
2010, and as figure 1.6 shows, is no longer confined to Chinatown in
central Boston. The Asian population has shifted in recent years to sub-
urban areas, but significant ethnic enclaves exist; many Vietnamese live
in Dorchester, and many Cambodians have settled in Lowell, outside
Suffolk County.

As a result of these demographic shifts, the cultural identities of ethnic-
specific clinics of past decades have changed radically, as have the ethnic
and nativity profiles of both health-care staff and patient populations.
Mission statements and ideologies of hospitals and medical centers have
greater cultural flexibility, adapting to demographic changes by adding
new culturally tailored services and languages as they appeal to an often
rapidly changing demographic profile of new immigrant patients in
their catchment areas while they continue to provide health-care serv-
ices to more stable neighborhood populations (Hunter and Park 2010).
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Source: Authors’ compilation based on data from the U.S. Census Neighborhood Change 
Database (NCDB) 1970–2000 (GeoLytics 2010). Maps created with GeoLytics software.  
Note: White population, with the exception of 1970, is non-Hispanic.
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Source: Authors’ compilation based on data from the U.S. Census Neighborhood Change 
Database (NCDB) 1970–2000 (GeoLytics 2010). Maps created with GeoLytics software.
Note: Black population, with the exception of 1970, is non-Hispanic.    
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Figure 1.4 Percentage Black in Suffolk County, 1970 to 2000
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Source: Authors’ compilation based on data from the U.S. Census Neighborhood Change 
Database (NCDB) 1970–2000 (GeoLytics 2010). Maps created with GeoLytics software.
Note: Hispanic population includes respondents of any race.    
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Figure 1.5 Percentage Hispanic/Latino in Suffolk County, 1970 to 2000
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Many community clinics in Boston and neighboring towns are charged
not only with providing care for established immigrant populations who
have settled in their catchment area, but also with serving as a primary
supportive institution for newly arrived refugees from a wide diversity of
nations. Hub-and-spoke health-care systems, where the medical center is
the hub and the community clinics are satellites (or feeders to the hub)
dot Boston and its environs. These systems provide tertiary and high-
technology medical care as well as ambulatory and primary care at the aca-
demic medical centers, plus primary care and outpatient services, includ-
ing mental health services, at the community clinics. These organizational
features pattern medical and psychiatric care throughout the Boston area
and strongly influenced our research possibilities and site selections.

Greater Boston is also a major political player in the culture counts
movement in mental health care and in the disparities movement to reduce
inequalities in health status and treatment. In 2005, Mayor Thomas Menino
charged the city’s health-care institutions to redress disparities in health
status and in healthcare following the publication of Unequal Treatment. As
reported by Stephen Smith in the Boston Globe on June 23, 2005,

Mayor Thomas M. Menino of Boston will unveil a comprehensive initia-
tive this morning designed to address what public health authorities

14 Shattering Culture
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Source: Authors’ compilation based on data from the U.S. Census Neighborhood Change 
Database (NCDB) 1970–2000 (GeoLytics 2010). Maps created with GeoLytics software.
Note: Asian population in 1980 is non-Hispanic/Latino, and includes American Indian, Asian, 
Native Hawaiian, and Pacific Islander. 1990 and 2000 do not include American Indian. 
Comparable data for 1970 were not available.
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Figure 1.6 Percentage Asian in Suffolk County, 1980 to 2000
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Table 1.1 Medical Sites and Psychiatric Clinics

Site Clinic

Academic Medical Center 1 Inpatient psychiatric unit
(AMC1) Outpatient psychiatric service

Acute psychiatric service
(emergency department)

Academic Medical Center 2 Outpatient Latino mental
(AMC2) health clinic

Psychiatric outpatient service
Psychiatry residency training settings

Private Psychiatric Inpatient psychiatric unit
Hospital (PPH)

Neighborhood Community Outpatient mental health services
Health Center (NCHC)

Region Medical Center (RMC) Outpatient and inpatient
psychiatric services

Source: Authors’ compilation.

Table 1.2 Phase 1: Number of Clinician and Staff Interviews by Site

All Sites 192
Academic Medical Center 1 (AMC1) 79
Academic Medical Center 2 (AMC2) and Latino Clinic 56
Neighborhood Community Health Center (NCHC) 24
Regional Medical Center (RMC) 19
Private Psychiatric Hospital (PPH) 14

Source: Authors’ compilation.

The Neighborhood Community Clinic, a satellite of AMC1, has a long history
of serving a highly diverse although constantly changing population of
immigrants and minorities, and today its community is an environment
characterized by ethnic and racial hyperdiversity. Its mental health clinic
was established in 1978 in response to a fire that destroyed much of the
small town. Its local outreach programs serve the poor and recent immi-
grants from many countries, including refugees fleeing political violence.
Its patient population is very diverse, as is its mental health service staff. As
a satellite community clinic, its staff complains at times—using a pejorative
phrase commonly heard—that their clinic becomes the “dumping ground”
for the AMC hub patients “with language needs” beyond the capacity
of the hub clinicians. Linguistic capacity among clinicians includes
Spanish, Somali, German, French, Portuguese, Italian, Serbo-Croatian,
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Table 1.3 Number of Interviews by Profession

Total interviews 192

Psychiatrists, psychologists, and other M.D.s 74
M.D. psychiatrists, Ph.D. psychologists, other M.D.s, other Ph.D.s

Other mental health professionals 27
Social workers, mental health counselors with master’s degree

Other health-care staff 27
Nurses, mental health workers, occupational therapists, dieticians

Patient support staff 47
Interpreters, chaplains, advocates, mental health associates

Administrative support staff 11
Security, housekeeping, dietary, clerical

Management support staff 6
Nonmedical administrative and clerical managers

Source: Authors’ compilation.

Table 1.4 Phase 1: Clinician and Staff Interview Demographics (N=192)

Gender Female 66%
Male 34%

Age Mean years (SD) Range
43.16 (12.3) 21–70

Origin White 68%
Black, African American 12%
Asian 7%
Multiracial 3%
Other 10%

Ethnicity Hispanic, Latino 14%
Not Hispanic, Latino 86%

Foreign-born or Puerto Rican–born 29%
U.S.-born 71%

Source: Authors’ compilation.

Afrikaans, Hindi, and Gujarati. Medical interpreters for other lan-
guages are also accessible. This language and cultural capacity helps
create an environment to which patients are willing to return. We inter-
viewed mental health clinicians and staff from the mental health clinic as
well as interpreters serving all medical and mental health units. Sixty-
three percent of clinicians and staff interviewed self-identified as white,
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employed systematically among the clinicians interviewed, is regarded
with considerable ambivalence. Ideal typical notions of a match are dif-
ficult to conceptualize and even more difficult to implement. Moreover,
clinicians note that the very idea of matching may be based on problem-
atic common-sense assumptions about processes of cultural or racial-
ethnic identification; about the optimal relationship between patient and
care provider; or about the factors most likely to facilitate patient-provider
rapport and meaningful therapeutic alliances. Overall, clinicians’ com-
ments raise challenging questions about the viability of matching as a strat-
egy for remediating differences in mental health outcomes among more
and less vulnerable patient populations.

Clinician-Patient Matching: 
Definitions and Motives
The term clinician-patient matching (or doctor-patient matching) is used to
describe efforts to pair patients with care providers on the basis of shared
language competence, shared cultural or racial-ethnic background (gener-
ally in keeping with the U.S. racial-ethnic pentad), or a combination of
the two. These forms of matching are driven by a variety of sometimes
overlapping motives: instrumental, diagnostic, therapeutic, and economic
(see table 5.1). In this discussion, I concentrate on the first three sets.

Clinician-Patient Matching 113

Table 5.1 Motives for Clinician-Patient Matching

Motive Goal

Instrumental To facilitate direct communication between care provider 
and patient without the need for a translator or interpreter

Diagnostic To ensure maximal clinician sensitivity to
- culturally influenced configurations of symptoms
- culturally influenced idioms of distress
- the relationship between distress and patient’s broader

lifeworld context
To yield “better” or more accurate diagnoses

Therapeutic To maximize utilization rates of available services
To prevent treatment drop-out
To lengthen duration of treatment
To achieve greater rapport and stronger therapeutic alliance
To achieve greater patient satisfaction
To improve treatment outcomes

Economic To decrease use of expensive services (such as emergency 
care, inpatient care) in favor of lower-cost outpatient clinical
services

Source: Author’s compilation.
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