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The opinions expressed here are
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National MedicalAssociation.

Changing Mindsets for
Changing Times

To the Editor,

I read with great interest the
article by Dr. Bussey-Jones and
colleagues which described the
importance of cultural compe-
tence and the need to bridge
conventional and alternative
therapies'. Adverse clinical out-
comes may occur if physicians
are deficient in such knowledge.
Their deficiencies may con-
tribute to the devastating ethnic
and racial health disparities in
this country.

Two additional points should
be made on this topic. First,
commercial health plans lack
standards or requirements to
provide for culturally and lin-
guistically competent care.
Secondly, there is no standardi-
zation in medical training to cre-
ate culturally competent care
providers2. Thus, the question
arises: ifwe are truly committed
to eliminating racial and ethnic
health disparities, where will the
motivation come from to change
the status quo?

The lack of language services
affects access to health and pre-
ventive care services3 and results
in greater emergency room use,
impediment of patient provider
communications, and an in-
crease in the likelihood of non-
compliance with care plans4.
Culture strongly influences one's
perception of disease, preven-
tion, and behavior modification,
thus the need for culturally and
linguistically appropriate health

services becomes imperative.
To improve health delivery

and narrow the gap in health dis-
parities among racial and ethnic
groups, the conventional medic-
ocentric viewpoint must expand
to include cultural competency
at every level5. This requires a
movement away from the histor-
ical, patriarchal western ap-
proach to practicing medicine.
To make this a reality, we need
national legislation, not just
philosophical concepts. This is
exemplified with pending legis-
lation SB853 in California to
mandate cultural and linguistic
competency among health plans6.
The American Association of
Medical Colleges and all resi-
dency programs should require
cultural competence as an essen-
tial component of medical edu-
cation. Physician recertification
should include some cultural-
competency training.

The major demographic
changes in the United States and
enthusiasm for "alternative
care" from the U.S. healthcare
consumer require that we
rethink the entire model of
healthcare delivery7'8. To
improve cultural competence in
the healthcare milieu, we need
to expand our definition of care
providers to include partner-
ships with traditional healers
and other evidence-based com-
plementary-care providers.
Physicians serving the under-
served should demand legisla-
tive directives for change. The
NMA and historically black
medical institutions have ful-
filled a longstanding commit-
ment to supply such physicians
and should continue to lead the
changing dynamics of the health
delivery system.

Lisa Merritt, MD
Executive Director

Multicultural Health Institute
institute@merrittmd.com
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Paclitaxel Treatment
Article Misleading

To the Editor,

We believe that the article by
Kamineni and colleagues (Oct-
ober 10 issue)1 gives misleading
information concerning pacli-
taxel treatment. The article says
that during paclitaxel treatment,
sinus tachycardia was the most
common arrhythmia which could
be attributed to underlying co-
morbid conditions, such as dehy-
dration, anemia, sepsis, and hy-
poxia. But the article title is
structured as "Cardiotoxicities of
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Paclitaxel in African Americans,"
so there is a discrepancy between
the title and article information.
Mentioned those EKG abnormal-
ity (sinus tachycardia, nonspecif-
ic T-wave changes, premature
atral contraction, premature ven-
tricular contraction, atrial flutter,
atrial fibrillation) may be associ-
ated with most cancers due to
comorbid condition. In our opin-
ion, those complications cannot
be accepted specifically as car-
diotoxicities of paclitaxel, as sug-
gested by the title ofthe article.
We wonder whether the auth-

ors ruled out silent myocardial
segmental/global dysfunction and
performed echocardiographic
analysis. If not performed, this
could be a source of bias in eval-
uating the effect of the paclitax-
el. We emphasize the importance
of the echocardiographic infor-
mation, especially in patients
with nonspecific EKG. The risk
factors able to potentiate car-
diotoxicity must be analyzed
before starting chemotherapy
and follow-up by echocardiogra-
phy, and/or isotope ejection frac-
tion must be repeated before
each course. Myocardial angiog-
raphy or scintigraphy, which is
easier to perform than myocar-
dial biopsy and more sensitive
and specific than echocardiogra-
phy, seems to be the investigation
of choice in a suspected patient.
And ischemic analysis before
and after treatment also should
be performed in a patient with
cardiac risk factors. Therefore,
EKG abnormality of these
patients cannot be attributed
solely to the paclitaxel treatment.

Another problem is absence
of continuous cardiac monitor-
ing in their work. If we wish to
seek arrhythmic effects of pacli-
taxel, continuous cardiac moni-

toring becomes necessary for
those patients. In our opinion,
EKG checking gives only defec-
tive information during paclitax-
el treatment. The monitoring of
the patient before and during
paclitaxel treatment may be cru-
cial for discovering its arrhyth-
mic potential.

Aggressive treatment modali-
ties for patients with cancer are
often associated with complica-
tions or side effects, frequently
involving the cardiovascular sys-
tem. Longer survival of cancer
patients can lead to the develop-
ment of related or unrelated car-
diac problems. Ideal monitoring
techniques, upon which efficient
prophylaxis depends, are yet to
be determined. Current prophy-
laxis relies upon early detection
of systolic and/or diastolic dys-
function. Prophylaxis would be
much more efficient if a bio-
chemical marker of myocardio-
cyte damage could be reliably
used to stop further chemothera-
py at the correct time before
irreversible progressive macro-
scopic damage becomes evident
upon imaging. Work is currently
progressing to identify the role
of markers, such as troponins
and natriuretic peptides, in this
regard2.

Cardiac events may include
mild blood pressure changes,
thrombosis, electrocardiograph-
ic changes, arrhythmias, myo-
carditis, pericarditis, myocardial
infarction, cardiomyopathy, and
congestive heart failure. These
may occur during or shortly after
treatment; within days or weeks
after treatment; or may not be
apparent until months, and
sometimes years, after comple-
tion of chemotherapy.
A number of risk factors may

predispose a patient to cardiotox-

icity. These are: cumulative dose;
total dose administered during a
day or a course; rate of adminis-
tration; schedule of administra-
tion; mediastinal radiation; age;
female gender; concurrent admin-
istration of cardiotoxic agents;
history of or pre-existing cardio-
vascular disorders; and electro-
lyte imbalances, such as
hypokalemia and hypomag-
nesemia3. The potential for car-
diotoxicity should be recognized
before therapy is initiated.

Patients should be screened
for risk factors, and an attempt
to modify them should be made.
Monitoring for cardiac events
and their treatment will usually
depend on the signs and symp-
toms anticipated and exhibited.
Patients may be asymptomatic,
with the only manifestation being
electrocardiographic changes.
Continuous cardiac monitoring,
baseline and regular electrocar-
diographic and echocardio-
graphic studies, radionuclide
angiography, and measurement
of serum electrolytes and car-
diac enzymes may be considered
in patients with risk factors or
those with a history of cardiotox-
icity. Treatment of most cardiac
events induced by chemotherapy
is symptomatic. Cardiotoxicity
can be prevented by screening
and modifying risk factors,
aggressively monitoring for
signs and symptoms as chemo-
therapy is administered, and
continuing follow-up after com-
pletion of a course or the entire
treatment. Prompt measures, such
as discontinuation or modifica-
tion of chemotherapy or use of
appropriate drug therapy, should
be initiated on the basis of
changes in monitoring parame-
ters before the patient exhibits
signs and symptoms of car-
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diotoxicity. It should be kept in
mind that more and more onco-
logic patients are being cured
from cancer; problems with
long-term cytostatic cardiologic
complications have triggered
and needed intensive investiga-
tion. Long-lasting monitoring of
cardiac status may help to identi-
fy those patients whose abnor-
malities have progressive char-
acter and who are at risk of fatal
complications.

Finally, it is well known that
negative emotions, such as
depression and anxiety, have
been reported to contribute to
the development of coronary
heart disease4. And we empha-
size the importance of assessing
the negative emotions in relation

to cardiac complications in
patient with malignancies.
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We Welcome Your
Comments

The Journal of the National
Medical Association wel-
comes your Letters to the
Editor about articles that
appear in the JNMA or
issues relevant to minority
healthcare.

Address correspondence
to ktaylor@nmanet.org.
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