culhane-Pera MD MA,

Dorothy E. Vawter PhD

Health disparities are partially based upon differential treat-
ment in the medical care setting. Disparities in treatments
may be due to cultural differences in beliefs, values, and
behaviors, which can lead to miscommunication, misunder-
standing, disagreements, and conflicts between culturally
diverse patients and health care professionals. Understand-
ing the multiple contributorsto theseissues may allow health
care professionalsto improve their care delivery to patients
of al cultural backgrounds.

The presenters have edited a Book of cases soon-to-be pub-
lished by Vanderbilt University Press: Healing by Heart —
Clinical and Ethical Challengesin Cross-cultural Health Care:
Case Studies of Hmong Patients and Western Practitioners.
The book includes 14 stories of Hmong children and adults
with such problems as diabetes, infection, cancer, depres-
sion, difficult pregnancies, organ failure, and traumatic inju-
ries. Multivocal commentaries (written by Hmong and non-
Hmong professionals, patients, and community members)
about each case discuss the cultural and value issues raised
by each story, as well as offer suggestions about improving
carefor smilar familiesinthefuture.
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Inthisworkshop, wewill present aculturally responsive health
caremodel, particularly focusing upon the ethical framework
to approach multicultural disagreementsor conflicts. Wewill
read and then discuss several cases, applying the
multicultural values of the audience and the culturaly re-
sponsive model to discuss optimal ways to provide cultur-
ally responsive care. We will read selected parts of the com-
mentaries, which provide the participants with multiple per-
spectives of the cases. Finally, we will discuss the educa-
tional implications of using multivocal narratives to teach
culturally responsive care, and to discuss whether these ef-
fortswill reduce health care disparities.

W5: Malicein Genderland: Reducing Dispari-
tiesin the Careof Transgender Persons
Amy Ellwood MSW, LCSW,

Jane Heenan MS MFT,

Transgender persons are an underserved community in need
of primary care. Disparitiesintheir health status spread across
race, ethnicity, biology, and accessto care. Transgender per-
sonsare often the victims of violence from within their fami-
lies, intimate relationships and society. These experiences
can lead to self-abusing and reckless behaviors such as the
abuse of acohal, illicit drugs, hormona medications, suicide
attempts, and unprotected sex with multiple partnersand self-
mutilation. Further, many transgender persons have suffered
from inadequately trained and sometimes disrespectful pro-
viders of medical and mental healthcare. Physician and men-
tal health cliniciansareresponsiblefor providing transgender
personswith comprehensive medical and psychological care
that they need and deserve. Behavioral science educatorsin
academic medicine are in a unique position to teach about
the needs of the transgender person and to be role models
for that careintheir clinical practice.

This workshop will address the needs and experiences of
transgender persons that are important to medical students,
residents and faculty alike. These include gender identity,
gender expression, gender role, sexua orientation, impact of
the disclosure on thefamily, sexual practices, common men-
tal and physical health issues, legal issues, confidentiality
concerns and the Harry Benjamin Standards of Care.

4:00 PM - 6:00 PM Concurrent Workshops

W6. Developing Written Communication for
Vulner ablePatientsHaving Limited Literacy
Skills

Jose Calderon MD, Sandra Smith MPH, CHES
Written health information is a cornerstone of primary and
secondary disease prevention effortsaimed at improving the
public health. Yet the mgjority of Americanslack theliteracy
skills needed to decipher and comprehend most written health
information. This problem is magnified for immigrants and
other vulnerable groups. Thesegroupsare culturally diverse,

comprise more than 30% of the general population and are
disproportionately represented among those who have poor
literacy skills, limited English proficiency (LEP) and poor health
. They can be expected to benefit theleast from written health
information despite having the greatest need given their dis-
parate burdens and health outcomes from chronic disease.

Ascultural groups, immigrants and other vulnerable minor-
ity groupsdiffer intheir explanationsfor diseaseandits physi-
cal, emotional and social manifestations. Consequently, ill-
ness coping mechanisms are revealed as culture-specific
health seeking behaviors that are appropriate in the context
of the social, cultural and physical environment of that cul-
ture. However, these behaviors often contradict evidence-
based practicesfor preventing and treating disease. Delayed
care for cancers by uniformed and uninsured immigrant
Latinos is noteworthy in this regard. They tend to seek bio-
medical health care only when self-treatment and folk-heal -
ing practices have been unsuccessful. Matching hedlth in-
formation to literacy skills, language preferences, and health
beliefs may help to improve appropriate utilization of bio-
medical health services by immigrants and other vulnerable
groups. Assuch, using linguistically appropriate and cultur-
aly relevant health information may help to diminishthe sus-
tained disparitiesin health status they experience.

The purpose of thisworkshop isto bring an awareness of the
readability/literacy gap that exists for immigrants and other
minorities and to teach participants ways of producing writ-
ten communication that is culturally appropriate and very
easy to read. We will accomplish this by imparting on work-
shop parti cipants some of the basic skills needed to simplify
existing patient information (research and clinical consent
forms, disease specificinformation, etc.) and to develop writ-
ten patient information at < 5th gradelevel. Simplifiedinfor-
mationisuseful cross-culturally becausethelanguagetrans-
lation of easy to read English language documentsresultsin
easy to read target language documents. Five key workshop
objectives correlate with thefive skillsthat will beimparted.

W7: Teaching Prevention in a Sociocultural
Context: TheCaseof Typell Diabetes
Charlotte Kennedy Ph.D., Beverly Williams-

CleavesM.D., Dorris Tinker Ph.D.
Non-insulin-dependent diabetes mellitus (NIDDM) or Type
Il Diabetes affects more than 7% of the adult population.
Thereare approximately 600,000 newly diagnosed cases each
year. Multiple health consequences such as blindness, renal
failure, and amputationsillustrate its wide-spread impact on
quality of life. In addition, diabetic patientsare at higher risk
for other life-threatening illnesses (i.e., cardiovascular dis-
ease and stroke).

Type |l Diabetesis disproportionately represented in ethnic
minority populations. Thisillness may be found in 10% to
50% of the adult populations of Native Americans, Latinos,
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African Americans, and Asian and Pacific Ilanders. A major
factor in the development of Type Il Diabetes is obesity.
Thus, prevention efforts must focus on life style interven-
tionsthat target weight reduction. Recent surveys of practic-
ing physicians indicate that education on approaches to
weight management is often lacking in medical school and
residency training programs. At the same time, thisis vital
information for reduction of health disparitiesrelated to obe-
sity. Sincethereisanincreased prevalence of Typell Diabe-
tesin ethnic minority populations, an effective approach to
prevention necessarily addresses weight management in a
sociocultural context.

Sociocultural information related to specific ethnic minority
populations provides guidance for the development of prob-
lem-based ilIness prevention education. Thisworkshop will
demonstrate an educational model based on sociocultural
components of aweight reduction program. Patient case stud-
ies will illustrate consideration of sociocultural issues as a
major component in weight reduction strategies. Application
to patient care will be achieved through small-group, prob-
lem- based tasks and discussion.

Sunday, October 13

7:30AM -8:45 AM Student Scholars Breakfast

BR11: Isit Social Phobiaor Social Oppression?
A CaseDescription of Social Phobia Symptoms
in Closeted Non-Heter osexual Female

Jodie Eckleberry Ph.D., Anne Dohrenwend Ph.D
Our literaturereview, covering thelast 20 years, yielded only
one in-depth study specific to social phobiain anon-hetero-
sexual, and there was no consideration given to sexual orien-
tation. We believe it is a leap to generalize theoretical as-
sumptions about social phobia from heterosexuals to non-
heterosexual s because the social context of the two popula-
tions differ. In this case study, we explore the relationship
between symptom presentation and the social context of a
closeted, non-heterosexual femal e diagnosed with social pho-
bia. Our conclusions suggest that closeted, non-heterosexu-
als may display protective social withdrawal as a result of
internalized homophobia and rational fear associated with
the risks of

BR12: Depression, Health Beliefsand Compli-
ance: Relationshipsto Glycemic Control in
Hispanicand African-American Diabetics
Arriana Moreno

Background: Chronicillnesses (diabetes, cancer, AIDS) ac-
count for approximately 80% of deathsin Western countries.

Diabetic patients may suffer from depression and the medical
complications associated with poor glycemic control. It is

well established that Hispanic and African Americans are
more likely to have increased prevalence of diabetes and
poor glycemic control compared with Caucasian patients. As
a result of poor glycemic control, these populations have
increased incidence of medical complications such as neph-
ropathy, neuropathy, retinopathy, myocardial infarction and
stroke, all risk factors for higher mortality. The reasons for
such increased morbidity and mortality in Hispanicsand Af-
rican-Americansare multifactorial; in addition poor glycemic
control has been well documented in these groups. However,
very few studies have examined the prevalence of depres-
sion, health beliefs and compliance in Hispanic and African
American diabetics. As the prevalence of diabetes in these
two groups increases and demographic expansion contin-
ues, Hispanic and African Americans can be expected to
represent a growing and important segment of the diabetic
population. By understanding specific health beliefs of
diabete patients, and their possible relationship to depres-
sion, different explanatory models of diabetes may be used
to increase compliance and decrease the rate of developing
devastating medical complications.

Methods: Thiswill be a cross-sectional study. Patients will
berecruited from the Diabetes Clinic located at the King Drew
Medical Center. The study will involveinformed consent and
patient compl etion of the Beck Depression Inventory (BDI),
aHealth Belief Scale (HBS) and aCompThe HBS attemptsto
measure the perception of who or what isresponsible for an
individuals health. The sense of responsibility for health may
bedirectedinternally or externally, with external responsibil-
ity involving those of powerful others and chance. Health
beliefswill be measured using avalidated, 25-item question-
naire entitled Measurement of Beliefs of Diabetic Patients.
Responses to questions are given in a Likert scale format
withfivepossibilitiesranging from 1to 5, wherein, the higher
the score on an item, the stronger the belief. The CSisa
validated tool that assesses patient compliance to medical,
diet and exerciseregimes. After completion of thethree ques-
tionnaires, achart review will be conducted. Ethnic and gen-
der variationswill also be evauated. Glycemic control will be
defined by hemoglobin A1Clevels: good <7.5%, fair 7.6- 9.0%
and poor >9.0%. Renal function and lipid profilewill also be
recorded.

Conclusion: Thisimportant study islikely to providecritical
information regarding health beliefs, compliance and depres-
sion as contributing factors to the increased morbidity and
mortality in diabetic Hispanic and African-American patients.
Furthermore, addressing these issues earlier on in the dis-
ease, can help decrease complications.
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BR13: Medical Student Wor kshop: Teaching
Sociocultural IssuesRelated toHIV-AIDS
Darren Johnson , Charlotte Kennedy Ph.D.,
Thorpe Edwin MD

Racial, gender, and age disparities exist in the rates of HIV-
AIDSin the US population. Center for Disease Control sta-
tisticsindicate that approximately 339,000 persons were in-
fected with AIDS as of December 2000. Of these, 41% were
African American and 20% were Hispanic. Theratesof AIDS
among Asian Americang/Pacific |slandersand American In-
diang/AlaskaNativeswerereported to be of concern, aswell.
Therate of HIV infectioninwomen of color isgrowing. The
prevalenceof thevirusis 19 timeshigher for African Ameri-
can women and seven times higher for Latina/Hispanic
women in comparison to Caucasian women. Likewise, age
differences exist. Most women diagnosed with HIV are be-
tween the ages of 16 and 44 years. With respect to adoles-
cents and young adults, half of the 5.8 million persons diag-
nosed annually arein the 15-24 year age group. The 10-year
period between initial infection and clinical manifestations of
AIDS suggests that most of these persons were infected
during their teens. This paper describes the demographics
and self-reported knowledge, attitudes, and interest level re-
garding HIV-AIDS for a third-year medical student class.
Further, it describes an educational workshop for third year
medical students at the University of Tennessee Cente for
the Health Sciences, whichintegrated information on the bio-
medical and psychosocial/sociocultural approaches in ad-
dressing the complexitiesin caring for HIV-AIDS patients.
Pre-post measures of perceived “comfort-level” in discuss-
ing HIV-AIDS in patient encounters are reported. In addi-
tion, student responses on a “Training Session Reaction
Form” indicated their perceived usefulness of theworkshop,
satisfaction with the content, and recommendations for fu-
ture educational activities.

The goals and objectives for the student workshop were: 1.)
to provide current information regarding the changing local,
national, and global epidemiology of HIV-AlIDSwith afocus
on popul ations considered to be at disproportionately higher
risk for contracting HIV, 2.) to review information regarding
HIV-AIDStransmission, signsand symptomsand complica
tions, including perinatal transmission and opportunistic in-
fections, 3.) to provide information regarding sexual behav-
iors, lifestyles, practices, and culturally/ethnically- sensitive
issuesthat contributeto HIV-AIDSrisk, and 4.) to provide a
demonstration and discussion of communicating pertinent
and appropriate information to patients with HIV-AIDS re-
garding test results, risk reduction, partner-notification, and
support. The workshop included lectures with audiovisuals,
student discussion, patient interviews, and patients' descrip-
tions of their reactions and experiences with illness.

The psychosocia and sociocultural components and effec-
tiveness of the workshop will be the primary focus of the
presentation. Student involvement was significant in devel-

oping the workshop, which wasintroduced into the curricu-
lum in response to a Center for Disease Control initiative
(HIP-Corps Project) that provided funding to the Student
National Medical Association. The University isaHIP-Corps
Project site.

BR14: Perceptionsof Breast Cancer Risk in
Second Generation Asian American Women
Melinda Chen BA, Rowan Chlebowsi MD,

Kenneth Wolf Ph.D, Linda Lillington

It has been historically well documented that breast cancer
incidenceratesare4-7 timeslower in Asian countriesthanin
the United States. Much of the research exploring thislower
incidence focuses on possible environmental differences
between women living in Asia versus the United States. In
part because of the publicity surrounding this documented
lower incidence, studies have indicated that Asian females
perceive themselves to be at lower risk; accordingly, there
have not been as many educational or preventive effortsin
Asia as compared to the United States.

The Surveillance, Epidemiol ogy, and End Results (SEER) Pro-
gram of theNational Cancer Institute documented initsstudy
of breast cancer incidencefrom 1990 to 1996 that, similar to
their counterpartsin Asian countries, Asian American women
too have a lower incidence of breast cancer compared to
other ethnic groups. However, Asian Americans are also the
only ethnic group with an increasing incidence, while whites,
blacks, Hispanics, and American Indiang/Alaskan Natives
have either maintained steady or shown decreasing breast
cancer incidence. Thisincreasing incidence hasaroused con-
cern, especially because the protective environment enjoyed
by women in Asian countries may not continue once these
women leavetheir native landsfor American sail. Infact,ina
study of the association between migratory patterns and
breast cancer risk, it wasfound that Asian women who have
livedinthe USfor greater or equal ten yearsor longer have
anoverall 80% higher risk than more recent immigrants. Fur-
thermore, Asian American women borninthe US had a60%
greater breast cancer risk than women born in Asian coun-
tries.

This finding leads one to question whether perceptions of
Asian American women’sown risk of devel oping breast can-
cer differ from their predecessors in Asian countries. The
purpose of this study is to probe how second generation
(and beyond) Asian American women perceive their risk of
breast cancer specifically, whether and to what extent they
still sharein their predecessors beliefsthat they are unlikely
to get breast cancer. This is a two-phase prospective study
of Asian American femalesat Harbor-UCLA Medica Center
and satellite clinicsover the period of March 2002 to Septem-
ber 2002. The two phase study involves:

1) 10 focused one-on-one interviews with second
generation and beyond Asian American patientsto gain pre-
liminary data and information to produce a working ques-
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tionnaire to assess breast cancer risk perception

2) Questionnaire development and administration
to 100 second generation and beyond Asian American pa-
tients with subsequent data analysis

Through administration of the focused interviews and ques-
tionnaires, wewill explore whether second generation Asian
Americanwomen realizethat they are at greater breast cancer
risk than their predecessorsin Asian countries. We will also
gaininsight into factors Asian American women believe pre-
dispose one to breast cancer. This may lead to increase
screening and preventive efforts within the Asian American
community, which may ultimately promote earlier detection
of breast cancer and better disease prevention and treat-
ment.

9:00AM - 11:00AM Brief Papers

BR15: Medical Students Participationina
First-Year Community ServiceElective:
Preliminary Evaluation Resultsfrom a Pilot
Program

Terry Sratton Ph.D., Carol Elam EdD

Objectives: As part of the American Medical Student
Association’s(AMSA) Promoating, Reinforcing, and Improv-
ing Medical Education (PRIME) initiative, the University of
Kentucky College of Medicinein 1999 piloted aservicelearn-
ing (SL) elective by integrating community-based experiences
into portions of a pre-existing small group-based course in
the M1- M2 curriculum. Sixty-one students in the entering
classof 2000 (n=99) opted to take afirst-year el ective— 23 of
whom enrolled inthe newly created SL program. An evalua-
tion was undertaken to examine changes in students' atti-
tudesthat may haveresulted from participationinthe PRIME
elective. For these analyses, their remaining classmates
(n=76) served as the comparison group.

Methods: With IRB approval, pre- and post-test versions of
the AmeriCorps service learning survey were given to all
incoming students prior to beginning the elective (Year 1)
and again following its completion (Year 2). This confiden-
tial, self-administered instrument uses 36 Likert- typeitems
to assess attitudes toward community service, altruism, and
professional development. Outcomes: Eighty-seven students
including 23 PRIME students compl eted the pre-test admin-
istration (response rate = 88%); 70 of whom 19 are PRIME
students completed the follow-up post administration (re-
sponse rate = 74%) . Pre and post responses were matched
for 61 students (42 non-PRIME, 19 PRIME). Overdl reliability
(a) of the pre-test scoreswas .89, indicating ahigh degree of
internal consistency.

Asadatareduction technique, an exploratory factor analysis
was conducted on the 36 scale items. After visual examina-
tion of the resulting scree plot, a two-factor solution was

determined to best fit the data, with factors tentatively la-
beled as: pragmatism/social conscience/racial and ethnic di-
versity (Factor 1) and service/experiential learning as a
pedagogic framework (Factor 2). Factor 1 consisted (load-
ings>.40) of 8items(a=0.87), whileFactor 2included 5items
(a=0.79). Together, the two factors explained 31% of the
variance.

Using summated scales of unweighteditems, a2 X 2 (Group
X Time) repeated measures analysis of variance revealed no
significant between or within differences on Factor 1. Factor
2 showed statistically significant main effectsfor Group and
Time, with scoresincreasing for each from pre- to post-test,
but with PRIM E students exhibiting higher means. However,
these latter findings should beinterpreted cautiously inlight
of a significant departure from the equality of covariance
matricesassumption (M =8.92, F=2.83, p=.037).

Evaluation: Thelack of remarkabl e findings may be attribut-
able to several factors. First, the self- selection of service
participants corresponded with elevated baseline scores in-
dicating many PRIME students were aready highly vested
in the concepts measured. While we purposely designed the
course as an €elective, more dramatic changes may have re-
sulted with the participation of less service-oriented students.
Second, theréatively small samplewasfurther compromised
by lessthan-ideal response rates and, subsequently, attri-
tion limiting the power of many statistical tests. Lastly, key
measures performed only adequately, and may have been of
too general anatureto tap more specific changesin students
attitudes toward service learning. As part of a comprehen-
sive evaluation, we plan to triangulate these findings with
supplemental data.

BR16: Children and Adolescent Typel |
Diabetes

Ryan NishiharaMD

With the increasing prevalence of obesity in our society, its
association with Type Il diabetes has dramatically increased.
The“Westernized” lifestyleisamajor contributing factor to
the increased prevalence of Type |l Diabetes. “What was
once mainly diagnosed as a problem with adults is now a
major health issue in children and adolescents. The preva
lence, suspected pathophysiology, and clinical and diagnos-
tic evaluation of a child thought to have diabetes will be
discussed.

BR17: “Brainwashing” and “ Battering Fa-
tigue”: TheRoleof Psychological Abusein
Domestic Violenceand ItsImpact on
HealthcareDisparities

Lesly Mega MD, JessicaMega MD,

Benjamin Mega M-2, Beverly MooreHarris, MD

The amount of intimate partner violence (IPV) in the United
States is substantial and involves an interrelated combina
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tion of physical, sexual, and psychologica abuse. The psy-
chological aspect of the abuse deserves specia attention
sincevictimsof IPV commonly losetheir independence, self-
esteem, and dignity and therefore remain in abusive situa-
tions. Because of the psychological aspects of their condi-
tion. The health issues of this population are often missed or
misunderstood.

This paper presentation will explain that the abuse these
people experienceis perpetrated by a domestic partner who
aims to maintain power and control over arelationship. To
accomplish this control, the abuser uses “ brainwashing tac-
tics” similar to those used with prisoners of war, hostages, or
members of acult. Common featuresof brainwashing include
isolation, humiliation, accusation, and unpredictabl e attacks.
This environment produces real and anticipated fear that
contributes to the battered woman’s belief that her situation
is hopeless and that she must depend on her abuser. She
develops coping strategies to deal with her oppressive envi-
ronment. The battered woman eventually exhibits symptoms
of “battering fatigue,” resembling the battle fatigue of sol-
diersin combat, since, likethese soldiers, they livein fear of
being killed or severely injured. Understanding the state of
mind of battered women can help medical studentssee how it
isdifficult for thesewomen to escapetheir traumatic environ-
ment, to obtain appropriate health-care, and to chose other
alternatives beside suicide or homicide. It isimperative that
medical students appreciate these complex, devastating psy-
chological aspects of domestic violenceto adequately screen
and treat their patients and to understand the healthcare dis-
paritiesthis population experiences because of their psycho-
logical and social situation.

BR18: Investigating HealthcareDisparities
Research Through aRequired Primary Care
Thesislnitiative

Dotun Ogunyemi M.D., Ronald Edelstein EdD,
Mohsen Bazargan PhD

Background: In 1995, the Charles R. Drew University of
Medicine and Science, College of Medicine, Primary Care
Clerkship devel oped an innovative curriculum requiring medi-
cal students to develop, design, and implement a research
project during their two-year Primary Carelongitudinal clini-
cal experience. The research project was to address medical
conditions commonly encountered in Primary Carepractice.
Because the mgjority of such student research projects have
been clearly demonstrated to be at a caliber equal to that of
thesis quality, methods were explored to make the Drew re-
search project and UCL A medical thesisasynchronized pro-
cess. The Drew Educational Policy and Curriculum Commit-
tee (EPCC) and the Drew Primary Care Subcommittee have
recently approved the development of this outstanding ini-
tiative, advancing the research project to a thesis require-
ment for all Drew graduates beginning with the graduating
classof 2004.

Methods: Early in the 3rd year, students select aresearch
topic and faculty mentor. The thesis research prospectus is
presented to the Thesis Committeefor approval prior toimple-
mentation. The final research product will be presented asa
formal bound thesis during the fourth year and must fulfill
the following minimal requirements: Title Page; Abstract;
Hypothesis (Research Question); Introduction (Background);
Materials and Methods; Data Analysis; Results; Graphic
Presentation; Discussion (Conclusions); and aBibliography.
Students may work jointly on a research project, however,
each student must analyze a unique aspect of the research
project and produce a unique thesis.

Conclusion: Studentswill be recognized formally for their
research work at graduation. In addition to presentation at
the Annual Student Research Colloquium on campus, stu-
dentsare expected to formally present their thesis at regional
or national meeting(s) and/or publish in peer reviewed jour-
nals. The theses will also be published as part of the library
thesisfiling process for listing at the electronic thesis clear-
inghouse. Thisinitiativewill: provide additional training and
encouragement for students to become |leaders in academic
endeavors; provide competitive residency and career options;
and provide students and faculty members with have publi-
cation incentives that enhance their careers and foster the
Drew mission of service to the underserved. The student
Research Project is evolving from a third and fourth year
group project and presentation to a formal written medical
thesis requirement. We have demonstrated that all students
are able to conduct and present Primary Care Research as
part of their medical training.

BR19: Diabetesand Science Education in
Tribal Schools

Sanford Garfield Ph.D., Lawrence Agodoa MD,
Marilyn NicholsMS

There has been a six-fold increase in people known to be
living with diabetes in the United States in the past four
decades. Almost al of these cases can be attributed to Type
Il diabetes, whichisincreasing globally. Diabetes bringswith
it the potential to cause serious complications, including
blindness, kidney disease, cardiovascular disease, periodontal
disease, and lower extremity amputations. Diabeteswasrare
among American Indian and Alaska Natives until about 50
years ago. Since that time, diabetes has become one of the
most common and seriousillnessesin tribal nations of North
American and, aarmingly, itisnow affecting children. Diabe-
tesisalso an especialy relevant model for teaching biology
of organ systems, since it affects so many body systems.
Diabetesisan especialy relevant mode for teaching biology
to younger students, particularly in communities highly im-
pacted by this disease. Moreover, education focused on dia-
betes could serve several purposes in such communities:
fostering science education, encouraging students to select
science and health related career paths, and providing infor-
mation that may influence healthy lifestyle choicesin chil-
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dren and familieswith and/or at risk for diabetes. TheNIDDK
incollaborationNCMHD, CDC and IHS, hasinitiated adia-
betes-based science education program to develop diabe-
tes-based science education programs for tribal elementary,
middle and high schools serving American Indian/Alaska
Native (AlI/AN) communities. Towards this end, a planning
grant targeted to Tribal Colleges and Universities (TCUs)
was awarded. The purpose of thisaward wasto begin devel-
opment of a program to enhance understanding and appre-
ciation of the problems of diabetesin AI/AN communities
and to stimulate general student interest in diabetes-based
science in the early years (pre-college) of education. The
goal isto increase Al/AN representation in diabetes related
biomedical sciences. Thisplanning phasewill befollowed by
acurriculum development and pilot testing phase open only
to TCUs. Theultimate objectiveiswide scaleimplementation
affecting all AI/AN youth.

9:00AM - 11:00AM Concurrent Workshops

S6: Addressing Health DisparitiesThrough
Faculty Development: A Coursein Survey
Resear ch for Clinical Faculty

Kenneth E. Wolf Ph.D.,

Richard W. Lindstrom M.A., Margaret Govea ,
Richard S. Baker, M.D.

A campus-widefaculty development program was designed
toincreasethetotal research productivity of thefaculty, resi-
dents and studentsin the College of Medicine at Charles R.
Drew University of Medicine and Science and devel op men-
tors for student research. The research themes addressed
issues of health and health disparities anong members of
minority and underserved populations. The first offering of
the course focused on selected faculty members with the
intent of providing skills, knowledge and attitudes neces-
sary to conduct independent research, and to mentor stu-
dents, residents and colleagues in their future research en-
deavors. The focal point of the course was instruction in
survey research methodology that could be used to directly
study issues of health disparities and provide strategies for
developing research and clinical solutions. To ensure that
the benefits of thisresearch course were distributed through-
out the University community, each department in the Col-
lege of Medicinewas assured that at least one of their faculty
members could participatein the program. Two positionswere
also available for faculty members in the College of Allied
Health. Participants were required to have signed commit-
ment from their respective Department Chair, allowing the
faculty member to participate in the program, and assuring
that they would be provided with the opportunity to share
their experiences at regularly scheduled department events
such as faculty meetings or Grand Rounds. The course was
designed to support participants to develop a research pro-
tocol, completing a manuscript, and submitting it a peer-re-
view journal. The course is expected to prepare participants

to develop and continue their research careers in areas re-
lated to minority health disparities. Equally important, they
will be expected to actively support and mentor post-docs,
fellows, and other faculty in the College of Medicine. The
course will also be considered a pre-requisite for those who
wish to take on the role of a mentor for the Primary Care
Research Thesis project, now a mandatory reguirement for
graduation from the School of Medicine.

The 30-week course is divided into two 15-week phases.
Phase | of the course is a comprehensive series of classes
addressing the development of a survey research project
(clinic survey/questionnaire, secondary dataanalysis, or chart
review) from developing a research question to submission
of aprotocoal to the IRB. Phase Il of the course will provide
research guidance, technical assistance, expert consultation,
and workgroup sessions to facilitate completion of the re-
search project and manuscript (including data collection/
analysis, manuscript writing and editing, etc.). At the end of
thisphase, participantswill have afinished manuscript ready
for submission to apeer-reviewed journal . Thisseminar ses-
sion will be interactive with the audience. The scope of the
seminar will be presented and issues highlighted. The dis-
cussion will address considerations and challenges includ-
ing curricular devel opment, access for departmentsand fac-
ulty, scheduling logistics, release time, homework, consult-
ant access, developing and sustaining interest, departmental
and College support. Results from the first course will be
used to illustrate particular obstacles, observations, and so-
lutions.

S7: Biomechanical Thoracic Restriction Tech-
niquefor Teaching Diaphragmatic Breathing
Albert Eaton Ph.D., Michael Walsh M.D.
Relaxation therapy isanintegral el ement inthe primary pre-
vention of life style related disorders and is useful in the
prevention and therapy of biophysical and psychological
illness. Diaphragmatic breathing isfoundational to most re-
|axation methodol ogies and is an independent management
technique. For many people, learning to breathein arelaxed
manner from their diaphragm isachallenging task. Diaphrag-
matic training routines utilize passive trial-and-error strate-
gies with active monitoring for the target behavior. We pro-
pose asimple, activetechnique that decreasestimeto behav-
ior acquisition, increases the degree of response, overcomes
many cognitive and cultural impediments, and may increase
utilization outside the providersoffice. Clinical and pilot-re-
search datawill be provided to support its efficacy. Seminar
participants will be trained in this techniques and its vari-
ants. The group will discuss implementation strategies and
limitations.
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Goals of ABSAME

ABSAME exists to:

Promote the application of social and behavioral science knowledge, skills and perspectives in the education
and training of physicians and other professionals working in the field of health;

2. Improve the effectiveness, efficiency and quality of health care through the application of social and behavioral
science knowledge, skills and perspectives;

3. Encourage the broadening of educational and training practices in the preparation of physicians and other
health professionals; and

4, Aid in the continuing education of teachers, clinicians, researchers and administrators involved in carrying
out the above activities.

Objectives

The contributions of the behavioral sciences to the areas of health and illness include the following:

1. Extend the scientific orientation of medicine into the field of human behavior at the individual, group and
collective levels of analysis and predication;

2. Help physicians improve and extend their preventive, diagnostic, therapeutic and rehabilitative skills;

3. Improve the learning process for student physicians during all stages of their professional care;

4, Assist physicians' adaptability to rapidly changing organizational community and cultural environments;

5. Bring the perspectives and expectations of consumers of healthcare into the realm of medical education so that
students and faculty can more effectively solve patient care problems;

6. Identify more precisely the behavioral patterns that interact with biological process in human health and
illness so as to increase the effectiveness, efficiency and quality of the services provided by physicians and
other health care professionals;

7. Develop sensitivity in observation, validity in interpretation and accuracy in predication of one's own behavior
and the behavior of others;

8. Strengthen physician’s teaching skills so they may more effectively educate themselves, their patients and their
colleagues on a continuing basis; and

9. Provide instruction in management and leadership skills essential to the provision of health care for individu-

als, families and populations at reasonable levels of relevance, quality, convenience and cost.
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Past ABSAME Conferences & Topics

DATE
Oct. 13-16, 2001

Oct. 12-15, 2000

Oct. 1-5,1999

Oct. 10-14, 1998

Oct. 18-21, 1997

Oct. 19-22, 1996
Oct. 7-10,1995
Oct. 2-5,1994

Oct. 2-5,1993

Oct. 1-20,1992

Oct. 19-22,1991
Oct. 20, 1991*
Oct. 7-10,1990
Oct. 9,1990

Oct. 15-18, 1989

Oct. 9-12,1988

Oct. 18-21,1987

Oct. 5-8, 1986

Oct. 13-16, 1985
Oct. 14,1984
Fall 1983

Spring 1982

STE
Cape Cod, MA

SantaFe, NM

Savannah, GA

Jackson Hole, WY

Cape Cod, MA

Eastsound, WA
Naples, FL
SantaFe, NM

Myerstown, PA

Smugglers Notch, VT

Palm Springs, CA
Rancho Mirage, CA
Thompsonville, M
Thompsonville, Ml

Tuscaloosa, AL

Andover, MA

S. LakeTahoe, CA

Bethesda, MD

Chevy Chase, MD

Boiling Springs, PA

Taos, NM

TOPIC
Beyond Competence: Altruism, Advocacy, and Public Health

Integrating Culture and Complementary Medicine: Challengesto
theBiomedical Paradigm

Promoting Healthy Behaviors: Changing Institutions, Teachers &
Learners

Expanding Our Horizons. Educational Innovationsin Behavioral
Science

Outcomes Research And Evaluations. The Ecology of Assessment
inMedical Education

Managed Care Challengesto Medical Education
Behavioral Sciencein Education for Primary Care
Cultural Diversity inMedicine: Challengesand Opportunities

Implementing the Process: The Complementary Roles of Curriculum
and Evaluationin Behavioral Sciences Training

Ideasin Process: The Role of the Behavioral Sciencesin Medical
Education and Training

Preparing Physicians for a Changing Society

Panic Disorder inthe Clinical Setting: Diagnosisand Treatment
The Making of the Physician

Anxiety Disordersin Primary Care: Meeting the Challenge

Preparing Cliniciansfor the Future: Behavioral Scienceand
Ambulatory Care

Approaches to Wellness: Health, Maintenance, Behavioral
Science, and the Clinical Teacher

Behaviora Sciencesand Chronic IlIness

Training Physiciansfor the Future: Changing Health Care Patterns
and Their Impact on Behavioral Science Medical Education

Applied Behavioral Sciencein Residency Training

Training for Medical Practicein Multi Ethnic Society
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Fall 1981

Spring 1981
Fal 1980
Spring 1980

Fal 1979

Spring 1979

Fal 1978

Spring 1978

Fal 1977

Spring 1977

Fdl 1976
Spring 1976

Fal 1975

Spring 1975

Fal 1974

Spring 1974

Fal 1973

Spring 1973

Fal 1972

Spring 1972

Fal 1971

* Joecial Events

Val Morin Station, CAN

Lake Quinault, WA
Boiling Springs, PA
EstesPark, CO

Boiling Springs, PA

LakeTahoe, NV

Boiling Springs, PA

St. Simon Island, GA

Boiling Springs, PA

Snowbird, UT

Boiling Springs, PA
Toronto, Canada

Boiling Springs, PA

Columbia, MD

Boiling Springs, PA

Lexington, KY

Boiling Springs, PA

Hershey, PA

San Diego, CA

Boiling Springs, PA

Boiling Springs, PA

Canada/Quebec - USA: Contrasts and Comparisonsin Health Care
Systemsand Behavioral Science/Medical Education

Family Medicine and Behavioral Science
Behavioral Scienceand Health Policy
Rural Health Care and Medical Education

The Role of the Behavioral Sciencesin Medical School Admis-
sions, Selection and Survival

The University as a Resource to Medical Education

Relationships between Psychiatry and Behavioral Sciences and
Internal Medicine

Training for Primary CarePart |11: Behavioral Sciencesand Internal
Medicine

Medical Student Perspectives on Behavioral Science Teaching

TheRoleof Behavioral Sciencesin Training for Health Care
Delivery in Rural and Undeserved Areas

Training for Primary Care Part |1: Pediatricsand Behavioral Science
Teaching Medical Students about Health Care Systems

Training for Primary CarePart |: Collaboration between Behavioral
Scienceand Family Medicine

The Planning, Management, Delivery and Evaluation of Health
Services; An Interface Between Behavioral Science and Medicine

Continuing Education Experience for Faculty in The Fields of
Behavior Modification, Marital and Sexual Health, Problem-solving
Skills, Coping With Death and Teaching Interpersonal Communica-
tion Skills.

Faculty Roles and Responsibilitiesin aMedical Setting

The Relationships Between Behavioral Science Teaching and the
Clinical Specidtiesof Internal Medicine, Pediatrics, Family Medi-
cine and Psychiatry

The Development of Self-Instructional Materialsin Medical
Behavioral Science and the Use of Multimedia Approach

Role of the Behavioral Sciencesin Relation the Fields of Commu-
nity, Social and Preventative Medicine

Testing and Measurement of Learning Performance (with the staff
fromthe Nationa Board of Examiners)

The Devel opment of Educational Objectivesfor Teaching Programs
in Medical Schools
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