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ABSTRACT 

Primary care offers an ideal setting to address the effects of systemic racism that contribute to 

behavioral health disparities for patients who identify as Black, Indigenous, and People of 

Color (BIPOC). However, addressing barriers to equitable care requires understanding how 

culture may influence primary care physicians’ (PCPs’) approach to behavioral health. Using 

a phenomenological method with semi-structured interviews of six PCPs, we explored culture’s 

role in screening, diagnosing, and treating behavioral health conditions in BIPOC patients. 

Transcript coding and analysis revealed seven themes surrounding culture that influence 

PCPs’ approach to behavioral health. Findings showed that culture is multi-faceted; race is 

one of many in a network of factors that PCPs consider when collaborating with patients to 

make treatment decisions. Achieving equitable health for all persons will require understanding 

covert and overt factors at each level of the system that, if not accounted for, exacerbate the 

marginalization of BIPOC patients. 

 

KEYWORDS: Cultural competency, health inequities, mental health, minority health, primary 

care 

 

In the United States, approximately one in five people (57.8 million) live with a mental 

illness, and 21.6% receive mental health services (Substance Abuse and Mental Health Services 

Administration, 2022; Terlizzi & Schiller, 2022). Racial and ethnic biases in medicine and their 

adverse impact on patient health outcomes are well documented in the literature (Cleveland 

Manchanda et al., 2021; Eggly et al., 2015; Rogers et al., 2019). Although explicit bias is 

generally unacceptable among primary care providers (PCPs), implicit biases are common and 

adversely affect patient outcomes among Black and Latino patients (Blair et al., 2013). Further, 

racial and ethnic disparities exist in the receipt of mental health services for Black, Indigenous, 

and People of Color (BIPOC); for example, Hispanic and Latino Americans and Black or 

African Americans are less likely to receive counseling services (12.9% and 13.5% 

respectively) and prescription medication to treat mental health disorders (7.7% and 8.6% 

respectively) (Henry et al., 2020; Marchlin, 2006; Starfield 2012). As knowledge expands 

surrounding disparities and the role of culture and diversity in primary care settings, it is critical 

to investigate how culture and diversity influence behavioral health screening, assessment, and 

treatment for BIPOC patients. 

 
1 Corresponding author; is a Research Fellow in the Department of Family & Community at Thomas Jefferson 

University, PA. E-mail; shangil@mail.regent.edu 
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Literature Review 

Structural barriers have been well documented as contributors to inequities in healthcare 

and disparities in access to treatment for BIPOC patients, resulting in adverse health outcomes 

(Gee & Ford, 2011). Factors such as stigma, systemic oppression, racism, and discrimination 

act as barriers to the uptake of mental health services for racially and ethnically marginalized 

groups (Walker et al., 2015). Although existing models of Integrated Healthcare have been 

developed to address unique contextual factors that influence behavioral health outcomes for 

BIPOC patients, these models are not culturally sensitive (Holden et al., 2014). The absence of 

culturally sensitive models limits our understanding of the implications of diversity between 

patients and providers and the ability to fill critical gaps in care due to cultural differences 

(Holden et al., 2014).  

The influences of PCP biases on the care of racial and ethnic minority patients are 

particularly concerning for behavioral healthcare. However, the mechanisms by which implicit 

biases affect PCPs’ assessments, clinical recommendations, and, ultimately, treatment outcomes 

are complex and largely under-explored (Cleveland Manchanda et al., 2021; Rogers et al., 

2019). One way that PCPs’ implicit biases contribute to disparities in healthcare quality is 

through their style of communicating with patients based on their race, ethnicity, or gender. For 

example, Eggly et al., 2015 found that African American patients, compared to White patients, 

had significantly shorter visits and received less information about procedures and risks. These 

differences were attributed to stereotypes and biases about African American patients, 

differences in communication styles between PCPs and patients, and mistrust of PCPs among 

African American patients.  

Most studies of racial/ethnic minorities and mental health-related treatment outcomes 

in primary care have solely assessed BIPOC patients’ rates of medication prescription and 

adherence, with existing literature highlighting the role of patients’ race/ethnicity in shaping 

PCPs’ perceptions of medication adherence (Baghikar et al., 2019; Bogart et al., 2021; Jones et 

al., 2018; Mentz et al., 2018). PCPs are often the first to evaluate patients with behavioral health 

concerns, provide one-third of mental health services, including assessment and evaluation, and 

prescribe 25% of medication for serious mental illnesses (Jetty et al., 2021). However, there is 

minimal investigation of PCPs’ perspectives on the definition of culture beyond race and 

ethnicity. Further, the role of culture is underexplored in screening, assessment, and treatment 

recommendations for BIPOC patients with behavioral health concerns. Literature on factors 

that impact BIPOC patients’ use of referrals for behavioral health counseling in an integrated 

behavioral health setting is limited, hindering culturally responsive practices to address the 

behavioral health needs of BIPOC in primary care. Thus, there is a clear need to explore culture 

in the context of primary care and behavioral health to promote racial and health equity.  

The present study examined different components of culture and processes that 

influence behavioral health practices at the structural, institutional, practice, and provider level 

in Integrated Primary Care (IPC). The complex nature of these interactions and how they shape 

PCPs’ approach to behavioral health for BIPOC patients in primary care has not been explored. 

Thus, our aims were to (1) engage with PCPs to understand the processes they use to identify 

and address patients’ behavioral health concerns; (2) explore PCPs’ perceptions regarding the 

factors that impact patients’ acceptance and uptake of with non-medication behavioral health 

treatment; and (3) assess how cultural factors influence PCPs processes of identifying, 

addressing, and making referrals for non-medication behavioral health treatment for patients 

who identify as BIPOC. Our findings may inform a patient-centered approach to improve total 

health outcomes for BIPOC patients. 
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Theoretical Framework 

 

This study’s research questions were designed with the assumption that the term culture 

describes multiple intersecting identities, each representing an axis of power based on Kimberly 

Crenshaw’s theory of intersectionality (Cho et al., 2013). First coined as a term used in political 

and legal settings to describe the intersection of race and gender as drivers of bias and power, 

intersectionality is now a theory and framework. Social structures contribute to increased 

vulnerability for persons already marginalized on the basis of race, ethnicity, sex, gender, and 

class (Wilson et al., 2022, all of which are intertwined (Atewologun, 2018). When individuals 

have a myopic focus on one aspect of person’s identity (e.g., race, ethnicity, or gender) this can 

prevent exploration of how multiple aspects of identity constitute a person’s perspective and 

experiences. This narrow vision produces narratives that aid in structural racism and 

discrimination (Crenshaw, 1991).  

The healthcare industry and medical field have long contended with these complexities, 

as traditional approaches in treatment were assumed to be universal for all patients (van Mens-

Verhulst, 2006). White middle-class men and women have historically been considered the 

“prototypical patient,” with their experiences being generalized to non-White groups (Wilson 

et al., 2022). Providers’ use of an intersectional lens equips them with the ability to identify and 

understand the interaction of identities and social structures that impact patients’ worldviews, 

responses to illness, and treatment (Wilson et al., 2022). An existential phenomenological 

approach was used to explore the following overarching research question: How do PCPs’ 

describe the role of culture in screening, assessment, and treatment of BIPOC patients with 

behavioral health concerns [in IPC settings]? 

 

Methods 

 

Design 

 

The present study used a phenomenological framework and intersectionality theory to 

explore PCPs’ lived experience engaging with BIPOC patients who have behavioral health 

concerns in IPC settings. In this framework, phenomena are described from the perspective of 

those who experience them, with an intentional exploration of the meaning persons give to their 

experiences (Carel, 2011; Collingridge & Gantt, 2019). Piloting was used to explore the 

relevance of interview questions and alignment with the philosophical and theoretical 

frameworks and how the PI’s identity impacted both the interviewing style and reflexive 

processes (Sampson, 2004; Wilson et al., 2022). Through piloting, we clarified interview 

questions, clarified definitions and use of terms, obtained a range of responses from a diverse 

participant group, and revised questions to promote relevance to the main research question of 

the study (Chenail, 2011).  

The pilot was conducted in two phases. In the first phase, experts were randomly 

assigned in pairs, each consisting of an interviewer and an interviewee, for the first 20 minutes 

of didactics. In the second phase, experts were reassigned to new pairs for the remaining 20 

minutes. At the conclusion of each interview, the pair would engage in personal and 

interpersonal reflexivity to explore their expectations, biases, identities, and how these factors 

impacted the interview process (Olmos-Vega et al., 2022). Experts offered feedback on these 

processes and suggested revisions to the interview protocol. Recommendations were 

incorporated to refine the final guide and shared with the experts upon completion. 

The interview guide was piloted with three postdoctoral fellows, two faculty, and a 

research coordinator with expertise in primary care and behavioral health. All persons were 

born female, with one identifying as gender non-conforming. One expert self-identified as 

Black/African American with the remaining four experts self-identifying as White.  
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Participants 

 

Table 1 provides information on the characteristics of participants that were recruited 

across the Jefferson enterprise from the departments of family and community medicine and 

internal medicine using a flyer distributed by the division leads of both departments, as 

illustrated in Figure 1. Providers from Einstein and Jefferson Health New Jersey were excluded.   

 

Figure 1 

Recruitment and Sample Selection 
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The researcher invited participants to report their ethnicity and NIH racial categories to 

promote autonomy in self-identification and acknowledge diversity in the sample. Participants 

could opt into a random drawing for a $50 ClinCard as a token of appreciation. Electronic 

copies of informed consents were sent to participants. 

 

Table 1 

Characteristics of Primary Care Physicians 

(PCPs) in the Department of Family and 

Community Medicine (DFCM) Center City 

(CC)Characteristic  

Family Medicine   

(n = 5)a 

Mean Age (Y)  40.5 (25-63)  

Men  63   

Women b  33  

Position (Physician) 5  

Department  5  

Mean Years in Practice   12.8 (2-38)  

Mean Years Providing BH Treatment  14.8 (2-38)  

Mean Years in Practice at Thomas Jefferson Univ.  4.3 (0-9)  

Sex    

Male  2  

Female  3  

Gender    

Non-binary  1  

Cisgender  4  

Race    

White  3  

Black or African American  2  

Note: The characteristics of the sixth participant are not represented in the table due to their 

non-response to the survey. b Average age for women does not include data from one participant 

who self-identified as female. The participant declined to answer the question pertaining to age 

in the survey.  

Interviews were transcribed using an experienced professional transcriber through 

Rev.com. At the end of each interview, transcriptions were compared against the Zoom audio 

to confirm their accuracy. 

 

Positionality and Data Analysis 

 

The PI and RC’s disclosure of their intersecting identities promotes deliberate self-

awareness of their worldviews and the impact on how they assign meaning to participants’ 

experiences, shaping the results and conclusions of the study (Berger, 2015). The PI and RC 

identified as born female, cisgender, and heterosexual. The PI self-identified as African 

American/Caribbean (Jamaican ancestry), and the RC self-identified as White/European 

(Italian). Both parties expressed having lived experience in behavioral health and primary care 

as patients or providers, with a combined three years of experience in qualitative research and 

four years using NVivo 14. Both parties documented their initial reaction to each transcript in 

NVivo by highlighting terms, phrases, and statements that caused a reaction. Prior to and at the 

conclusion of coding, each party would explore how their identities and history influenced their 

reaction to the data, assumptions, and meaning (Berger, 2015). Both parties were trained in and 

used open-ended questions, probing, and asking clarifying questions to promote self-

introspection and address possible countertransference in the research process (Borraz et al., 
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2021).  The researchers used a five-phased approach to qualitative analysis to facilitate the 

transition from data collection to reporting results using an interactive reflexive process, as 

shown in Figure 2 (Bingham, 2023). 

 

Figure 2 

Five Phases of Data Analysis and Reflexivity 

 
Both researchers conducted an initial review of the literature and of the six transcripts 

to identify preliminary codes in Appendix A Table A1. The PI and RC met to review the 

codebook, define terms based on context and nuances of data, and develop processes for 

modifying the definition of codes or identifying new codes in the data. The pair met weekly to 

code each transcript, identify and resolve discrepancies, and achieve a consensus on revisions 

to existing and new codes. Upon completion of coding, the PI and RC were assigned codes to 

review and develop thematic memos. The PI and RC created analytic and reflexive memos 

(Kalpokaite & Radivojevic, 2019; Saldaña, 2021). Reflexivity was an iterative process—

researchers identified themselves in the inspection cycle to clarify their identities and 

similarities to and differences between participants (Dodgson, 2019). The themes were 

developed using iterative comparison to identify language patterns and explore the context and 

meaning; they named the themes, created a preliminary map to outline the relationships, and 

defined themes using quotes from the interviews, as shown in Appendix A Table A2.  

 

Results 

 

Phenomenological thematic analysis revealed seven themes that influence the role of 

culture in the screening and assessment process for BIPOC patients with behavioral health 

concerns: Definition and centrality of culture, systemic barriers to care, physician personhood, 

autonomy in processes, reluctance to pathologize, patient-physician alliance, and 

recommendations for equitable care. Figure 3 illustrates the complexity of culture in healthcare 

systems from an ecological systems perspective and how these factors may influence behavioral 

health outcomes for BIPOC populations.  
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Figure 3 

Culture Centered 

 
 

Theme 1: Definitions and Centrality of Culture 

 

Overall, participants’ responses described culture as multifaceted and complex; at the 

macro-level, culture was described as Western or Eurocentric, directly impacting structural and 

institutional practices at the meso-level, namely, the adoption of science and objectivity as truth. 

Western or Eurocentric culture was described by one PCP as a byproduct of colonialism and 

globalization, allowing for certain groups to be privileged and possess power with the means to 

influence behavior of other group and individuals. Individuals exist in the context of dynamic 

groups, including families and communities, each possessing diverse beliefs, customs, and 

traditions at the micro-level. Interactions within cultures were described as multi-level, with 

several factors impacting individual and group attitudes, beliefs, and experiences. They 

acknowledged that there can be multiple cultures that vary by traditions, values, and customs 

for example, all of which aid in establishing behavioral norms for individuals, families, and 

larger groups. PCPs’ awareness of how culture varies was described as shaping their perspective 

and interactions with patients. In medical practice, the scientific method requires PCPs to study, 

name, and enumerate patients' presenting concerns. This method, however, may conflict with 

patients’ cultural values or negate their subjective experiences. A participant described the 

conflict this creates in being able to capture the essence of their patients’ experiences, 

And there’s almost like a tension in that sense because if someone’s 

explaining their subjective experience, and the Western biomedical 

methods I’m using to understand it can’t capture it, that doesn’t 

necessarily mean that that person isn’t having disease or isn’t having 

that experience or that it isn’t a problem or something that then requires 

healing.  

Race and ethnicity alone did not define culture for any of the PCPs. One PCP 

emphasized the intersectionality of identity when defining culture, reporting that how patients 

present, their experiences, and their perspectives are shaped by race, ethnicity, gender, and 

class, for example. Another PCP acknowledged that some experiences may be universal across 

different cultural groups. However, certain aspects of identity, such as race, ethnicity, and 

gender, shape attitudes and beliefs about presenting problems; identities (e.g., race, ethnicity, 
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gender, and socioeconomic status) were described as contributors to how certain experiences 

“manifest” or how patients “express” their experiences, communicate symptoms, and respond 

to clinical recommendations across different groups.  

 PCPs had varying responses about what factors influence racial and ethnic differences 

in patients' values and their impact on behavior or patient decision-making. For example, one 

provider reported that for their Latinx patients, the family was central to their identity and 

culture, with patients' decisions influenced by the impact on their family. For Black or African 

American patients, the PCP reported that Blackness and how an individual perceives their 

Blackness are important. Some of these attitudes and beliefs are influenced by socialization, 

with some patients perceiving their Blackness negatively and exacerbated by loss or separation 

from their community.  

...I think oftentimes in the United States, people will use someone’s 

Blackness against them and say it’s a negative trait and say that it’s 

almost being able to come to a point where we’re undoing a lot of that 

programming and a lot of that socialization that occurred so that that 

person cannot hate themselves in that sense. And see that as being a 

strain and have just almost a shift in the mindset, a strengths-based 

approach. 

Overall, physicians recognized the importance of intersecting identities for perceptions 

of behavioral health, symptom presentation, and treatment engagement for diverse groups.  

 

Theme 2: Systemic Barriers to Care 

 

Behavioral health treatment for BIPOC patients in primary care settings is influenced 

by complex interactions among several factors. PCPs reported being unable to provide their 

desired standard level of care to patients due to structural barriers. Systemic barriers, such as 

lack of insurance, employment, housing, childcare, and access to telehealth services, impacted 

patients’ access to and feasibility of treatment, both of which were particularly pronounced for 

their BIPOC patients.  For some PCPs, these barriers caused them to feel obligated to assume 

a role beyond addressing the physical aspects of patients’ health, yet they lacked support to 

create time and space for patients’ mental and emotional health. When questioned about ways 

in which patients’ race or ethnicity influence their behavioral health recommendations, PCPs 

expressed the impact of having to manage time constraints and their duties. One PCP reported 

often being left to negotiate how to prioritize all aspects of care with limited time, resources, or 

support.  

...I think if there were significant resources and we weren’t in a resource 

deficit, I’d probably recommend it [referring to non-medication 

behavioral health services] much, much more. But I think recognizing 

that there is a limited amount of resources, I think I’m somewhat 

judicious in how it’s being recommended, given likelihood that it will 

be received or accepted. And I know that that is probably not a fair and 

just system either. But I think working in the system that we have—I 

have to be very intentional about how resources are used. 

The institution was described as having a role in patient access to and engagement in 

services. Despite the use of an IPC model, some PCPs reported having uncertainty about the 

existing referral system for behavioral health and serving patients with complex needs (e.g., 

housing, food insecurity, and employment). PCPs described the process in terms of barriers, 

such as time constraints for patients, urgency of referrals, response time, limited staff, and being 

unable to leverage personal relationships with behavioral health consultants due to changes in 

the department. Uncertainty of how urgent referrals for behavioral health services are triaged 

in the existing healthcare system they worked in due to limited resources.  
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I put in an urgent integrated behavioral health referral, but I don’t think 

it’s addressed urgently, sadly...If I mark something urgent, I feel like I 

would hope it gets addressed in a day or two. And I don’t think that’s 

the timeline, but I don’t think it’s anyone’s negligence, I think it’s the 

system. I just don’t think we have enough people to really do what we 

need to do. 

Feasibility, defined by how reasonably well the recommendations fit with patients’ daily 

responsibilities and how treatment demands impact other areas of patients’ lives (e.g., 

employment and finances), was a prominent barrier to engaging BIPOC patients in treatment. 

However, compatibility with providers was identified as a key factor for retaining patients in 

treatment and facilitating consistent follow-up with patients to identify concerns.  

...You need to listen and tailor the next steps based on what they say. 

Or sometimes they have bad side effects and that is another reason 

why...And I think what I try and do is tailor my next steps to why it 

went poorly. Of course, grounded in evidence-based medicine, but with 

the person's participation.  

Systemic factors impact behavioral health processes in IPC. Treatment access and 

feasibility were influenced by patients’ experiences of systemic barriers, with the health system 

contributing to PCPs assuming various roles to address the complex needs of their patients. 

Institutional practices further exacerbated the difficulty in the workflow of referrals of patients 

and provider practices, both of which impacted patient engagement and retention in behavioral 

health treatment. 

 

Theme 3: Physician Personhood 

 

PCPs’ culture shaped their exposure to BIPOC patients and their awareness of historical 

events and current practices that impacted patient engagement in behavioral health treatment.  

In their personal lives, PCPs described different levels of exposure to BIPOC persons based 

upon their own identities of race/ethnicity, social class, education/training, and geographic 

region. Two PCPs reported recognizing their privilege and limited knowledge, which they 

attributed to their racial and ethnic background, social class, and the area where they were 

raised. Other PCPs explored their lived experiences, reflecting on how these allowed them to 

relate to their clients. One reported that PCPs should have an awareness of the “context [they] 

come from” and that their cultural context does not necessarily reflect that of the patient. PCPs 

did not directly identify their biases; however, they acknowledged the presence and impact of 

bias. For example, when asked about how patients’ race or ethnicity influences their approach 

to screening and assessment, one provider deflected from identifying personal biases and 

instead reiterated that historical events have significantly impacted BIPOC patients’ trust in the 

healthcare system and PCPs. He expressed the importance of using this knowledge in tailoring 

his approach when engaging BIPOC patients who have mistrust in the healthcare system.   

I mean, I try to think about culture when I’m thinking about patients 

because I think basically sometimes the culture shapes what that person 

is amenable to or what they’re comfortable with... I find a lot of my 

Black patients are very hesitant because of the legacy of structural 

racism and the legacy of poor treatment within the healthcare system. 

And the most common well known one is the Tuskegee syphilis 

experiment. 

Awareness of patients’ experiences continued to be salient across PCPs, with many 

reporting that the use of an open approach that considers these differences is necessary to foster 

trust. To serve diverse populations that present with complex needs to demonstrate cultural 

sensitivity and foster trust, a PCP described implementing a strategy of using conscious “type 
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two thinking to override type one thinking,” which involves the “involuntary reactions” that a 

PCP may have due to bias. In this approach, a PCP attempts to be cognizant of biases, using 

evidence and logic to counteract thoughts due to bias towards other groups.   

Training and education influenced PCPs’ exposure to BIPOC patients and attitudes and 

approaches to behavioral health. Although many of the PCPs currently served a patient panel 

that was predominantly BIPOC, for some, direct exposure to these populations began during 

residency. One PCP reported that their medical training was not specific to behavioral health in 

diverse populations but was grounded in etiology and disease processes, whereas another PCP 

was able to learn of the role of implicit bias in diagnosing patients of color and alternative 

methods of questions to identify and understand symptoms in residency.  

I didn’t get any training in medical school. But in residency where I’d 

say if I had to estimate maybe 80, 90% of my population was Black, 

African American, people of color, and a lot of the cultural...I was told 

during my training that if you see a diagnosis of bipolar disorder in their 

chart, ignore it because it’s probably not bipolar disorder, it’s probably 

just somebody was angry or upset and they’re just like, okay, a bipolar 

disorder. But then when you ask them questions about mania, 

depression, things like that, they’re like, ‘No, of course not.’ 

And so, you have to, don’t ignore it, but just ask more specific questions 

to see if they actually legitimately have bipolar disorder or not. But 

that’s something also that implicit bias and stuff like that can play a 

huge role because if it’s a Black patient and somebody perceives them 

as being upset, I’m sure it would happen much more with an African 

American patient than it would with a white patient. So that’s 

something I learned during my training, which somebody who’s not 

interacting with underserved populations like that probably wouldn’t 

get. That’s just one example. 

PCPs recognized the duality and interdependence of identities in patient-provider 

interactions; Identities (e.g., race, ethnicity, and socioeconomic status) influenced providers’ 

exposure to racially and ethnically diverse patients. Medical education and training contributed 

to overall differences in later exposure, shaping how PCPs understand the behavioral health 

needs of these patients and how they navigate their biases during patient encounters.   

 

Theme 4: Autonomy in Processes 

 

Behavioral health concerns were identified using formal and informal methods of 

screening and assessment. Most PCPs reported using universal screening tools (e.g., the Patient 

Health Questionnaire-9 (PHQ-9), Generalized Anxiety Disorder-7 Scale (GAD-7), Adverse 

Childhood Experience Questionnaire (ACE) or one- or two-question screeners to identify 

physical or mental health symptoms or common disorders. Awareness of cultural differences 

in patients’ labeling and recognition of behavioral health diagnoses, and communication of 

history within families was influential in PCPs’ decisions of whether to use universal screening 

tools. Although awareness of these was universal, approaches to use this knowledge in 

determining methods of assessment and diagnosis differed, with other PCPs reporting the use 

of general approaches to all patient populations. One reported using explicit questions and 

reflection to evoke patient awareness and insight about their symptoms and management. When 

questioned about factors that determine universal screening, one PCP stated that she used 

universal screening when she perceived patients to be minimizing their symptoms or when there 

were discrepancies between the chief complaint and underlying cause, allowing her to reframe 

the dialogue with patients.  
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I think I use the scale…often when it’s a physical symptom, weight loss 

or sexual dysfunction or something that could be mental health-related 

or could be something else, and the person seems to minimize the 

possibility of the effect of mental health. I think that’s when I reach for 

a scale for whatever reason, when it seems like the person to me, maybe 

the underlying problem here is stress or worry, but the person is really 

complaining of a different thing. 

Informal assessment methods were reported by PCPs as preferred and used most 

frequently in identifying patients’ behavioral health concerns and influencing treatment 

recommendations. PCPs demonstrated awareness of cultural differences that existed in patients’ 

awareness of and willingness to communicate about their emotions or experiences. For BIPOC 

patients who may not report individual or family history, one PCP reported that they sometimes 

used more direct approaches and explicit questions to obtain information vital to identifying 

their behavioral health concerns. 

...I don’t know that I’ve heard many patients of color say that they have 

a family history of depression or alcohol use disorder, substance use 

disorder. It doesn't really come up. I think it’s just that’s just how their 

family members get by. They may have those, I don’t know, coping 

strategies. They may have all those other things, but I don’t necessarily 

think it’s labeled as a diagnosis. And so, I ask, I have to sometimes 

specifically ask past medical and psychiatric history, or I have to be a 

little bit more explicit because I may not get that level of detail. And I 

think it’s probably not talked about much either.  

PCPs formed clinical opinions based on physical assessments and their interpretation of 

patient statements to express their concerns during patient encounters. Each PCP had a different 

approach in their method of questioning, types of questions, and strategies for expressing their 

clinical opinion to patients; some PCPs would ask follow-up questions, prompting patients to 

quantify changes in their symptoms, whereas others would explore patient symptoms 

qualitatively. In doing so, some would then be able to introduce diagnostic criteria once they 

perceived buy-in from the patient and explore the feasibility of treatment recommendations, 

with several PCPs reporting this being standard practice across all patients.  

I think it would be true of any patient that I have when I discuss these 

diagnoses, I would kind of just go through what my concerns are, and 

sort of again, thank them for sharing and saying, ‘To come in and talk 

about feelings that are upsetting to you… that can be difficult, so I give 

you a ton of credit for coming in and even disclosing what you disclosed 

to me. And based on what you’ve disclosed, my concerns are that 

you’re suffering from anxiety or depression or some other mental health 

issue.’ And then I usually just check back and say, ‘Based on these 

criteria, is that sort of where you...’ I kind of try to get buy-in from them 

about, does that feel like I’m going in the right direction? Does it feel 

like we're on the same page? Yeah, I guess I try not to assume... 

PCPs differed in their opinions on the utility of universal screeners with diverse patients. 

Diagnostic criteria were taken into account when conceptualizing patients presenting problems. 

PCPs’ use of informal methods allowed them to identify the cultural context that shapes 

patients' symptoms and behaviors and form a clinical impression. 

 

Theme 5: Reluctance to Pathologize 

 

Racial and ethnic differences in BIPOC patients’ personal and family history and how 

they communicated about symptoms influenced PCPs’ decision to diagnose patients with a 
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behavioral health disorder. PCPs reported that BIPOC patients may internalize attitudes and 

beliefs that influence how they identify symptoms and, consequently, lessen the likelihood of 

the patient seeking help or being able to identify the need for help. Communication was 

identified as an aspect of culture that can account for differences in BIPOC patients’ expression 

and management of behavioral health symptoms, with some cultures not labeling symptoms by 

diagnosis or there being limited discussion within families about history of disease or illness. 

PCPs described using explicit questions when engaging with BIPOC patients to assess the 

patient and gather information they may not otherwise be privy to using other methods.  

I think probably communication. I know a lot of people experience 

symptoms or suffer in silence and may not necessarily talk with others 

about it. And obviously there’s a lot of cultural—I don’t want to call it 

stereotype— but there are definitely individuals who will carry large 

burdens and may not share that. Or there’s often talk about Black 

women wearing a superhero cape and they do it all and they will do all 

of these things for everyone else, and they’ll care for everyone else and 

then their health falls to the wayside. And I think—where did that come 

in from a cultural perspective? I think that that’s unfortunately been the 

way that it’s been modeled for generations. We have to take care of 

ourselves. We have to take care of our families. And so that 

internalization and reflecting on how that’s impacting us individually 

may not necessarily arise to the top of priorities. 

 

Theme 6: Patient-Physician Alliance 

 

Trust was identified as essential for developing and maintaining a rapport with patients 

and a necessary condition for engaging patients in behavioral health treatment. PCPs referenced 

overall mistrust among patients in the healthcare system, emphasizing that patients of color 

mistrust due to historical events and having lacked quality care. When questioned about 

processes that would better facilitate conversations about behavioral health with BIPOC 

patients, PCPs noted the importance of trying to know the patient as a person, fostering trust 

before discussing physical or mental health, 

You know, negotiating the agenda. But in that connection ritual, if you 

wish to call it, the things like, ‘So, tell me about yourself. And is there 

anything that you'd want to reveal that would help me help you better?’ 

I think I love the population health question. How’s your health?’ So, 

traditionally open an interview with a patient to say, what brings you 

here today? I greet my patient, I say, hey, how are you doing today? 

How’s your health?’ 

Anticipating mistrust in the healthcare system influenced PCPs’' approach to engaging 

patients with behavioral health concerns. Several PCPs reported intentionally scheduling 

separate appointments or providing patients additional time to discuss factors that impact their 

mental and emotional well-being, reporting that the traditional appointment and time would not 

give patients the proper attention they deserve. Patients’ history or indirect experiences with 

services or symptoms influenced communication patterns, and PCPs used examples that 

patients could relate to and understand. This strategy was often used as leverage in selling the 

benefits of treatment once buy-in was established. 

And I’ll add, sometimes I’ll say, because I know you so well, I know 

that there are multiple things going on right now and in order to allow 

you to continue to care for your family or care for whatever and 

continue your job and do the things that you want to do, I think it’s 

important that we also focus on this part of your life. So, I think the goal 
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of that treatment to help them go back to their very busy burdens and 

lives, but to at least help them recognize that it—right now, it's not 

helping if we’re going to just dwell in this space where your mood is 

not well controlled and you’re overwhelmed, but not feeling like you 

have the tools or resources to cope with it. 

 Most PCPs agreed that a combination of medication and counseling is most appropriate 

for patients with behavioral health concerns. However, all PCPs acknowledged the unique 

challenges often faced by BIPOC patients, with several PCPs referencing time constraints, 

employment, and familial obligations, coupled with belief systems that impact receptiveness 

and engagement in these recommendations. PCPs reported using existing knowledge of 

patients' barriers and goals to explore which option may be most feasible to attempt long-term 

outcomes. One expanded on this concept, reporting that promoting buy-in sometimes 

necessitated setting aside her desires and goals for the patient and being intentional about 

allowing them to define their own goals in treatment. 

  PCPs differed in their approaches to BIPOC patients’ responses to treatment 

recommendations, with one stating that she must translate the benefits of treatment 

recommendations to language that is “empathic to their experiences and acknowledges their 

values” while also accounting for stigma and shame. For another, underserved populations, 

whom he identified as persons who often score high on the ACE and social determinants of 

health screening questionnaire, warranted a different approach to address these factors. The 

physician culture was described as one that should be caring, compassionate, and void of 

transactions, according to one participant. PCPs were questioned about how patients respond 

to their recommendations for behavioral health treatment. According to one PCP, the ability to 

treat patients with dignity requires PCPs to see them as human, and that goes “beyond culture.” 

Yeah. Oh, they have a lot that comes up when you ask that question 

because I’m thinking about specifically my patients that are of 

color...And I think oftentimes with treatments for specifically 

behavioral problems, I think at first of all, a baseline level of stigma and 

misunderstanding around the purpose of some of the treatments that I’ll 

recommend... 

I’ll recommend, okay, maybe consider going to a therapist, starting 

some medication or talking to a psychiatrist, those kinds of things. And 

I get a lot of, ‘Do you think I’m crazy? Is that why you want me to do 

this? I’m not crazy so therefore I won’t do this.’ And I feel like I have 

to almost take a step back as a clinician and just even recognize that that 

reaction is in a context where people are often in, have their experiences 

invalidated by the medical system, are pitched as being crazy. There’s 

a level of mistrust that’s there. That’s the context that I’m operating in. 

They described the process of promoting client buy-in to treatment as one of empathy 

and prioritizing the values of the client that are central to their culture: 

So how do I explain to my patient that’s sitting in front of me why some 

of those treatment options would be beneficial to them? How do I 

translate what it is I’m trying to say and say what they can actually gain 

from the treatments in a way that fully is empathetic to their 

experiences, prioritizes whatever their values are in how they want to 

get better and how they want to heal, usually comes from their culture. 

So that I can at least be able to translate for them and pitch to them why 

this treatment may benefit them in that sense.  
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Theme 7: Recommendations for Equitable Care 

 

Innovations to revolutionize behavioral health and equity for BIPOC patients in 

integrated health care included recommendations for change at the institutional, provider, and 

patient levels. The use of a person-centered approach was a salient theme, with most PCPs 

agreeing that trust must be established, if not re-established, considering historical mistrust in 

the system and healthcare system. Also, participants identified representation, or the presence 

of BIPOC PCPs with whom patients can identify as important in strengthening trust and 

increasing participation of BIPOC patients in behavioral health services. Other 

recommendations included engaging other systems and ancillary services to target the unique 

needs of BIPOC patients. PCPs elaborated on the importance of training PCPs to enable them 

to witness different approaches that are patient-centered and culturally sensitive in order to 

engage BIPOC patients and identify their goals for treatment. One PCP elaborated on what has 

been helpful in their training to engage BIPOC patients in conversations about behavioral health 

treatment.  

Yeah. What has been helpful was being able to engage in discussions, 

specifically dialogue with a wide range of people where the 

conversation was about the things that we, especially in medicine, 

normalize and de-normalize. Those conversations have been very 

helpful in terms of just understanding then the context in what we’re 

working in and the historical background and how we all got here and 

why we are doing things in a certain way and not questioning them 

when they should absolutely 100% be questioned. 

Approaches that could be effective for fostering patient engagement and empathy were 

noted as the trans-theoretical model, motivational interviewing, and a trauma-informed 

approach. For one PCP, these discussions were seen as also providing an opportunity to learn 

about diverse perspectives and approaches. They saw patients having a vital role in training 

PCPs and improving these processes. One PCP recommended that patients provide feedback 

about the recommendations given by the provider and areas for improvement.  

Some PCPs generated new approaches to prioritize patients’ care in response to 

encountering high levels of trauma and scores on social determinants of health screening tools 

among patients. For example, to reinforce the importance of prioritizing behavioral health at 

the practice, some PCPs began challenging the existing system at the institutional level by 

extending appointment times. They also forewarned patients of the rationale for delays. To 

further support patients who present with complex behavioral health concerns, another provider 

recommends the integration of “auxiliary services” (e.g., legal, case management, and a food 

pantry). The inclusion of these services was, from his perspective, necessary to accurately 

reflect the unmet needs of the diverse patient population that are known contributors to 

behavioral health disparities in BIPOC patients.  

 

Discussion 

 

First, the current qualitative analysis identified various features of culture that influence 

PCPs’ approach to screening, treatment, and management of patients with behavioral health 

concerns. PCPs describe the culture at the individual, family, community, and societal levels. 

Individuals’ attitudes, beliefs, and behaviors were influenced by their family of origin and 

community or environment. Second, individual, structural, and systemic factors were identified 

that affect patients’ access to and engagement in behavioral health treatment in primary care 

settings. Third, PCPs demonstrated awareness of how insurance, employment, and housing 

impacted engagement in treatment, with an understanding of how racism serves as a driver of 

structural inequalities.  
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The factors identified at the individual and systemic level are known contributors to 

disparities in healthcare in Black or African Americans compared to Whites. Despite having a 

high need for outpatient care, Black or African Americans have low utilization of outpatient 

care, coupled with low insurance coverage, both of which pose limitations to access and 

feasibility of care (Dickman et al., 2022). 

Although PCPs described these systemic barriers as contributors to health disparities, 

recent literature has also focused on structural racism. Structural racism involves the 

macrolevels at which processes reinforce inequity, have the most influence, and without force 

or intent, allow for conditions to be created that perpetuate racial inequity (Powell, 2007). 

Segregation or isolation of racial or ethnic groups and the influence on health and access to 

resources have been identified as areas of consideration in understanding the extent of structural 

racism on healthcare outcomes (Gee & Ford, 2011). The barriers PCPs identified that impact 

implementation of the Integrated Health Care Model and patient access to behavioral health 

treatment are known barriers to PCPs’ adoption of behavioral health integration practices in 

various settings (Malâtre-Lansac et al., 2020). Research is needed to explore the presence of 

these barriers across primary care settings that cater to diverse patient populations and factors 

that influence adoption of practices.   

PCPs did not provide information about their biases. However, they acknowledged the 

presence and role of bias when interacting with patients, with some having limited exposure to 

BIPOC patients prior to medical school and residency. Some PCPs expressed the importance 

of PCPs being knowledgeable of historical factors that contribute to mistrust in the medical 

system and consequently, PCPs. The use of specific examples geared towards a racial or ethnic 

group and evading addressing one’s personal biases could stem from the general stance that 

racism and discrimination are undesirable or unacceptable in our current society. Detachment 

from identifying ones’ biases could have been the result of cross-cultural interactions between 

the interviewer-interviewee, generational differences in communication about values and 

attitudes and beliefs, responder bias to not be perceived as racist, or “white fragility,” a term 

coined by DiAngelo (2016). In that study's context, the discussion of bias as it pertains to race 

induced racial stress. Beneficiaries of Whiteness showed many behaviors (e.g., argumentative 

behavior or debating, silence, avoidant behavior, and exiting the stress-inducing environment, 

or victimization). In our study, most PCPs’ responses to the prompt on bias focused on 

strategies they would implement to recognize historical events rather than engaging patients in 

exploring biases that may impact the patient-provider alliance. These results suggest that 

barriers exist in PCPs’ ability to identify and communicate both the presence of biases and the 

effects of biases in the continuum of care for behavioral health in cross-cultural interactions, 

potentially contributing to racial and health inequity in screening, diagnosis, and treatment 

outcomes in primary care settings. 

Mistrust in the healthcare system was often described when discussing the experiences 

of BIPOC patients. As a consequence of racism and discrimination, such mistrust contributes 

to differences in patient engagement treatment and total health outcomes (Dovidio et al., 2008). 

PCPs can be at risk of engaging in behaviors aligned with their social identity or role, 

reinforcing the negative attitudes and stereotypes that perpetuate poorer health outcomes in 

people of color (Dovidio et al., 2008). PCPs in our study described efforts to recognize their 

biases, with some referencing knowledge of historical events that contribute to structural and 

systemic barriers in behavioral health care for BIPOC patients. PCPs agreed that an open 

approach is warranted to facilitate trust with diverse patients. Medical mistrust may carry a 

connotation of being culturally specific, with an underlying assumption that mistrust is inherent 

in people of color (Jaiswal & Halkitis, 2019). That assumption has been described as “likely 

racist” as it burdens people of color with the responsibility of overcoming mistrust in the 

medical system, whereas institutions or organizations should be held accountable for 

environments that foster inequity (Jaiswal & Halkitis, 2019). Caution must be taken as biases 
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can contribute to discrimination and differences in actions taken to provide medical treatment 

when comparing BIPOC and White patients (Dovidio et al., 2008). 

Although standard universal screening tools were identified and defined as a formal 

approach to screening, their implementation and utility in diagnosing patients varied across 

PCPs. PCPs did not specify if the use of universal screening tools was mandatory across the 

enterprise or at their respective sites. Most PCPs reported using informal methods to obtain 

information about patients’ history, culture, and symptoms, which they used to diagnose 

patients and determine treatment recommendations. One PCP disputed the utility of universal 

screening tools, reporting that they were not “particularly useful,” instead opting for one- or 

two-question screening or informal methods.  However, screening tools, such as the PHQ-9, 

have greater accuracy in diagnosing patients with depression (Gilbody et al., 2007). Although 

direct and indirect evidence supports the use of screening for depression in primary care 

settings, direct evidence for anxiety and suicide screening was lacking despite evidence 

supporting psychotherapy and psychopharmacological interventions to treat anxiety (Gilbody 

et al., 2007). Further research is needed on the sensitivity and specificity of screening tools for 

identifying other behavioral health conditions and how this knowledge shapes PCPs’ attitudes 

about utility in primary care settings. This issue is particularly important given the increase in 

PCPs’ delivery and direct care for mental health concerns over the past decade (Health 

Resources and Services Administration, 2023). With increased support of the Integrated 

Behavioral Health model in addressing behavioral health disparities for BIPOC patients, the 

impact of inconsistencies in the implementation of universal screening and inequity in the 

diagnosis and treatment of behavioral health conditions in primary care settings requires further 

exploration.  

Several studies have referenced the recommendations made by the United States 

Preventive Services Task Force (USPSTF), endorsing screening adults ages 18 and older for 

depression and providing treatment in primary care settings (Siniscalchi et al., 2020). Increased 

access to financial capital in clinical settings has prompted a desire for practices to integrate 

screening tools to increase efficacy in identifying depression, which, for example, has aided 

PCPs in the diagnosing and treatment process of mental health conditions (Mulvaney-Day et 

al., 2018). 

Also, PCPs reported prioritizing the person and using a person-centered approach, 

affording them an opportunity to collaborate with patients in determining the appropriate 

treatment options. Patient-centered care has been identified as a strategy to increase trust in 

Black or African American patients by fostering respect, responsiveness, and attention to needs, 

values, and preferences (Cuevas & O’Brien, 2019). Aligning with this, PCPs discussed 

including patients in the decisions made regarding treatment to promote autonomy and 

strengthen trust. Shared Decision Making (SDM) is collaborative and assumes that the patient 

and provider are both experts, improving communication between both parties in the screening 

and treatment process (Patel et al., 2014). However, the literature on implementation in primary 

care settings for BIPOC patients with behavioral health conditions is lacking (Patel et al., 2014). 

To study the effectiveness of SDM in primary care settings that use an Integrated Health Care 

Model, consideration must be given to factors such as race centrality (the extent to which race 

is central to one’s identity and how one believes others perceive one’s racial group, race 

concordance (similarity in racial identity between the patient and provider), and provider 

communication style (Adams et al., 2015; Cuevas & O’Brien, 2019). These may impact PCPs’ 

ability to collaborate with patients of the same or similar race. Demographic factors (i.e., PCP 

education level, experience with BIPOC patients, practice location, race/ethnicity, gender, and 

SES) should be controlled for and compared to identify the correlation to treatment 

recommendations made for BIPOC patients with behavioral health concerns. Exploring PCPs’ 

beliefs about mistrust would be essential to identify strategies for shared responsibility across 

systems, institutions, and PCPs that promote racial and health equity. 
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PCPs proposed several innovations to transform behavioral health and promote equity 

for BIPOC patients at the institutional, provider, and patient level. Across the system, 

participants suggested that PCPs must be trauma-informed and identify social determinants that 

contribute to adverse health outcomes in BIPOC patients. Some PCPs identified representation 

and additional training using recommendations made by BIPOC patients as necessities for 

professional development. Obtaining this information may require time and additional costs to 

collect feedback from patients, analyze the data, and produce results or recommendations that 

can be implemented across primary care settings that use an Integrated Health Care Model.  

 

Limitations 

 

There were several limitations to this study. First, saturation was not achieved due to a 

limited sample size. Additional qualitative interviews would have allowed for greater depth in 

exploring culture’s role in screening, diagnosing, and treating behavioral health concerns in 

BIPOC patients. Second, despite recruitment efforts, participants in the sample represented one 

site, which limits perspectives from different practices, policies, and cultures and may be 

practice-specific. Lack of access to information limits our understanding of other institutional 

and practice factors that influence PCP approaches in the continuum of behavioral health 

treatment for BIPOC patients. Although bias was explored qualitatively, a direct assessment of 

implicit bias did not occur. Cross-cultural dynamics, including racial/ethnic, gender, and 

generational differences between the researcher and participants, may have impacted 

participants’ responses to direct questions about the role of bias in their approach to BIPOC 

patients with behavioral health concerns. The perspective of physician assistants, registered 

nurses, and behavioral health consultants might have revealed other factors that impact 

screening and assessment and their interpretation of findings for BIPOC patients. The study did 

not explore how PCPs incorporate and use feedback. Lastly, direct patient interviews may have 

revealed how they interpret cultural factors influencing the diagnosis and treatment of their 

behavioral health concerns and recommendations to promote cultural competence in primary 

care settings. 

 

Implications for Future IPC Research 

 

This study is one of the few that explores the complexity and influence of cultural 

factors in patient-physician interactions in medical settings and, to our knowledge, the first to 

define and explore how culture influences behavioral health processes with BIPOC patients 

who have behavioral health concerns in IPC settings. All participants described culture as multi-

layered, with multiple identities (e.g., race, ethnicity, gender, sex, socioeconomic status, etc.) 

shaping interactions between the patient and physician. The training created opportunities for 

exposure to diverse patients and awareness of stereotypes that impact provider objectivity in 

behavioral health assessment. Providers’ knowledge of systems and structures that both provide 

a conceptualizing framework in understanding presenting problems and, often intentionally, 

reinforce equity was prominent. However, a lack of awareness of personal biases contributes to 

misdiagnoses and inequity in treatment, with assumptions and experiences based on race being 

the primary driver (Saha & Beach, 2020; Saldana et al., 2021).  

Future research would explore primary care providers’ implicit and explicit biases of 

racially and ethnically diverse patients and how these biases influence mental health diagnoses 

and treatment recommendations. A pilot study that uses simulation training with racial and 

ethnically diverse patients presenting with prototypical symptoms that represent mental health 

diagnoses PCPs frequently encounter can improve medical competence by increasing 

acquisition of knowledge, potentially reducing diagnostic errors and treatment disparities (Piot, 

Attoe, Billon et al., 2021; Piot, Dechartes, Attoe et al., 2020). Furthermore, simulation training 
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that incorporates counter stereotypes (e.g., a Black/African American heterosexual male that is 

married with a graduate level education or a White single female with less than a high school 

education), can aid in exploring providers’ expectations and experiences of the actor/patient in-

vivo and information they use to inform their treatment decisions (Vora et al., 2021). An 

explanatory design would allow the research to test a verifiable hypothesis on the suspected 

impact of bias on diagnosis and treatment (e.g., pharmacological or behavioral health 

counseling) and offer opportunities for clarification from providers’ perspectives (Smajic et al., 

2022). Knowledge of mechanisms by which bias, directly and indirectly, influences PCPs' 

decision-making is critical for improving medical curricula on cultural competencies and 

redefining best standards in the delivery of behavioral healthcare services for racially and 

ethnically diverse patients. 

 

Conclusion 

 

Our results suggest that culture is multifaceted, with cross-cultural factors between the 

patient and PCP influencing the screening, diagnoses, and treatment from BIPOC patients. Race 

and ethnicity are important to consider, particularly when PCPs and patients see each other as 

differing racially. Although patients may experience similar situations or be exposed to similar 

conditions, the impact on behavioral health and symptom presentation may differ for BIPOC 

patients. BIPOC patients' attitudes and beliefs about behavioral health shape cultural norms that 

influence their trust in disclosing these experiences and communicating about their symptoms. 

Cultural context is essential in the screening and assessment process to promote accurate 

diagnoses and buy-in to PCPs’ treatment recommendations. Further research is needed to 

explore PCP and patient characteristics that impact cross-cultural interactions in primary care 

settings that use the Integrated Health Care model. Identifying these factors will enable 

researchers to determine the presence of other factors beyond race and ethnicity that influence 

the patient-provider alliance and treatment outcomes as they relate to White and BIPOC 

patients. Direct assessment of biases in these settings may impede efforts to advance racial and 

health equity. Alleviating stress and promoting equitable representation in behavioral health 

diagnoses and treatment for BIPOC patients in the United States will require incorporating best 

practices and identifying implicit factors that exacerbate inequities. Knowledge of covert and 

overt factors at each level of the system creates an opportunity to study mechanisms that, if not 

accounted for, exacerbate the marginalization of BIPOC patients and hinder efforts to achieve 

equitable health for all persons.  
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Appendix A 

Table A1 Themes and Definitions 
THEME CODES DESCRIPTION 

Eurocentrism-
Americanism 

Culture, Western 
Culture, and 

National Culture 

Attitudes, beliefs, values, and behaviors that reinforce the 
notion of Whiteness as superior and the norm or frame of 

reference for which all other cultural groups are to be 

compared. In the context of American culture, (an extension of 

European culture), this frame of reference is defined as 
“White, male or masculine, cisgender, and heteronormative”; 

assessment, diagnosis, and treatment in medicine and 

behavioral health for all groups are influenced by this frame of 
reference and ultimately, a Eurocentric or White worldview.  

Cultural 

Alignment 

Provider Identity, 

Bias, Explicit Bias, 

and Identity 
Concordance 

Providers’ individual expression of their identity (e.g., race, 

ethnicity, nationality, sex, gender, language, spirituality, 

religion, creed, education status, marital status, etc.) and 
perspectives on their alignment with Eurocentrism or practices 

that may enforce White, male or masculine, cisgender, 

heteronormativity as superior to all other groups. The degree 
of alignment with Eurocentrism or the dominant cultural 

ideology shapes implicit and explicit biases and interactions 

between patients and providers.  

Structural 
Inequity 

Systemic Factors, 
Institutional 

Factors, 

Departmental 
Factors, and 

Practice Factors 

Inherent or habitual and unintended rules, regulations, 
practices, and processes that contribute to inequities in access, 

quality, overall care, and total health outcomes for Black, 

Indigenous, People of Color (BIPOC). Structural Inequity is 
the byproduct of systems that are not culturally informed and 

consequently, fail to deliver or minimally deliver care that is 

both culturally sensitive and relevant to diverse patient 

populations, exacerbating inequity observed for vulnerable 
groups.  

Patient First-

Wellness 
Centered 

Therapeutic 

Approach, 
Assessments, 

Formal 

Assessments, 

Informal 
Assessments, 

Socioeconomic 

Characteristics, 
General Pop 

Referrals, BIPOC 

Pop Referrals, and 
Diagnostic 

Approaches 

The Patient First-Wellness Centered Approach emphasizes the 

individuality of the patient first and necessity of core tenants 
of humanism; the providers’ focus is on the totality of the 

patient, using formal and informal means to explore factors 

that may influence his/her/their welfare and well-being. The 

welfare and well-being of the patient is the providers’ priority 
but is defined by and in collaboration with the patient. 

Contrary to the Patient-Centered Approach, cultural 

competence is continuously developed and is an iterative 
process throughout the duration of the therapeutic relationship; 

This requires knowledge of racial/ethnic and socioeconomic 

and sociocultural factors that impact patients’ welfare and 
well-being and for these aspects to be incorporated at the onset 

of treatment. 

Cultural 

Framework  

Culturally Sensitive 

Approaches, 
Cultural Humility, 

Communication, 

and Verbal 
Communication 

A Cultural Framework is an orientation adopted by a system 

or systems that seeks to obtain knowledge from a variety of 
sources to continually be informed on the patient populations 

served. One of these sources of knowledge must include the 

patients; through this knowledge, practices and processes in 
treatment are adapted to (1) meet the needs of the patient as an 

individual, (2) reflects knowledge of unique cultural factors 

that shape presentation and expression of concerns, and (3) 

incorporates these cultural factors in treatment as deemed 
appropriate by the patient (e.g., language, recognition of 

behavioral health conditions and terminology, relational 
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patterns, positionality, religious/spiritual practices, use of 

traditional or indigenous treatment, etc.) to ensure care is both 

sensitive and responsive to their needs.  

Systemic 

Outlook 

Systemic Progress, 

Systemic Changes, 

Care Coordination, 

and Bx Health 
Referrals 

Providers perspectives and prospectives on factors that impact 

behavioral health treatment for patients, their ability to render 

care at each level of the system, and strategic changes to 

improve processes within the system to enhance access and 
quality of care for all patients.  

Relationship 

Dynamics 

Social Identity, 

Patients’ Attitudes 
and Beliefs, and 

Individual Identity 

Factors that impact the therapeutic rapport between patients 

and Behavioral Health Consultants (BHCs), collaboration, and 
decision-making in treatment.   
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Table A2 Abbreviated and Full Quotes 

THEME INTERVIEW ABBREVIATED QUOTE FULL QUOTE 

Eurocentrism-

Americanism 

 

Interview 4 “I define culture by 
commonalities that are 

identified by language, 

commonalities and shared 

experiences that others may not 
be familiar with, I also define 

culture by how people do life, 

how they show up and how they 
do life, and that these are agreed 

upon values and mores and 

customs... You can take two 
couples, put them in the same 

room, and they're different.”  

I define culture by commonalities 
that are identified by language, 

commonalities and shared 

experiences that others may not be 

familiar with, I also define culture 
by how people do life, how they 

show up and how they do life, and 

that these are agreed upon values 
and mores and customs. So you 

have culture, then you have 

subculture and sub subculture. I 
even break it down, honestly, Dr. 

Gill, to when I'm meeting with 

patients and their relationships, I 

tell them, your relationship is a 
culture. You can take two couples, 

put them in the same room, and 

they're different. One culture, they 
enjoy movies and nights out, 

another relationship, they enjoy 

dancing and walking their dog. 
That's a culture. So I think it's an 

agreed upon shared customs, 

values, the way people do life, 

worldview that are very identifiable 
and are different. 

 

Eurocentrism-

Americanism 
Interview 1 
 

“...Mental health I think is so 
nuanced... talking about 

cultures, maybe different 

countries or places in that regard 

may have a different 
relationship in terms of what 

mental health is or what mental 

health care looks like.”  

Right. And mental health I think is 
so nuanced, and also different 

cultures may have, I'm [inaudible 

00:05:28] talking about cultures, 

maybe different countries or places 
in that regard may have a different 

relationship in terms of what mental 

health is or what mental health care 
looks like. And so I think being 

mindful of depression and anxiety 

and how it shows up in the United 

States and maybe our 
understanding, it may be different 

in a different country as well, or 

different place. 

Eurocentrism-

Americanism 

 

Interview 2 “We have always and 

historically tried to align 

medicine with white cisgender 

care, and that's not right... So, I 
really do think that it's up to 

individual providers to use the 

tools that we currently have that 
we need to use, and using them 

in a way that is filled with 

cultural humility, that is filled 
with conversation and clarity, 

So I don't think that the screening 

tools that we currently have 

incorporates that for the most part. 

And I'm going to going to speak 
more broadly. I don't think it's a 

Jefferson specific. I think that this is 

a void across healthcare in general, 
is that we have always and 

historically tried to align medicine 

with white cisgender care, and that's 
not right. 



S. J. GILL & B MAURIELLO 

 112 

and not taking a number as the 

only data point... So, I think that 

those single data points that we 
use, it is a point, I get it. We 

need some form of 

measurement to do good work, 
but that shouldn't be the only 

form of measurement...” 

And I think that we're moving away 

from that, but I also think, 

especially as a behavioral health 
professional, that's even more 

delayed. Because the words in 

which we use to describe things, 
how we describe things, past 

traumas, cultural traumas, historical 

traumas aren't brought into the 

conversation. 
So I really do think that it's up to 

individual providers to use the tools 

that we currently have that we need 
to use, and using them in a way that 

is filled with cultural humility, that 

is filled with conversation and 
clarity, and not taking a number as 

the only data point. But I don't think 

screening tools provide that, or at 

least I haven't come across one that 
has provided that yet. 

Cultural 

Alignment 

Interview 2 “But to me, sometimes my 

conscious bias is that I'm 
representing white authoritarian 

medicine. I think I have an 

unconscious... Not an 

unconscious. I have a very 
conscious bias that I also 

represent, and when people hear 

social worker specifically from 
the BIPOC community, that that 

can be very scary... I could 

represent something that's very 

reassuring to the BIPOC 
community, but I tend to take 

the lens that I represent kind of 

what's wrong with these 
systems.”  

I subscribe and I believe, and even 

when I teach, that's actually one of 
my initial slides, is the labeling of 

both conscious and unconscious 

biases that we have. 

And I think that when I think about 
I'm sure I have plenty of 

unconscious biases that could be or 

seen, conscious biases, I tend to be 
along the lines of what I've 

previously said where I'm probably 

a little bit more even aware of what 

I represent. 
And that can be a biased approach, 

because that's not fair to the person 

that I'm meeting with. I could 
represent their sister. I could 

represent their mom, their best 

friend. 
But to me, sometimes my conscious 

bias is that I'm representing white 

authoritarian medicine. I think I 

have an unconscious... Not an 
unconscious. I have a very 

conscious bias that I also represent, 

and when people hear social worker 
specifically from the BIPOC 

community, that that can be very 

scary. 
I've had patients say to me, "Don't 

take my kid." Things like that. And 

I validate that, because that is real. 

We come from implicitly racist and 
biased systems, and I think that 

sometimes I think appropriate... I 
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really don't. But again, I don't think 

I give every individual the benefit, 

because I could represent 
something that isn't harming. I 

could represent something that's 

very reassuring to the BIPOC 
community, but I tend to take the 

lens that I represent kind of what's 

wrong with these systems. 

 

Cultural 

Alignment 

 

Interview 4 “God's working on me...I 

remember this one really 

showed me my bias. So elderly 
woman from a Latin country 

just arrived in America a few 

years ago after her husband 

passed away... She didn't speak 
English at all. So, her son was 

there and he was translating or 

interpreting... And I said, ‘Well, 
can I ask what caused you to 

come?’... "[She said] ‘and I 

think maybe on that day I was 
feeling a little down, but I'm 

fine. I don't really need your 

help.’ And then she just was so 

adorable and Latin and full of 
laughter. And Dr. Gill, it was 

like shame came over me. I just 

said, "I cannot believe I was so", 
and I think I couldn't connect 

with her.”  

I would say my bias would be what 

comes to mind, it is sad, but I'm 

working on it. God's working on 
me. If... And this is all because of 

communication, and I'm a big 

person on clarity. So if I'm not able 

to receive a lot of clarity about what 
they're saying because of a thick 

accent, then I make assumption, no, 

not assumptions. This was a good 
one. I remember this one really 

showed me my bias. So elderly 

woman from a Latin country just 
arrived in America a few years ago 

after her husband passed away in 

their mother country that she moved 

here after husband passed to live 
with adult children, all adults. She's 

a grandmother. She didn't speak 

English at all. So her son was there 
and he was translating or 

interpreting. So I had to do the 

screenings with him, and then he 

translated, and so she would give 
him the answers. 

But when I started to just assess, it 

just felt like a lot of work. I was 
exhausted, and I just didn't realize it 

at first, because that's what it was, I 

asked because she kept saying, 
"Yeah, I'm fine. I'm fine. It's a few 

things." She was so sweet and she 

would just do this. And so then my 

thought was, okay, all of this work, 
translate all of this work, and she's 

fine. And I said, "Why are you 

here?" And I said, "Well, can I ask 
what caused you to come?" And 

then she said, "Oh, I was just having 

a doctor's visit." Her son, of course, 
is telling me, "I was just having a 

doctor's visit", and she was asking 

me these questions, and I answered, 

"And I think maybe on that day I 
was feeling a little down, but I'm 

fine. I don't really need your help." 
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And then she just was so adorable 

and Latin and full of laughter. 

And Dr. Gill, it was like shame 
came over me. I just said, "I cannot 

believe I was so", and I think I 

couldn't connect with her. I was 
connecting with her through her 

son. And then hearing she didn't 

have any issues. And it was just 

really her doctor doing a thorough 
job and saying, "Well, hey, go talk 

to this person who's here." And she 

even said, "If I need you, I'll come, 
but I don't need anything. I'm fine. I 

dance. I stay in my room. I'm good." 

And so it turned out to be a very 
short visit, but it was so lighthearted 

at the end, she would've never 

known what was on the inside of 

me, but it was something I had to sit 
with, and I'm not happy about that. 

 

Cultural 

Alignment 

 

Interview 1 “I try to check myself about this, 
but I think maybe there's 

empathy that may be potentially 

missing, and it's not like I go out 

of my way, I don't care, but it's 
just our lived experiences are 

different. So maybe I have a 

hard time understanding what 
it's like to be a Black person or 

what it's like to be an Indigenous 

person because that's just not my 

lived experience.  
 But I try to find overlap or 

commonality, I guess, to foster 

that empathy.”  

I try to check myself about this, but 
I think maybe there's empathy that 

may be potentially missing, and it's 

not like I go out of my way, I don't 

care, but it's just our lived 
experiences are different. So maybe 

I have a hard time understanding 

what it's like to be a Black person or 
what it's like to be an Indigenous 

person because that's just not my 

lived experience. 

But I try to find overlap or 
commonality, I guess, to foster that 

empathy. And I feel like I'm pretty 

good at it, just being a therapist, I 
feel like I need to be. I feel like I've 

kind of mastered that skill in some 

way. And also, I don't know, there's 
someone that could have my 

identity and for whatever reason, 

personality wise, we just don't click. 

And there's someone that could be 
like BIPOC identity and we're like, 

oh, I feel like I think like this 

person. And so there could be 
overlap there. But I think it's just 

different lived experience and I may 

have a hard time a conceptualizing 
it or empathizing, I would say. 

Cultural 

Alignment 

 

Interview 3 “I think, like I said before, I 

think it's just being careful not to 

make assumptions about their 
life experience and treat 

Dr. Shane’ Gill:  

In what way has or does patients' 

race or ethnicity impact or influence 
how you might assess and 
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everybody as equally as I can, 

with honor and respect.”  

understand their symptoms or their 

concerns? 

Speaker 2: 
I think, like I said before, I think it's 

just being careful not to make 

assumptions about their life 
experience and treat everybody as 

equally as I can, with honor and 

respect. And you just never know a 

person's history. I mean, this 
woman from Haiti, she lost 

everything, but she was a medical 

doctor in Haiti. Here, she's got 
nothing. 

Dr. Shane’ Gill: 

Yeah. 
Speaker 2: 

She's living in someone's basement. 

And I can only say that I aim to be 

as unbiased as I can. I'm sure I'm 
affected by biases, but I aim for 

equity and treating people as 

equally as possible. 
 

Cultural 

Alignment 

 

Interview 2 “This actually just triggered a 

whole [other] memory of a 

patient I worked with through 
the pandemic, through the 

murder of George Floyd, 

Breonna Taylor. And she said to 
me... At the end, we had worked 

with her PCP, who's also white, 

cisgender female. And she had 

said, "Mollie, I had almost 
stopped seeing all white 

providers. But the way that you 

and the other provider just 
talked to me, tried to understand 

where I was coming from, even 

though you knew you could 
never understand it, helped me 

through."  

I have also had patients say, 

"Mollie, you seem like a great 

person. I want someone that looks 
like me." And I say, "I honor and I 

respect that. Let me help you out 

with this. Please know though that 
I'm always here for you." You know 

what I mean? "So don't feel like we 

need to close the door." 

This actually just triggered a whole 
nother memory of a patient I 

worked with through the pandemic, 

through the murder of George 
Floyd, Breonna Taylor. And she 

said to me... At the end, we had 

worked with her PCP, who's also 
white, cisgender female. And she 

had said, "Mollie, I had almost 

stopped seeing all white providers. 

But the way that you and the other 
provider just talked to me, tried to 

understand where I was coming 

from, even though you knew you 
could never understand it, helped 

me through." 

And I think, again, this isn't for me 
to... I think sometimes again, we 

can get on our high horse. It's not 

always that case, right? I want to 

give balance. There's plenty of 
times where patients want specific, 

again, that cultural identity. And if 



S. J. GILL & B MAURIELLO 

 116 

that's, again, seeing someone that 

looks like them, then that's what I'm 

going to do. I'm not going to say, 
"Oh no, stay with me. I've helped 

this many people before." No, it's 

not about that. It's about what they 
want in that moment in time. 

Cultural 

Alignment 

 

Interview 1 “Well, I'm thinking of screeners 

that I administer, like the PHQ-

9 and the GAD-7 and the PCL-
5. I don't know. I guess I'm 

thinking about, I have one 

patient and they're Portuguese 
speaking and I have to be 

mindful of how certain things 

are translated and received, and 

so I'm thinking about language 
differences and maybe leading 

to certain language barriers.”  

Dr. Shane' Gill: 

From your perspective and 

considering that definition then, 
how does culture shape current 

screening and assessment practices 

for patients that have behavioral 
health concerns? 

Speaker 2: 

Well, I'm thinking of screeners that 

I administer, like the PHQ-9 and the 
GAD-7 and the PCL-5. I don't 

know. I guess I'm thinking about, I 

have one patient and they're 
Portuguese speaking and I have to 

be mindful of how certain things are 

translated and received, and so I'm 
thinking about language differences 

and maybe leading to certain 

language barriers. 

 

Structural 

Inequity 

Interview 3 “I don't work under one roof, 

and there's so many different 

services. It's more of a 
splintered experience here at... 

and so it's not... We're kind of all 

splintered, and so it's not as easy 

to just refer someone to a social 
worker, to be honest with you.” 

I can't really tell you much because 

I work out of five or six offices, 

most of them virtual except for one, 
and the one I'm at in person, we 

don't have a social worker. So it's 

really through just messaging that I 

may say, "Maria, do you have 
recommendations for 

transportation?" I don't work under 

one roof, and there's so many 
different services. It's more of a 

splintered experience here at [my 

organization], and so it's not... 

Where I used to work, there was a 
social worker literally in the same 

building down the hall. There was a 

lawyer, there was a nutritionist, 
there was a diabetes educator, there 

is a legal team. We're kind of all 

splintered, and so it's not as easy to 
just refer someone to a social 

worker, to be honest with you. 

Structural 

Inequity 

Interview 2 “… I also know that those 

systems are very difficult to 
navigate, and they're historically 

difficult to navigate, again, for 

systemic, conscious and 
unconscious, racist and bias 

forming of it. Who should 

So I am biased towards integrated 

care. I will share that. And I find 
that referring out can lead to, again, 

these ongoing stigmatization and 

lack of resources.  
So whenever I refer out, I always 

remind that I am still here, because 
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receive services and who should 

not receive services?” 

I want to honor them in connecting 

them to the resource that they want. 

But I also know that those systems 
are very difficult to navigate, and 

they're historically difficult to 

navigate, again, for systemic, 
conscious and unconscious, racist 

and bias forming of it. Who should 

receive services and who should not 

receive services? So when I think 
about what I do is more along the 

lines of health equity, I try to align 

that. 

Relationship 

Dynamics 

Interview 1 "... for Black identifying 

individuals, there is definitely a 

larger population there and 

they've talked about how, or I've 
heard a few times that mental 

health is not valued or 

recognized in my family or with 
my friends or other Black 

identifying individuals. So, it's 

really helpful to be able to have 
someone to talk about it." 

And this is, like I said before, it 

doesn't really strike me as super 

different than other groups, but 

reasons that people with those 
identities have come in and they 

talked to me would be, I think it's a 

lot of times the health issues, the 
work stress, maybe family stuff 

going on. I think a lot of times what 

I've heard patients say is it's really 
helpful to speak about my, I don't 

really work with so many 

Indigenous identifying individuals, 

but for Black identifying 
individuals, there is definitely a 

larger population there and they've 

talked about how, or I've heard a 
few times that mental health is not 

valued or recognized in my family 

or with my friends or other Black 

identifying individuals. So it's 
really helpful to be able to have 

someone to talk about it. 

Relationship 

Dynamics 

Interview 4 “...Certain cultures that it's a 
stigma to receive mental 

health...if you're 

disenfranchised or on the 

margin, just that anxiety about 
being seen, having to unpack. I 

think that if certain individuals 

come in with that mindset, you 
may not get accuracy because 

whatever those agreed upon 

terms and customs and ideas can 
influence how a person shows 

up in the session and even 

answers.” 

Okay. How does culture shape that? 
Well, immediately what I think 

about is willingness to open up and 

share if you have certain cultures 

that it's a stigma to receive mental 
health or if you're disenfranchised 

or on the margin, just that anxiety 

about being seen, having to unpack. 
I think that if certain individuals 

come in with that mindset, you may 

not get accuracy because whatever 
those agreed upon terms and 

customs and ideas can influence 

how a person shows up in the 

session and even answers. And then 
on the flip side so, I think, yeah, 

either way, whether it's a 

willingness and openness, a yes, 
I've arrived and I'm grateful to be 

here, or the other side of the 
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spectrum where it's more just very 

hard to open up and to warm up 

because of these ideas. Can I give 
you an example? 

Relationship 

Dynamics 

Interview 1 “...I think, and maybe I'm 

overthinking it, but I think 

socially speaking it's like, oh, 
you're a white man and there's a 

lot of privilege attached to that, 

and I think it's kind of 
sometimes it can be like, okay, 

well I'm going to trust you as 

this knowledgeable resource. 
Maybe not knowledgeable is the 

right word, but as this person 

because of the power 

association, and other times it's 
like you don't share my identity, 

so I can't trust you or I can't open 

up to you.” 

I think it could work in my favor in 

some ways and then it could be a 

disadvantage in other ways. I think, 
and maybe I'm overthinking it, but I 

think socially speaking it's like, oh, 

you're a white man and there's a lot 
of privilege attached to that, and I 

think it's kind of sometimes it can 

be like, okay, well I'm going to trust 
you as this knowledgeable resource. 

Maybe not knowledgeable is the 

right word, but as this person 

because of the power association, 
and other times it's like you don't 

share my identity, so I can't trust 

you or I can't open up to you. 

Patient-first 

Wellness-

centered 

Approach 

Interview 4 “... I am that mediator for them. 

So, if they're virtual, I put them 

on a three-way, and I'm that 

bridge for them to help them get 
comfortable speaking to entities 

they don't know... I do the 

referral during the session, and I 
let the patient know the social 

worker will be reaching out to 

them within 24, 48 hours so that 
they know that there's a team 

that they're being heard, and I'm 

on it immediately...So just doing 

a lot of that bridge work and 
helping them build comfort and 

even coaching them, patients 

who, yeah, so definitely being a 
three-way, being a bridge, 

connecting with resources.”  

Also, sometimes if there are 

resources that I'm aware of that are 

very unique, and I know that that's 

one of the major barriers or the 
causations, we just make time and 

make that the session calling places, 

if they're nervous or they're 
struggling with communication or 

comprehension, I am that mediator 

for them. So if they're virtual, I put 
them on a three-way, and I'm that 

bridge for them to help them get 

comfortable speaking to entities 

they don't know. But then also in 
person, we get on the computer 

together. So literacy, I have a 

couple of patients who are in their 
forties, never got their GED, but 

they're very nervous, very ashamed. 

So just doing a lot of that bridge 

work and helping them build 
comfort and even coaching them, 

patients who, yeah, so definitely 

being a three-way, being a bridge, 
connecting with resources. 

I'm a big believer that part of my 

being a therapist is a case manager. 
I feel like that's an integral part. If 

you remove the trigger or the 

barrier, maybe you lessen the 

depression. Depression didn't just 
come out of nowhere, so I even do 

job searching with them. So a lot of 

even job readiness, role play and get 
them connected. A couple of my 

elderly patients who were very 
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lonely, isolated in the session, we've 

gone on to the adult day center, 

looked at some of their Facebook 
pages and how much fun they're 

having. Then I've called the places 

with the patient there and I've talked 
on their behalf and encouraged 

them to kind of speak up a little bit. 

And all of those are different types 

of concerns. 
 

Patient-first 

Wellness-

centered 

Approach 

Interview 2 “... And when I use things, I use 

universal we. I use a universal 
we. I use a very humanistic 

approach. So even if we are 

coming from different 

backgrounds and cultures, and 
that can be seen, again, right off 

the bat by the color of my skin 

or by my gender, that I still go 
back to the fundamental 

principles of our physiology, 

and how we are always trying to 
cope and manage different 

situations. And I explore that 

through that way, using a 

contextual interview.” 

But that's also building rapport, 

because patients feel comfortable in 
that sense. I'm trying to think, what 

else do I do that is intentional? I 

think just how I ask the question, 

the curiosity. The interest in them as 
a person here and now. 

 

And when I use things, I use 
universal we. I use a universal we. I 

use a very humanistic approach. So 

even if we are coming from 
different backgrounds and cultures, 

and that can be seen, again, right off 

the bat by the color of my skin or by 

my gender, that I still go back to the 
fundamental principles of our 

physiology, and how we are always 

trying to cope and manage different 
situations. And I explore that 

through that way, using a contextual 

interview. 

Patient-first 

Wellness-

centered 

Approach 

Interview 1 
 

“... I'll give different measures, 
like the PHQ-9 for depression, 

the GAD-7 for anxiety, PCL-5 

for trauma. Those are the ones I 
mainly give. And then we have 

an intake, I guess smart phrases 

[inaudible 00:13:53]. And so, 

we have what brings you here, 
what are your presenting issues, 

what are your goals? And so 

based off of all those questions, 
both quantitatively and 

qualitatively, like I said, I 

usually make an assessment.” 

Well, both qualitatively and 
quantitatively, like I said, I'll give 

different measures, like the PHQ-9 

for depression, the GAD-7 for 
anxiety, PCL-5 for trauma. Those 

are the ones I mainly give. And then 

we have an intake, I guess smart 

phrases [inaudible 00:13:53]. And 
so we have what brings you here, 

what are your presenting issues, 

what are your goals? And so based 
off of all those questions, both 

quantitatively and qualitatively, like 

I said, I usually make an 
assessment. 

Patient-first 

Wellness-

centered 

Approach 

Interview 2 “So, I just think there's times 

where you could have someone 

who has a 26, and you've 
assessed for safety, and they are 

safe. They have passive SI. And 

I think these people are 
inadvertently typically 

institutionalized for, again, 

Evidence-based might say, "Okay, 

you have a score between 15 and 22 

on your PHQ-9. That instantly 
means you would benefit from 

medication management, talk 

therapy, as well as behavioral 
interventions." I still present that to 

them, because their symptoms are 
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racist and biased reasons versus 

having a conversation. How 

demonizing is that? If I were to 
be like, "Well, you're scoring a 

two here on suicidality. Let's 

discuss a safety plan and let's get 
you to crisis.” 

still there. But they might say, "You 

know what, Mollie? I just want to 

make sure that I can do X, Y, and 
Z." "Okay, well, let's do that, and 

then follow up with me next time 

you see your PCP in a month or two, 
and we'll see how it's going. And if 

it's not going well, come back and 

see me." Because people live. It's as 

if we think we're the, how do people 
live without us? They live. They 

survive. Our brains are meant to 

help us to survive. 
 

So I just think there's times where 

you could have someone who has a 
26, and you've assessed for safety, 

and they are safe. They have 

passive SI. And I think these people 

are inadvertently typically 
institutionalized for, again, racist 

and bias reasons versus having a 

conversation. How demonizing is 
that? If I were to be like, "Well, 

you're scoring a two here on 

suicidality. Let's discuss a safety 

plan and let's get you to crisis." 

Cultural 

Framework 

 

Interview 2 “...When I think about historical 

traumas within healthcare of the 

BIPOC population, how many 
times has a white person said, 

‘I'm the expert, you are not. And 

I am going to not tell you X, Y, 

and Z’? And it still happens 
today. So, trying to dismantle 

that authoritarian approach is 

actually probably something 
that I'm quite intentional about, 

and more so with BIPOC 

patients.”  

I have enough information to know 

that I have to address these things in 

a very formal way to create a level 
of rapport, and to address it right off 

the bat for many BIPOC patients 

that I see. 

And I think that that's also too 
where I come down to you are the 

expert, because again, when I think 

about historical traumas within 
healthcare of the BIPOC 

population, how many times has a 

white person said, "I'm the expert, 
you are not. And I am going to not 

tell you X, Y, and Z"? And it still 

happens today. 

So trying to dismantle that 
authoritarian approach is actually 

probably something that I'm quite 

intentional about, and more so with 
BIPOC patients, because I believe... 

And it's not for everyone, but I 

believe that that does need to be 
addressed in order for a level of 

safety. 
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Cultural 

Framework 

Interview 1 “...I guess I'm thinking about 

just my identity and maybe how 

it's being received as a white 
cisgender man and working 

with patients... I see religion 

comes up a lot and faith and 
spirituality, and so I think one 

question is have you had 

thoughts about killing yourself 

or harming yourself, and how in 
a religious way that could be 

seen as maybe potentially 

insulting or like I would never 
do that because of my faith-

based practice. And so, I think 

being mindful of that.” 
 

I don't know. I guess I'm thinking 

about just my identity and maybe 

how it's being received as a white 
cisgender man and working with 

patients who may have differing 

identities, or even sometimes the 
same identity as well, and what 

could come up based off of that. It's 

pretty broad. I guess I'm having a 

hard time thinking of specific 
examples right now, but I mean, I 

see religion comes up a lot and faith 

and spirituality, and so I think one 
question is have you had thoughts 

about killing yourself or harming 

yourself, and how in a religious way 
that could be seen as maybe 

potentially insulting or like I would 

never do that because of my faith-

based practice. And so I think being 
mindful of that. 

Cultural 

Framework 

Interview 4 “... So, before they became 

available in Epic, we used to just 
have the screening tools as 

papers, and I would give them to 

the patient. And I noticed some 

of them would struggle, and I 
used to be a school teacher, so 

now I ask... So, in terms of the 

administration, when they're 
with me and I administer to 

them, I use language such as 

small, medium, large, or not at 

all, rather than whatever it is.” 

So I'll answer in three parts. The 

first is how I administer, I'm always 
sensitive that not everyone is able to 

read and comprehend because the 

language is very clinical. So before 

they became available in Epic, we 
used to just have the screening tools 

as papers, and I would give them to 

the patient. And I noticed some of 
them would struggle, and I used to 

be a school teacher, so now I ask, 

well, now I don't have to because 

they can access through Epic and 
answer on their own. But when 

they're sitting with me and they 

haven't completed the screenings, 
or if they have, and I see their score, 

I'll just mention it. So in terms of the 

administration, when they're with 
me and I administer to them, I use 

language such as small, medium, 

large, or not at all, rather than 

whatever it is. 

Cultural 

Framework 

Interview 4 “... I'm a big believer in asking 

to be educated and not assuming 

that when they're saying certain 
cultural references or customs, I 

say, "You know what? That's 

interesting. Educate me a little 

bit about that. I just want to hear 
more about that... So, I would 

say that I just trying to be 

sensitive, and that changes how 
I sit, where I sit, proximity. A lot 

So I would say that that approach, 

if, let's see what else? I'll ask. I'm a 

big believer in asking to be 
educated and not assuming that 

when they're saying certain cultural 

references or customs, I say, "You 

know what? That's interesting. 
Educate me a little bit about that. I 

just want to hear more about that." 

 
Or not making assumptions about 

whether holidays. So I would say 
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of these make a difference even 

with looking.” 

that I just trying to be sensitive, and 

that changes how I sit, where I sit, 

proximity. A lot of these make a 
difference even with looking. 

Systemic 

Outlook 

Interview 2 “I do think that there needs to be 

an intentional dismantling of 

white, heteronormative, 
cisgender male culture…But 

you have to give power. When 

we think about power and 
control, if the people in power 

aren't sharing the power, then it 

doesn't matter what happens 
down below.” 

Well, I think it comes multifaceted. 

I think that we need to have 

patients... I know we have patient 
advisory committees, but I really do 

think that patients need to sit on the 

board, period. Not just wealthy 
individuals sitting on the board. 

 

I think it comes from both places, 
but I do think that there needs to be 

an intentional dismantling of white, 

heteronormative, cisgender male 

culture. You know what I mean? 
But it has to come here, because it 

can come from below. But you have 

to give power. When we think about 
power and control, if the people in 

power aren't sharing the power, then 

it doesn't matter what happens 
down below. 

 

And I think that that happens on a 

macro level. I think it happens on a 
micro level of teaching this 

humility, of being, saying, and 

doing. I come with expertise, but I 
am not the expert in you. 

Systemic 

Outlook 

Interview 2 “But to me, a good medicine 

program would be like, ‘Yeah, 

we can train you how to do all 
your facts, but let's actually train 

you how to be a human. Let's do 

that and let's really confront 
those things.’” 

 

Yeah. So I mean, sure, we can 

discuss good programs. But to me, 

a good medicine program would be 
like, "Yeah, we can train you how 

to do all your facts, but let's actually 

train you how to be a human. Let's 
do that and let's really confront 

those things." 

But that's not just medicine. And I 

think we're, and I'm using the 
universal we. We as mental health 

professionals generally get that 

training to some extent, but not all 
healthcare professionals do. 

And I think that too, you need to 

have your smarts to be a doctor. I'm 
not worried that they can't look up 

and do the research. But it's like, 

how are you a person? 

 

Systemic 

Outlook 

Interview 4 “Definitely researching I would 

say how [my organization] 

could begin to partner with 
entities within Philadelphia who 

want to provide upliftment in 

Definitely researching I would say 

how [my organization] could begin 

to partner with entities within 
Philadelphia who want to provide 

upliftment in these particular 
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these particular 

populations…So I would say 

maybe one [preventative 
protective factor] is to just kind 

of check the pulse and maybe 

get some surveys about patients 
specifically with that in those 

needs.” 

populations. I know that there was a 

lot going on during the quarantine 

and right after the police brutality, 
and there was just such an 

incredible saturation of Zoom 

meetings and webinars and cultural, 
and I just sometimes when things 

are trendy, but I'm a believer in 

staying consistent. And so I don't 

want it to just be the trend until the 
next something happens. So 

sometimes the next something 

doesn't have to happen if you have 
preventative protective factors in 

place. So I would say maybe one is 

to just kind of check the pulse and 
maybe get some surveys about 

patients specifically with that in 

those needs. Also, I do know that 

[my organization] does have some 
kind of financial assistance 

program, and I do refer my patients 

to them, but it doesn't seem like 
they're making good headway with 

that. 

 

 


