From Bias to Better Care: Cultural Competency in Primary Care
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Cultural Implicit bias in healthcare presents a serious
problem with potential profound implications for patients. As
Ireland's population continues to diversify, so too does the need
to address the consequences brought forth by implicit bias. There
are particularly high chances that the general practitioner is
taken as the first point of contact for many patients with various
complaints. Implicit bias can influence clinical judgment in a
very significant way due to unconscious attitudes or stereotypes
that influence decisions made between doctor and patient. As
indicated by recent works, such as that by FitzGerald and Hurst
(2017), investigating implicit bias within the healthcare setting,
it is unconscious stereotypes that act to influence clinicians'
perceptions and behaviours. These manifest themselves in
many ways, such as in diagnostic evaluations, in treatment
recommendations, and even in the amount of empathy provided
to patients from diverse backgrounds (Blair et al., 2013). While
much of the existing literature focuses on the United States and
other contexts, unique cultural and systemic features within
Ireland's healthcare landscape raise specific reasons to take a

closer look at implicit bias among Irish GPs.

Marginality and implicit biases in healthcare contribute
to significant disparities in patient care and health outcomes.
Disparities related to marginality can explain differences in
health outcomes and quality of life (Havranek et al,, 2015). Hall
et al. (2015) found that implicit biases harm patient—provider
interactions, treatment decisions, and patient adherence. Cooper
et al. (2012) reported that physician bias consistently leads to
discriminatory care, with patients rating physicians who have
higher implicit bias as less patient-centered. Blanchard & Lurie
(2004) showed that patients who felt they would have received
better treatment if they were another race were less likely to
get recommended chronic disease screenings, follow medical
advice, or seek care promptly. Furthermore, Blair et al. (2013)
found that higher provider bias correlated with lower patient
ratings of interpersonal treatment, knowledge of patient context,
communication, and trust. In England, ethnic minority patients
have repeatedly reported lower satisfaction with primary
care, mainly due to servicerelated factors rather than patient
characteristics (Magadi & Magadi, 2022). This spotlights the
need to address structural and contextual issues in healthcare to

improve patient experiences and outcomes.

The dilemma in primary-care disparities in underserved
communities has given rise to different solutions to be enacted
to varying levels of success (Vanderbilt, Dail, & Jaberi, 2015); one
being the targeted recruitment of medical students likely to
practice in rural areas (Evans et al., 2020; Vanderbilt, Dail, & Jaberi,
2015). However, literature shows students' idealistic inclinations
toward the service of underserved communities decline during
education and training (Smith & Weaver, 2006). A factor being the
lack of early exposure and training, given the positive correlation
between rural medical electives and students' attitudes in
practicing in under-resourced areas (Smith & Weaver, 2006;
Kutob et al,, 2013). However, nearly half of U.S. family physicians
have not received formal cultural/linguistic training in medical
school/residency (Mainous et al,, 2020). Practical training requires
research evidently lacking in underserved communities due to
insufficient resources/time, inconsistent global methodology, and
lack of community participation (Kumar et al.,, 2019; Kutob et al,
2013). This cascade of systemic deficiencies is a barrier to bridging
the gap in health care for the underserved. Establishing systemic
change requires the collective effort of individual physicians,
associations, and journals to develop culturally sensitive practices
and systems, eventually inducing policy-level change (Kumar et

al,, 2019; Kutob et al., 2013).

An understanding of various cultures is of particular
importance for primary care physicians who are often the
patient’s first point of contact with healthcare (Rothlind et al,
2021). Failing to appropriately incorporate culture into patient-
care and treatment discussions can lead to lower quality care,
poorer patient outcomes, and reduced treatment adherence
(Brottman et al.,, 2020; Giger & Davidhizar, 2002). This contributes
to health inequities (Brottman et al., 2020). Furthermore, literature
shows that many primary care physicians and residents view
intercultural interactions as challenging and feel unprepared
(Rothlind et al,, 2021). Consequently, there is an increasing demand
for training (Brottman et al., 2020). This need has further been
voiced by education boards such as the Liaison Committee on
Medical Education, Accreditation Council for Graduate Medical
Education, Institute of Medicine, and World Health Organization
(Brottman et al, 2020). The Liaison Committee on Medical
Education has proposed four major pillars of cultural education
which include skills, attitudes, awareness, and knowledge

(Brottman et al., 2020; Association of American Medical Colleges,
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2003). Although exact training schemes and methods are still an area of active exploration, one proposed method of training is
the use of virtual patient simulations (Rothlind et al., 2021). Ultimately, there is a need for primary care physicians to undergo

formal training and teaching in intercultural care in order to provide appropriate, holistic, patient-centered care.

Primary care physicians hold an important role in health-promotion and equity in healthcare (Williamson, 2024). In
marginalized communities, they perform the vital role of promoting health screenings and treatment compliance (Hall et al,,
2015). However, despite their importance in these communities, disparity in quality of this care can have significant effects on
health-related quality of life (Havranek et al., 2015). Furthermore, while initiatives like targeted medical student recruitment
aim to fill this gap, they have not been entirely successful. This is largely due to a lack of formal training for both students and
physicians in how to provide culturally competent care (Smith & Weaver, 2006; Kutob et al,, 2013; Brottman et al.,, 2020). Many
physicians feel unprepared to provide this type of care, highlighting the need for adequate training on this topic (Rothlind et
al,, 2021). Although there is no consensus on what type of training is best, greater investment into these training programs is
necessary to provide better quality healthcare to minority groups. For the future, we must continue to examine the importance
of primary care in marginalized communities, and the efficacy of initiatives to promote this care and cultural competency at

large. Through this understanding we can ensure better access and quality of primary care to communities that need it most.
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